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ABSTRACT 

social Supwrt and Cornunity Functioning of Clients with 
Schizophrenia: A Nursing Investigation 

The purpose of this study was to increase knowledge 

regarding the concept of social support and its role in 

~ontributing t o  a better understanding of clients with 

schizophrenia and their ability to function in the 

camunity. The conceptual framework bared on Norbeck's 

model o f  social support (Norbeck, 19811 suggested that 

indlvidllal and situational properties combine to impact on 

the need for social supeart and its actual and perceived 

availability from the sooial network surrounding the 

individual. Adequate, appropriate racial support is 

expected to be more likely to result in satisfactory levels 

of functioning in the cmunity. 

r convenience sample of 30 subjects between the ages of 
18 and 61 participate3 in the study. They each had a 

diamosi. of schizophrenia, attended an mbulatory care 

eervice and had been discharged from a prychiarrin hospital 

within the past year The study instruments utilized were 

the Norbeck social Support puestlonnaire, the Global 

Assessment of Functioning Scale and a Client Profile, 

designed by the investigator. The study was designed to 

obtain infomation related to subjects' perceptions of their 

saoial networks. their perceptions of social support 

ii 



available f r m  those networks, and their levels of camunity 

funotioning. Relationships between cmnunity functioning 

and social support were anslyred. 

Social support was conceptualized on the Norbeck Social 

support puas':ionnaire as t w  variables: fumtional social 

support, compaaed of affect, affirmation and aid; end 

network properties, composed of network size, duration of 

relationships with network members and frequency of contact 

with network ambers. Cormunity fvnotioning was measured by 

the Global Assessment or Nnctioning Scale. 

The results of the study demonstrated that this sample 

of clients with schiz~phrenib had sociel networks whish were 

small and fanily-dominated. Relationships outside the 

family were not long-standing end Eontact with network 

members was limited. ~ecsnt loss of network members was 

relatively camnon. Subjects perceivsd that they received 

1188 ~ocial support than other groups. Eight subjects 

indicated serious problems with their level of functioning 

in the omunity while 22 subjects had mild or maderate 

difficulties. 

A significant positive relationship wes found hetween 

social support as measured by the Norbeck social support 

Questionnaire and carmunity functioning as measured by the 

Global Assessment of Functioning scale. Because the 

relationship between social support and cornunity 

functimins nay operate bidirectionally, it was suggested 



thar enhancing social support may improve comnity 

functioning and alternatively thar improving comnity 

functioning nay improve social support. 

Based on the iniomtion provided by this study, 

guidelines far incorporating the concept of social suppart 

in clinical practice were addressed as well as implications 

for nursing theory end research. 
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CHAPTER I 

PIoblemE and Purmsns 

over the past twenty-five years,  the l i t e r a t u r e  has 

re f lec ted  a growing in teres t  i n  soc ia l  support. The concept 

of soc ia l  support generally r e f e r s  to the helping aspects of 

interpersonal relationships a d  has been described as having 

an i n t u i t i v e  va l id i ty  for c l in ic ians  (&!eels, 1978; Tilden, 

19851. That supportive behaviour between people is 

important i s  not a new phenomenon. However its current 

importance derives from emerging knowledge of the diverse 

impact of soc ia l  support on health and i l l n c s s  (Cobb, 19761. 

Although terminology has d i f fe red ,  there i s  a long 

history of  the recognition of the concept of soc ia l  SUPPOI-t, 

including Florence Nightingale's ear ly  references t o  the 

importance of environmental support. Nursing has continued 

t o  contribute to an understanding of social support as a 

c ruoia l  component of the soc ia l  enviroment. This i s  

i l l u s t r a t e d  by the ident i f ica t ion  of social support as a 

research p r i o r i t y  i n  i t s  ro le  as a determinant of wellness 

llvnerican Nurses Association, 1980) and as an important 

element i n  f u t u r e  theory develoment i n  nursing ITilden, 

19851. 

The focus on soc ia l  support i s  baaed on a wealth of 

evidence that describes it es e key fac tor  i n  physical and 
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emotional well-being. The ultimate goal of social support 

research is to answer the question: "What types of social 

network= are most useful for which individuals in terms of 

what particular issues under what environmental conditions?" 

(Mitchell 6 Trickett. 1980, p.281. . 

Statement of the Problem 

Problems in social support research have arisen from 

variations in con~eptualization and a lack of standardized 

measurement instruments (Cohen, Mennelstein. Kamarck, L 

noberman. 1985; Israel 6 Antonucci. 1987; Tilden. 1985; 

Turner. Frankel, 6 Levin, 19831. Norbeck (1981). a leading 

nurse researcher, has recommended replication of previous 

research and further refinement of our knowledge of social 

support 90 that this can be implemented in clinical 

practice. This need for additional clarification has been 

echoed by others (Hammer, 19811 Schaefer, Coyne. 6 Lazarus. 

1981; Turner et al.; 19831. 

The interest in social Support has been intertwined 

with a growing emphasis on the impcrtance of the community 

in health promotion and maintenance, and osre of the 

physically and mentally ill. Questions about social support 

therefore should also address the most effective mechanisms 

far the recognition and facilitation of the role of the 

community in providing support. Cornunity members need to 

know how best to create a cornunity where people can help 
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themselves and each other toward m optimal level of 

functioning (Beels, 19781. 

While this remains an admirable goal, the definition 

and measurement of a high level of functioning within the 

cmunity is difficult. Many attempts have been made to 

develop appropriate measures of co,munity functioning with 

conflicting results (Anthony, 1978; Avison & Speechley, 

19871. As with resesrch on social support, there is a lack 

of consensus on theoretical perspectives and measurement 

criteria. 

The need for further information about social suppart 

is nowhere more evident than in the field of mental health, 

particularly in the study of schizophrenia (Galanter, 1988). 

Social conditions have been implicated in the incidence and 

course of schizophrenia (Ha l~ ler .  Nakiesky-Barrow, & 

Gutwirth, 19781. Similarly, difficulties in the social 

environment of those with schizophrenia have been noted as a 

characteristic of the illness (Schooler 6 Spohn, 1982; 

Tolsdorf, 1976). 

It has been suggested that the provision of an 

appropriate quantity and quality of social support nay be e 

factor in the well-being and community functioning of 

individuals with schizophrenia (Brown. Birley. s Wing, 1972; 

Tolsdorf, 1976, Turner et a].., 19831. However, there has 

been a laok of research considering the specific 

relationship between social support and cmunity adaptation 
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of i n d i v i d u a l s  with psych ia t r i c  d i so rders  (Avison & 

Speechley, 1987).  

The importance of studying schizophrenia i s  i l l u s t r a t e d  

by Carpen te r ' s  a s se r t ion  t h a t  "schizophrenia remains 

unpara l l e l ed  as a st igmatizing d i s e a s e  wi th  a l l  t h e  s o c i e t a l  

consequences of personal  shame, family burden, and 

inadequate support  of c l i n i c a l  care, research,  and 

r e h a b i l i t a t i o n "  (Carpenter, 1987, p.31. schiqophrenia 

p resen t s  a major concern for  hea l th  care professiona1.s 

(Babigan, 1980; Kane, 19871 due t o  i t s  prevalence, sever i ty ,  

c h r o n i c i t y  and r e f r a c t o r i r ~ e s s  t o  t r a d i t i o n a l  treatment 

moda l i t i e s .  

Approximately 10 t o  12 loil l ion people i n  the  world are 

a f f l i c t e d  wi th  schizophrenia (Lehmann, 19801. It has  been 

es t ima ted  t h a t  40% of psych ia t r i c  h o s p i t a l  beds are u t i l i z e d  

by c l i e n t s  diagnosed with schizophrenia (Keith & Matthew., 

19841. I n  Canada, psych ia t r i c  h o s p i t a l  s t a t i s t i c s  i n d i c a t e  

t h a t  t h e  l a r g e s t  percentage o f  p a t i e n t  day u t i l i z a t i o n  has 

been for c l i e n t s  with schizophrenia.  In general  hosp i t a l s ,  

t h i s  group h a s  ranked second only t o  c l i e n t s  with organic 

p ~ y o h o t i o  cond i t ions  for use of p s y c h i a t r i c  beds ( S t a t i s t i c s  

Canada, 1987).  

The f i n a n c i a l  c o s t  t o  s o c i e t y  f o r  schizophrenia has 

been i d e n t i f i e d  as 1 0  t o  20 b i l l i o n  d o l l a r s  yea r ly  i n  t h e  

United S t a t e s ,  with much of t h i s  c o s t  r e l a ted  t o  t h e  l ack  of 

employment wi th in  t h i s  group (Cancro. 19801. Thus t h e  t o l l  
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on the community, the health care system, and most 

importantly on the lives of these individuals and the i r  

families i s  enornaus. 

After hospitalization, despite t h e  introduction of 

innovative therapeutic approaches, approximately 40% of 

discharged c l i e n t s  relapse within a year (Hegarty, 19841. A 

recent 5 year outcome study of c l i e n t s  with achieophrenia 

found t h a t  approximately half of the subjeots had a Poor 

symptomatic outcome. Of t h i s  group, most had experienced a 

major psychotic disorder for  a t  leas t  one half of the 5 year 

study. of par t icular  significance was the finding tha t  10% 

of th is  group had never recovered symptomatically from t h e i r  

schizophrenic e p i r d e  a t  the beginning of the study (Prudo 6 

Munroe Blum. 19871. 

me growth of t h e  community mental health movement, the  

process of deinstitutionalization. and advancer i n  

pharmacotherapy have resulted i n  an ever increasing number 

of individuals with schizophrenia l i v i n g  i n  the conanunity 

rather than i n  hospital. While t h i s  trend has been 

beneficial for some cl ients ,  health care workers would note 

tha t  for  many, the amount of suffering has not been reduced 

but has simply changed location (Keith & Matthews, 19841. 

Without ef fes t ive  cormunity based programs and 

treatment s t ra tegies ,  l i f e  remains a struggle for t h e  

individual with schizophrenia. To deal with th is  issue. t h e  

need has been identified t o  provide an overall  conceptual 



6 

framework. such as a, s o c i a l  n s c w r k  perspective,  and to 

develop new conaf rue t s  to  organize t h e  expanding b d y  o f  

knowledge IE l l i ron ,  1983; Keith 6 Matthewa, 19841. 

The treatment o f  schizophrenia has undergone t r a n s i t i o n  

leading t o  a current emphasis on  psychosocial t reatments 

which at tempt to improve Overall  functioning within t h e  

cornunity (~ane. 19871. ~nawledge of the nature of the 

s o c i a l  dysfunction experienced by c l i e n t s  i a  o f t en  t h e  b a s i s  

f o r  the  development of such p rogrmr  Ischooler 6 Spohn, 

19821. However, the need remains for the h o l i s t i c  

i n t e g r a t i o n  of b io log ica l ,  prychologioal .  s o c i a l  and 

env i romenta l  pe r spec t ives  (carpenter,  1987; Kane, 19871 as 

a bas i s  f o r  p r a c t i c e  and research.  

A lack of in tegra t ion  of knowledge has in te r fe red  w i t h  

progress i n  developing relevant concep t s  which would aid i n  

t h e  understanding and treatment o f  schizophrenia (Carpenter,  

1987; ~ e i t h  & Mattheus. 19841. Soc ia l  support  has been 

i d e n t i f i e d  as one 05 the most promising of such  concepts and 

so mer i t s  f u r t h e r  study (Greenblett ,  Becerra, 6 

Se ra fe t in ides .  1982, Masher L Keith,  19801. 

I n  summary. research on s o c i a l  support  and  conanunity 

func t ion ing  has  been hampered by a lack of t h e o r e t i c a l  

pe r spec t ives  and  incons i s t en t  methodology. The need f o r  

r l a r i t y  and refinement i n  these  areas I s  c r u c i a l .  

Schizophrenia is  one area requiring f u r t h e r  study and one 
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which would benef i t  from research incorpora t ing  the concepts 

of s o c i a l  suppor t  and community func t ion ing .  

Thus t h e  o v e r a l l  problem se lec ted  f o r  s tudy  is a need 

for inc reased  knowledge about s o c i a l  support  and i t s  role i n  

oon t r ibn t ing  t o  a b e t t e r  understanding of c l i e n t s  with 

schizophrenia and  t h e i r  a b i l i t y  to  function i n  t h e  

c m u n i t y .  

aesearch Oues t ions  

The o v e r a l l  purpose o f  t h i s  s tudy  was t o  provide a 

g rea te r  understanding o f  the s o c i a l  support  experienced b y  

ind iv idua l s  wi th  schizophrenia and t o  i d e n t i f y  any  

relationship between s o c i a l  support  and genera l  l e v e l  o f  

functioning i n  t h e  comnunity. 

Spec i f i c  r e sea rch  questions were: 

1. What a r e  c l i e n t s '  p r c e p t i o n s  of t h e  fo l lowing  

oharac te r i s t i c s  o f  t h e i r  s o c i a l  networks: network s i z e ,  

duration of network re la t ionsh ips ,  frequency of con tac t  wi th  

network members, network composition and l o s s  o f  s o c i a l  

support, a s  measured b y  the Norbeck S o c i a l  Support 

Questionnaire (Appendix A ) ?  

2. What a r e  o l i e n t s '  perceptions of the  l e v e l  o f  

s m i a l  support  a v a i l a b l e  and lor provided t o  then b y  t h e i r  

s o c i a l  networks, a s  measured by t h e  Norbeok S o c i a l  Support 

Questionnaire IAppendix a)?  
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3 .  What are the l eve l s  of community func t ion ing  of 

c l i e n t s  w i t h  m h i z w h r e n i a ,  as measured by the  Global 

~ssessment  o f  Functioning Scale (Appendix B l ?  

4. Is t h e r e  a re la t ionsh ip  between t h e  o l i e n t s '  

perceptions o f  o v e r a l l  soc ia l  support  and t h e i r  l e v e l s  of 

c m u n i t y  func t ion ing?  

Rationale f o r   stud^ 

The v a l u e  of studying s o c i a l  support  i s  i l l u s t r a t e d  by 

Carsel 's  s t a t ement  tha t  "throughout a l l  h i s t o r y ,  d i sease ,  

with rare excep t ions ,  h a s  not been Prevented by f ind ing  and 

t r e a t i n g  r i c k  ind iv idvr l s ,  but by modifying those 

e n v i r o m n t a l  factors f a c i l i t a t i n g  i ts  occurrence" (Cassel ,  

1976 ,  p. 121 I .  Inc reas ing  and improving t h e  s o c i a l  s u p w r t  

available to those  who experience mental  i l l n e s s ,  such  as 

schizophrenia,  i s  noted as a p r i o r i t y  i n  f u t u r e  prevention 

( c a s s e l ,  1976).  

The concept o f  s o c i a l  support  incorpora tes  the domains 

of hea l th ,  ewrironment and person a n d  therefore i s  a use fu l  

concept for study hy nursing. The emphasis an environment 

i s  t imely as i t  has been t h e  l e a s t  developed component of 

mast nurs ing  theor ies  (Flaskerud L Hal lo ran ,  1980).  As well 

as con t r ibu t ing  t o  theory development, s o c i a l  support  has 

impl ica t ions  for a l l  phases o f  the nursing process and is 

emerging a s  an e s s e n t i a l  concept for nursing p rac t i ce .  

Because s o c i a l  suppor t  r ep resen t s  an area of shared 
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knowledge with o the r  d i sc ip l ines ,  nurs ing  research w i l l  a l s o  

promote a n  i n t e r d i s c i p l i n a r y  d i scuss ion  o f  information 

ITilden. 19851. 

The study of s o c i a l  suppor t  by nurses i s  designed t o  

improve nurs ing  p rac t i ce  i n  t h e  a r e a s  of in te rpe r sona l  

environments, h e a l t h  p rmot ion  and  p reven t ion  of i l l n e s s .  

Further knowledge w i l l  enhance nurs ing ' s  endeawrs  t o  

promote h o l i s t i c ,  community o r i en ted ,  con t -e f fec t ive  

programs which encourage t h e  u t i l i z a t i o n  of n a t u r a l  support  

networks and enhance oppor tun i t i e s  f o r  self-help a n d  s e l f -  

c a r e  fyilden,  19851. The contention tha t  s o o i a l  support  

research and subsequent in te rven t ions  wi l l  improve o l i e n t  

c a r e  has been supported b y  o t h e r  r e sea rchers  (Ga lan te r ,  

1988; Schaefer et a l . .  1981; Moxley. 19881. 

addit ional  understanding of the r o l e  of s o c i u l  support  

i n  t h e  t r ea tment  of schizophrenia i s  e s s e n t i a l  for nursing.  

Recent reviews of nursing research on s o c i a l  support  

recornended more empirical  s tud ies  a n d  expansion to new 

t a r g e t  popu la t ions ,  p a r t i c u l a r l y  a t - r i s k  groups. Although 
I 

mental hea l th  s t u d i e s  were n o t  t h e  focus of t h e  reviews, t h e  

l a c k  of researoh w i t h  psych ia t r i c  populations war no tes  

[Stewart ,  1989a. 1989b). Support has been s tud ied  i n  a 

broad range of c l i e n t  groups, b u t  t h e  genere l i zeb i l i ty  of 

t h i s  information i n  the area of schizophrenia must be 

o l a r i f i e d  to ensure  e f fec t ive  c l i n i c a l  u t i l i z a t i o n  of t h e  

concept. 
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The levelopnent of t h e  c l i n i o a l  r e l a t ionsh ip  has been 

desc r ibed  as t h e  foundation of treatment i n  schizophrenia 

(Carpenter,  19861. Mental hea l th  / p s y c h i a t r i c  nurses o f t en  

become t h e  c l i e n t ' s  fo remos t  contact  within t h e  hea l th  care 

system and so nurses can be expected t o  provide l eadersh ip  

i n  the  development of knowledge of schizophrenia.  

Improving our understanding of schizophrenia and soc ia l  

support  w i l l  enhance theory development i n  these areas and 

w i l l  a l s o  contribute to  nurs ing  theory.  Based on t h i s  

t h e o r e t i c a l  base ,  in te rven t ions  can be  designed t o  u t i l i z e  

s o c i a l  support  with t h e  g o a l  of improving cornun i ty  l iv ing  

f o r  c l i e n t s  w i t h  schiaophrenia.  These wi l l  inc lude  e f f o r t s  

t o  decrease an ind iv idua l ' s  vu lne rab i l i ty  t o  rtressors and 

inc rease  cornunity l i v i n g  s k i l l s  and cononunity involvement. 

T h i s  In tu rn  may l e a d  to  l e s s  dependence on professional  

ca reg ive r s  and a new found sense of belonging in a cononunity 

ne twod  (Mitchell  6 T r i c k e t t ,  1980; Schooler 6 Spohn, 19821. 



CHAPTER I1 

1 . i t e ra tu re  Review 

The l i t e r a t u r e  review wi l l  focus an t h e  concepts of 

s o c i a l  suppart and s o c i a l  networks followed by a dieoussion 

of r e levan t  research. The mechanism and measurement o f  

s o c i a l  support w i l l  be addressed. This w i l l  b e  followed by 

a review of community functioning. F ina l ly ,  the s tudy ' s  

conceptual framework w i l l  be presented.  

Concept of Social  SUPDort 

Much of the l i t e r a t u r e  on s o c i a l  support  has  d e a l t  

wlth c la r i fy ing  the concept. The concept of s o c i a l  support  

has evolved from the soc io log ica l  research of J. A. Barnes 

who introduced the t e r n  o f  s o c i a l  network and formally 

s tud ied  t h e  impaot of s o c i a l  re la t ionsh ips  (Barnes, 1954 I .  

One of t h e  e a r l i e s t  de f in i t ions  of soc ia l  suppor twas  

proposed by Caplen (1974) and included elements of feedback 

and assistance from o thers  which a c t  t o  enhense t h e  

ind iv idua l ' s  sense of environmental mastery. 

This was fu r ther  re in forced  by Cassel 's  epidemiological  

review of s o c i a l  environments which discussed s o c i a l  rugpart  

and i t s  impact on h e a l t h  (Cassel ,  1976). Research on 

schizophrenia was included i n  Cassel 's  cons idera t ion  of t h e  

importance of both negative and pro tec t ive  f a c t o r s  i n  t h e  

s m i a l  environment a n d  the  need f o r  the p rov is ion  o f  
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adequate feedback i n  s o c i a l  s i tua t ions .  This work on s o c i a l  

support  was an impor tan t  foundation for fu tu re  research and 

prompted f u r t h e r  c l a r i f i c a t i o n  o f  t h e  concept of s m i a l  

s"pp0rt. 

Cobb (19761 de f ined  s o c i a l  suppar t  as  a process i n  

which a person i s  enabled t o  perceive himself as cared  f o r ,  

loved,  esteemed. and belonging t o  a group of mutual 

ob l iga t ions .  Weiss 11971) iden t i f i ed  s imi la r  dimensions o f  

s o c i a l  suppor t  as attachment, s o o i a l  in tegra t ion ,  

nurturance,  r eassurance  of worth, r e l i a b l e  a l l i a n c e  with 

kin,  and a v a i l a b i l i t y  o f  guidance. Sokolove and Trilnble 

11986) added another perspective by incorpora t ing  s o c i a l  

exchange theory and d e f i n i n g  s o c i a l  support  as an exchange 

of s e r v i c e s ,  information and caring words. 

Syrotuik and D'Arcy (19841 d i scussed  s o c i a l  support  a s  

an in te rpe r sona l  p rocess  t o  meet s o c i a l  needs such as 

a f f e c t i m ,  iden t i ty ,  belonging and s e c u r i t y .  Kahn and 

Antonucoi (1980) also s p e c i f i e d  dimensions of s o c i a l  support  

t h a t  are provided through in te rpe r sona l  i n t e r a c t i o n s .  These 

include t h e  expression of pos i t ive  regard toward another 

( a f  f e c t l  , the endorsement o f  ano the r ' s  i d e n t i t y  and 

behaviour ( a f f i rma t ion1  and the provision o f  symbolic o r  

ins t rumenta l  a s s i s t a n c e  l a i d ) .  

Schaefer, Coyne a n d  Lazarus (19811 f u r t h e r  attempted t o  

apera t iona l i ze  a d e f i n i t i o n  and  p resen ted  t h e  t h r e e  

oomponents of s o c i a l  s u p p o r t  as emotional ,  in fo rmat iona l  and 
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t a n g i b l e  support. While s i m i l a r  t o  the work o f  Kahn and 

Antonucci ,  t h e  under ly ing  t h e o r e t i c a l  framework was not 

c l a r i f i e d .  House (19811 p rov ided  yet another development in 

d e f i n i t i o n  by in tegra t ing  themes from o t h e r  

c o n c e p t u a l i z a t i m s .  The four  subconcepts i l l u s t r a t e d  were 

emot iona l  support ,  a p p r a i s a l  Support, in fo rmat iona l  support  

a n d  instrumental  support .  

From t h i s  review, it oan be seen  t h a t  the m a j o r i t y  of 

concep tua l i ea t ions  of s o c i a l  support  view it a s  a 

mult idimensional  oons t ruc t .  C l a r i f y i n g  and d i f f e r e n t i a t i n g  

dimensions end t h e i r  impact h a s  been t h e  focus of muoh 

d i s c u s s i o n  and research.  However, i t  h a s  been suggested 

t h a t  s o c i a l  support  may opera te  a t  some genera l  l e v e l  a s  a 

unidlmenaional  construct  (Brow,  19861. Thus al though t h e r e  

may be a var ie ty  o f  dimensions or components o f  s o c i a l  

S ~ p p o r t ,  they may opera te  c o l l e c t i v e l y  i n  p rov id ing  a 

s u p p o r t i v e  exper ience  for t h e  ind iv idua l .  

I n  s m a r y ,  al though t h e r e  have been many d e f i n i t i o n s  

a n d  pe r spec t ives  o n  s o c i a l  support ,  most inc lude  reference 

t o  the  fallowing four c h a r a c t e r i s t i c s  (Dimond 6 Jones ,  

19831: 

11 Expressions o f  pos i t ive  f e e l i n g s  and regard t o  enable 

t h e  person t o  fee l  valued, 

2 )  S o c i a l  i d e n t i t y  and be long ing  r e l a t e d  t o  having u s e f u l  

r o l e s  t o  f u l f i l l  i n  groups such as t h e  family or c o m u n i t y ,  

3 )  Instrumental  or t a n g i b l e  assistance,  such as loaning 
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money or providing t r anspor ta t ion ,  as useful  se rv ices  and as 

a fur the r  means of expressing posit ive regard,  

41 R e ~ i p ~ ~ ~ i t y  or the  expectation tha t  t h e  rec ip ien t  of 

suppor t  can or w i l l  provide saws type of se rv ice  i n  return 

a t  another time i f  needed. 

Concept of s o c i a l  Networks 

L i t e ra tu re  pe r t a in ing  t o  soc ia l  networks has focused on 

desc r ib ing  and iden t i fy ing  network ~ h a r a c t e r i s t i c r .  The 

provision of soo ia l  support  is one of the poss ib le  functrons 

o f  a soc ia l  network, a t e r n  used t o  describe the  s e t  of 

in te rpe r sona l  l inkages surrounding an ind iv idua l .  These 

re la t ionsh ips  are with the individual  and a l s o  with each 

Other and i n  turn with s e t s  o f  people who have no contact  

wi th  t h e  foca l  ind iv idua l .  These l inkages i n  t h e  form of 

s o c i a l  t i e r  form t h e  b a s i s  of our s o c i a l  s t r u c t u r e  and have 

t h e  capac i ty  t o  provide t h e  "psychoroclal supplies" ILlamas, 

P a t t i s o n ,  6 Hurd, 1981, p. 184) required f a r  well-being 

(Hmer e t  a l . ,  1978). 

Kahn and mtonucc i  (19801 described t h e  s o c i a l  network 

as a c o n w  of p o p l e  who surround an individual  throughout 

l i f e  linked by t h e  g iv ing  and receiving of support. 

Analysis  of the  s o c i a l  network explores t h e  c a p a b i l i t y  of 

the  network or convoy t o  provide s o c i a l  support. 

Some wr i t e r s  do not c l e a r l y  d i f f e r e n t i a t e  between the 

concep t s  of s o c i a l  support  and soc ia l  network. This not 
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only interferes with accurate understanding and use of the  

concepts but has led to a common assumption t h a t  the  

benefits of socia l  support are i n  d i rec t  proportion t o  the  

s ize  and range of the network. This ignores the unique 

oomribution of each of these concepts and the knowledge 

tha t  some relationships and functions within a network are 

inappropriate, lacking or negative i n  nature and l ike ly  t o  

change over time. 

The study of Social support must therefore include a 

discussion of social networks as a d i s t i n c t  yet re la ted  

concept. soc ia l  networks wi l l  be viewed in  t h i s  study as a 

factor or component of overall  soc ia l  support. Research 

related t o  each of these concepts w i l l  be presented. 

Social SUP POT^ Research 

There are numerous s tudies  which explore the  

relationship between social support and health as t h i s  has 

been the focus of much of the research undertaken. A wide 

range of s i tua t ions  have been studied incluuing recovery 

from myocardial infarction (Finlayson, 1976), pregnancy 

(Nuckollr. Casrel, & Kaplan, 1972). unemployment [Gore, 

19781, relocation due t o  war (Steinglass, Weintrub, & Kaplan 

Dc-Nour, 19881, hernodialysis IDimond, 1979) and aging 

(Lowenthe1 & Haven, 1968). 

one of the  most comprehensive projects undertaken was 

tha t  of Berkman and Sylne (19791 which included over s i x  
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thousand adults in California over a 9 year period. 

Independent relationships were found between risk of 

mortality and measures of social support such as marital 

status, relationships with family and friends, church 

membership and contact with groups on a formal and informal 

basis. 

The overall consensus has been that social support is 

important for both physical and emotional well-being. 

Studies in the area of mental health end mental illness have 

been e more recent addition to the field of social support 

research with much of the work focused on groups of clients 

with specific ps~chiatric diagnoses. 

Pox example, Henderson (19811 attempted to establish 

causality between neurosis and social relationships in a 

study of 756 residents of Canberra. Results indicated that 

the presence or absence of sooial bends was not the crucial 

factor in neurosis but rather the individual's perception of 

the adequacy of relationships in adverse oircumstances. He 

further suggested that e personality attribute such as 

anxious attachment might be related ta both neurotic 

~ymptoms and a negative description of the adequacy of 

social support. 

In studying depression. Brown, Bhrclchain & Harris 

11975) identified four factors which increased a woman's 

likelihood of developing a psychiatric disorder in the 

presence of life events but which were otherwise not 
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s i g n i f i c a n t .  These included maternal  dea th  during the  

woman's ohildhood, th ree  or more ch i ld ren  under the  age of 

1 4  who l ived  a t  home, t h e  absence of an in t ima te  

r e l a t i o n s h i p  with a confidant such as a m y f r i e n d  or 

husband, and the woman's unemployment. 

The importance of an in t ima te ,  conf id ing  r e l a t i o n s h i p  

was a l s o  revealed i n  a study of depression i n  t h e  e lde r ly .  

A s t a b l e ,  in t ima te  r e l a t i o n s h i p  was more s i g n i f i c a n t  f o r  

mental h e a l t h  tt.an f a c t o r s  such as s o c i a l  i n t e r a c t i o n  and 

r o l e  s t a t u s .  Results  ind ica ted  t h a t  of the  280 sub jec t s .  

those without a confidant were f a r  more l i k e l y  t o  s u f f e r  

from depress ion  and t h a t  t h i s  was more evident with men 

(Lowenthe.1 & Haven, 19681. 

I n  more recen t  research on b ipo la r  d i so rders .  the  

r e l a t i o n s h i p  between s o c i a l  suppor t  and long-term l i th ium 

OUtCme was s tud ied  lo 'connell ,  Mayo, Eng, Jones, & Gebel, 
! 

19851. Resu l t s  ind ica ted  t h a t  s o c i a l  support  was t h e  f a c t o r  , 
most s t r o n g l y  assoc ia ted  wi th  good outoeme us ing  an 

a f f e c t i v e  episode score, a s o c i a l  adjustment s c a l e  and s ! 
global  assessement soale.  Social support  was viewed as one I 

element i n  the proeess l ead ing  t o  t h e  onse t  of a f f e c t i v e  I 

episodes and subsequent response t o  treatment.  i 
Research an s o c i a l  support  and schizophrenia has 

ind ica ted  d i f fe rences  i n  the  q u a n t i t y  and q u a l i t y  of s o c i a l  1 

support  ava i l ab le  and experienced by t h i s  group. C l i e n t s  

with schizophrenia were l e s s  l i k e l y  t o  request  help from 



18 

family members and had more negative feelings toward them. 

as well, although they may have received as much support as 

other groups, they described it in less positive terns which 

has been attributed to characteristics of the illness 

ITalsdorf, 1976). 

such characteristics include hostility, ambivalenoe, 

general lack of satisfaction and negative orientation toward 

the support network. This negative network orientation was 

found to precede the onset of schizophrenic symptoms and had 

often been evident since childhood (Tolsdarf, 19761. 

Relationship= within the network were superficial with 

families unaware of the stress experienced by the olient 

until psyohotic symptoms were revere. Clients responded to 

stress by withdrawing from the network and by not availing 

of support. Tolsdorf hmotherized that this response led to 

feelings of failure and anxiety which resulted in 

deteriorating functional performance and lowered self- 

esteem. A psychotic episode war the result (Tolsdorf. 

19761. 

Much of the researoh on the families of clients with 

schizophrenia has identified expressed emotion IEEI or  mare 

specifically, expressed negative emotion, criticism and 

emotional overinvolvement as a significant predictor of 

relapse (Vaughn 6 Leff, 1976). Other studies have also 

reported a similar process identifying disturbed 

communication from fanily members which resulted in clients 
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developing increased negative feelings toward others 

looldstein L Rodnick, 1975). 

A return of schizophrenic prychopathalogy approximately 

9 months after discharge was noted for clients exposed to 

high levels of expressed -tion (Brown et al., 19721. It 

was suggested that pathogenic levels of expressed emotion 

could be modified if clients complied with medications and 

reduced face to face contact with network members who 

exhibited this negative impact (Brown et al., 1972; Vaughn & 

Leff, 19761. 

A deterioration of functioning was also noted for 

clients with schizophrenia when the intensity of social 

interaction intensified ISchooler 6 Spohn, 19821. However 

conflicting evidence is provided by a study of long-term 

clients, most of whom had a diagnosis of schizophrenia 

(Earls 6 Nelson, 19881. More intense support was positively 

associated with feelings of emotional well-being. subjects 

who reported greater satisfaction with the support provided 

had less negative effect. As indicated by Vaughn and Leff 

119761, it m y  not be the degree or intensity of contact 

that has a negative impact but rather the amount of negative 

expressed emotion or overinvolvement. 

This experience of expressed emotion is similar to the 

social stress described by Sokolove and Trimble (1986) 

whereby r;ocral support is not provided when requested and 

critioism and physical violence may occur. Nalone, a nurse 
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researcher, emphasized the importance of considering these 

negative effects; of social support and introduced the 

concept of social "dissupport". Dissupport evolves from 

relationships that interfere with clients' growth and 

adaptation and which deplete clients of their own resouroes. 

she suggested that social. support and social dissupport 

should be viewed as a continuum so that both positive and 

negative aspects of relationships can be explored (Malone. 

19881. For clients with schizophrenia, this is a useful 

concept in exploring their sooial networks. 

I\s well as focusing on specific diagnostic categories. 

research has considered the roles played by others in 

A providing social support. A positive relationship was 

illustrated between being married and social and 

r occupational functioning along with community tenure. This 

was thought to be due to the higher self-expectations of 

married clients (Freeman & Simmons, 1963). 

Friends rather than family outride the home were found 

to provide more support for psychiatric clients, 

particularly in crises. Friends were espeoially important 

in promoting clients' use of profession1 caregivers 

(Horowitz, 1978). In another study of, peer relationships of 

males who had schizophrenia and a control group, no 

siqmifioant differences were found in the amount of time 

spent in socialization but there were variations in the 

network density for both groups. The findings also 
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indicated t h a t  male adolescents who were l a t e r  diagnosed 

with schizophrenia often had one bes t  friend i n  a "on- 

reciprocal relaLionship (Kreisnan. 1970). 

Social support i s  usually perceived as being provided 

by laypersons, rather than professional sources. However, 

support available from professional sources, such as health 

care providers. may be invaluable for o l ien ts  who lack other 

sources of support and nurses have been urged t o  become 

aotive par t ic ipants  of the  soc ia l  networks of t h e i r  c l i e n t s  

(Malone, 1988). Norbeck 119881 described t h i s  as surrogate 

support designed t o  augment def ic ienc ies  with3.n c l i e n t s '  

networks. Such support may be temporary, such as during an 

admission, o r  may be long-term, as would be expected for  

c l i e n t s  with schizophrenia i n  the community. 

Some authors have suggested t h a t  community support may 

have a protective mechanism f o r  secondary s t ressors ,  such as 

job d i f f i c u l t i e s ,  i n  the  absence of primary supports, such 

as a spouse (Syrotuik & D'Arcy, 19841. Nonfamiliel 

relationships were a l s o  c i ted  as important i n  a study of 

Manhattan "SRO" hotels which revealed a correlation between 

sa t i s fac t ion  with l i f e ,  high leve ls  of soc ia l  functioning, 

and casual contacts with other hote l  residents.  More 

intense re la t ionships  resulted i n  neutral or negative 

outcomes lcohen 6 Sokolovsky. 19781. 

One unique study has considered the roles of soc ia l  

relationships of c l i e n t s  recovering from psychotic episodes 
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(Brier 6 Strauss, 1980. The investigators looked at 

specific factors in relationships which were helpful and 

their changing nature over time. A convalescent phase 

lasting approximately three months was identified which 

rewired assistance with emotional ventilation, reality 

testing, social approval and integration, material suppcrt, 

problem solving and constancy. Relationships were dependent 

and non-reciprocal with family and hospital relationships 

considered most valuable. 

A rebuilding phase followed in which new relatiomhips 

were formed within the comnunity, and reciprocity became' 

increasingly important. The authors suggested that large 

networks were essential because they were mare likely to 

meet the variety of needs experienced by clients. 

In summary, research has demonstrated the influence of 

social support an physical and emotional well-being. The 

majority of studies have not focused on the psychiatric 

population. However, a growing body of knowledge has 

indiaated the importance of social support provided through 

the social network in impacting on mental health end 

illness. Clients with schizophrenia receive less support or 

perceive this to be the situation. This may be related to 

characteristics of schizophrenia and also to characteristics 

of the types of social networks available to the clients. 
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Smial Network Research 

Social networks of psychiatric clients differ from 

those found in other populations. In the general 

population, individuals were found to have a personal 

network of twenty-five to fifty people with five or six 

clusters of six or seven people (Hammer et al., 19781. Two 

studies conducted in Newfoundland by nurse researchers found 

networks of eight members for noninstitutionalieed elderly 

subjects (Turner, 1988) and twelve members for widows 

(Hustinr, 19861. 

Networks of clients with nelurotic disorders consisted' 

of ten to twelve people with whom negative interactions were 

more likely (Henderson, Byme. Duncan-Jones, Scott, 6 

Adcock, 1980; Pattison, DeFrancisca, & Woad, 1975). In a 

study of active substance abusers, the mean network size was 

six with small network size associated with more revere 

psychopathology. Larger networks correlated with higher 

levels of functioning lweotermeyer & Neider, 1988). 

Although the results have been inconsistent, variables 

such as social disintegration, lower social status and urban 

residence have been associated with higher rates of 

schizophrenia. This is important for social support hecause 

these variables are associated with social networks with 

minimal and weakened ties. Further, these networks do not 

provide a client with schizophrenia with adequate and 

consistent feedbaok to prnnate the develo~ent of socially 
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aocepted behaviour (Hmer et al., 19781. Whether these 

networks contribute to the developnent of schizophrenia or 

whether the illness results in the individual being 

surrounded By a particular type of network remains a topic 

for future research (Llamas et el., 19811. 

Networks of individuals with psychotic disorder., 

including schizophrenia, were smaller, more asymmetrical or 

dependent, and more likely to be dominated by family 

(Pattison et al., 1975; Sokolovsky, Cohen, Berger. & Geiger, 

1978; T~lsdorf, 19761. Despite the smaller size, network 

members were found to be more pawerful and dominant than in' 

other networks (Tolrdorf, 19761. Fewer multiplex 

relationships (relationships serving more than one functionl 

have been identified in the networks of clients with 

psychotic disorders (Sokolavnky et al., 19781. 

The degree of density (mean number of relationships 

each individual has with others in the sane network) in 

these networks was found to be less than half that found in 

networks in the general population (Cohen & Sokolovsky, 

19781. However, analysis of density for specific network 

members indicated a high degree of density for kin wlth only 

minimal interaction for non-kin (Pattison et al., 19751. 

Thus relatives within the network knew each other and had 

some degree of oontect. Other network members, such as 

friends, co-worker. or neighbourn did not know each other or 

have contact with the other members of the subjects' 
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networks. 

In en attempt to explore the relationship between 

network density and rehospitalization in clients, many of 

whom had a diagnosis of 6chizophrenia. investigators arrived 

at some useful conclusions (Dozier, Harris, K Berman. 

19871. They folund that networks with low or high density 

were associated with higher rates of hospitalization. 

Moderate density or inter~onnectedneSS between network , 

members was linked to fewer hospitalizations. In this type 

of network, members validated their impressions of the 

client with each other and provided support which was morel 

effectively sustained in etressr'al oircumntances. 

In a study of clients with chronic mental illness, many 

of whom had schizophrenia, sooial networks were found to 

have their own unique types of social support and stressors. 

Clients with schizophrenia who had more severe symptoms had 

fewer instrumental relationships than those with less revere 

SpptOmS. However the number of reciprocal and dependent 

relationships was similar ISokolove L Trimble, 19861. 

Contrary to previously discussed studies, other 

research has indicated that psychiatric clients spent less 

time with kin and more time with friends. Closer 

relationships were described with friends compared with 

family lsilherfeld, 19781. Baker's unpublished work 119791 

found that client. who returned to a stable, supportive 

social network which was family dminated had less severe 
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psychopatholoqy (cited in Greenblatt et al., 19821. 

Improved rooial integration and functiening was found 

to be linked with larger social networks which provided 

emotional and informational support. a wider variety of 

types of network mambezr, frequency of contact with network 

members, duration of network relationships and clients' 

positive perceptions of the network (Maxley. 1988). 

Based OR descriptions of the characteristics of social 

networks surrounding the individual with schizophrenia, it 

has also been suggested that specific situations may require 

specific types of networks. Cutler and Tatum (19831' 

advocated for multisewnted networks whish provide 

assistanoe with skills for socializing, daily living, 

leisure and work. Others have recornended a small, dense 

network to provide affective and instrumental support and a 

sense of identity (Israel & Antonucci, 1987). Flexibility 

and stability have also been noted as crucial network 

~haraoteristics (Morin 6 Seidman, 19861. 

social network therapy has been developed on the basis 

of E U C ~  research as a means of assisting clients to 

systematically develop an apropriate social network. 

Interventions of this type have been linked with e 

significant deorease in the use of crisis, hospital and 

community support services over an approximate 2 year period 

after network therapy has been completed ischoenfeld. 

Halevy, Hemley-van der Velden, 6 Ruhf, 19861. 
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To sumarize the previous research , the social 

networks of individuals with schizophrenia have been found 

to be smaller, family-dominated, and less capable of 

providing the quality and quantity of social support 

required for well-being. The process by which support is 

provided to and experienced by clients is unclear but 

progress in this area is a major thrust of present research, 

Mechanism of Social S u ~ ~ o r t  

Controversy remains regarding the mechanism by which 

social support operates to create its multifaceted impact on, 

health and illness. Current discussions recommend that 

social support research be considered as an element of 

stress and coping research (Pearlin, Lieberman. Menaghan. & 

Mullan, 1981; Wilcox s vernberg, 19851. Much of the 

discus~ion of the mechanisms of social support deals with 

the role of social support in the avoidance, reduction and 

elimination of environmental stresrors (Pearlin et al., 

19811. 

This is the basis for the buffering hypethesis which 

views social support as crucial in providing protection from 

the negative impact of stressors. Harever, social support 

is seen as insignificant in the absence of environmental 

stressors lcohen et al.. 1985; Nuckolls et al., 19721. This 

was demonstrated in a nursing study of smial support and 

Pregnancy which revealed a significant relationship between 
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social SUPPOrt and Pregnancy complications only when a high 

number of life changes occurred (Nuckolls et al.. 1972). 

In functioning as a buffer, social support may operate 

primarily by providing emotional support which demonstrates 

that the individual is valued. This in turn bolsters self- 

peroeptions so that the individual =an cope with stress 

thereby preventing or reducing symptomatic responses to 

stress (Thoits. 19851. Social support may assist with 

adaptation to stressor. or facilitate a withdrawal from 

stressful situations (O'connell et al., 19851. 

AS well, social suppmt nay have a direot effect on' 

well-being. tar levels of social support may be needed as a 

continuous element of everyday life to facilitate well-being 

and role performance IKahn & Antonucci. 1980; Norbeck. 

1981). It may be useful then to consider both a direct 

(main1 effect combined with a buffering (protective) effect 

(House, 1981). Norbeck (1988) has further suggested that 

the relationships between social support and other variables 

may be bidirectional so that health outcomes may also have 

an impact on social support. 

While progress has been made in understanding the 

mechanism of social support, much attention has also been 

paid to advancing the measurement of social support. 

Measurement of Social Supwrt 

Measurement of social support has provided a stimlllus 
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for t h e  development o f  numerous instruments. However, 

measurement remains imprecise and inadequate wi th  a l a c k  of 

s t andard iza t ion  and poor methodological approach ( I s r a e l  & 

Antonucci, 19871. Many t echn iques  are a v a i l a b l e  for 

a s sess ing  b o t h  t h e  quan t i ty  and q u a l i t y  of s o c i a l  support  

ava i l ab le  t o  an ind iv idua l .  Data on  s t r u c t u r a l  

c h a r a c t e r i s t i c s  o f  s o c i a l  networks provides u s e f u l  

information.  These v a r i a b l e s  include t h e  size o f  the 

network and dens i ty  o r  interconnectedness of network 

members. Denographics, composit ion,  and he te rogene i ty  or 

homogeneity are a l s o  included in t h i s  ca tegory  (E l l i son , '  

1983; Lipton,  Cahen. Fisoher,  & Katz, 19811. 

Re la t iona l  v a r i a b l e s  include t h e  frequency,  i n t e n s i t y  

and d u r a t i o n  of con tao t s .  Mul t ip lex i ty  i s  assessed by  the 

number of va r ious  con ten t  a r e a s  v i t h i n  t h e  r e l a t i o n s h i p s  of 

network members. For example, members could be f r i e n d s  only 

luniplexl  o r  may be both f r i e n d s  and co-workers (mul t ip lex l .  

Reciprocity ar t h e  give and t a k e  between members and  t h e  

focal ind iv idua l  i s  a l s o  Considered (E l l i son ,  1983; Lipton 

e t  a l . ,  19811. The type and q u a n t i t y  of a c t u a l  support  is 

a l so  measured, o f t en  by ask ing  network members t o  d e s c r i b e  

the suppor t  they provide. 

The need remains t o  ino lude  a measure of the  c l i e n t s '  

perceptions and experiences of t h e i r  s o c i a l  networks and t h e  

s o c i a l  sappor t  a v a i l a b l e  and u t i l i z e d .  Measurement o f  t h e  

q u a n t i t y  and  q u a l i t y  o f  s o c i a l  support  a v a i l a b l e  or provided 
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does no t  necessa r i ly  c o r r e l a t e  with individuals '  experiences 

of being supported. Thus, sub jec t ive  measures of s o c i a l  

support  have been developed t o  assess l evc l r  of perceived 

s o c i a l  support .  

The peroaived adequacy o f  s o c i a l  support r e f l e c t s  the 

i n t e r a c t i o n  between pe r sona l i ty  and s i t u a t i o n a l  f a c t o r s  and 

has been i d e n t i f i e d  as e usefu l  predictor fo r  t h e  onse t  cf  

p s y c h i a t r i ~  symptoms (West, Livesley, Re i f fe r ,  & sheldon,  

1986). Turner e t  a l .  11983) a l s o  conceptualized s o c i a l  

support  as a pe r sona l  experience ra the r  than merely 

ob jec t ive  c h a r a c t e r i s t i c s  o r  in te rpe r sona l  processes. Thd 

i n d i v i d u a l ' s  perception does not cons t i tu te  r e a l i t y  as 

o t h e r s  may see it but r ep resen t s  h i s  or her own r e a l i t y .  

This becomes p a r t i c u l a r l y  relevant i n  research 

involving Cl ien t s  with schirophrenra who may i n t e r p r e t  

r e a l i t y  d i f f e r e n t l y  than  o the r  groups. Charac te r i s t i c s  of 

schizophrenia such as d i f f i c u l t y  i n  perceiving and managing 

boundaries between i n d i v i d u a l s  l ead  t o  a mis in te rp re ta t ion  

of re la t ionsh ips .  Cognit ive pa t t e rns ,  such as paranoid 

de lus ions ,  or mis in te rp re ta t ion  of o the r s '  behaviaurs, 

e s p e c i a l l y  o r i t i c i s m ,  are examples of d i f f i c u l t i e s  which 

a f f e c t  t h e  peroeption o f  s o c i a l  support  (Kayloe & Zimpfer, 

1987).  

This has  been demonstrated I n  a study of schizophrenia 

comparing c l i e n t s .  and s i g n i f i c e n r  o the r s '  perceptions of 

the c l i e n t s a  networks. C l i en t s  d i f f e r e d  wrth s i g n i f i c a n t  
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o the r s  i n  describing their .  networks as l a rge r ,  rare 

support ive and composed of nor* f r i ends  Icrot ty & Kulyr, 

19851. Similarly. other  researchers  have found t h a t  t h e  

percept ions of the c l i e n t  w i th  schizophrenia d i f f e r .  

C l i en t s  with chronic mental i l l n e s s  were described as 

providing unreal is t ic  reports  o f  the m u n t  of support  

received IKlein, Hawkins. 6 Nernnan, 19871. 

Tolsdorf 11976) noted t h a t  although c l i e n t s  with 

schizaphrenia received as much support as other groups, t hey  

reported otherwise, which he a t t r i bu t ed  t o  factors  such as a 

negative network orientat ion.  Thus c l i e n t s  nay perceive a. 

higher or lesser  mount of s o s i a l  support than i s  eo tua l ly  

avai lable from t h e  soc i a l  network and may perceive t h e i r  

networks d i f f e r en t ly  than they ac tua l ly  ex i s t .  

I n  s m a r y ,  while many frameworks and instruments hare 

been developed t o  improve the  measurement of soc i a l  s u p p a t ,  

t h i s  r e w i n s  an area f o r  continued work. The consensus has  

been however t ha t  c l ients 'percept ions of both 

cha rac t e r i s t i c s  or propert ies  of t h e  soc i a l  network and t h e  

Support provided by t h a t  network are e s sen t i a l  va r i ab l e s  for 

Study. Similar ly,  measurement of soc i a l  support ha s  

encounterad.many of the d i f f i c u l t i e s  a l so  found i n  s tudying 

comunity functioning. 
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C m u n i t v  Funotioning 

Prt>blerns wi th  functioning i n  a cornun i ty  s e t t i n g  are 

c h a r a c t e r i s t i c  o f  c l i e n t s  w i t h  schirophrenia.  Moat remain 

on t h e  ou t s ide  of soc ie ty  with few s o c i a l  t i e s  (gamer  et 

a l . ,  1978 1 and have major d i f f i c u l t i e s  with re la t ionsh ips  

iKayloe & Zimpfer, 19871. The m a j m i t y  of c l i e n t s  remain 

unmarried and unemployed (Tessler .  Wernstein. Roren. & 

Goldman, 1982) and many l i v e  w i t 3  t h e i r  families (Goldman, 

19821. 

Areas of impairment include inadequate coping s k i l l s ,  

problems wi th  in te rpe r sona l  r e l a t ionsh ips ,  and  d i f f i c u l t i e s  

wi th  a c t i v i t i e s  of d a i l y  l iv ing .  The l a t t e r  d i f f i c u l t i e s  

include s e l f - c a r e ,  language, l e a r n i n g ,  mobi l i ty ,  s e l f -  

d i r e c t i o n .  s e l f  -sufficiency and po ten t i a l  f o r  independent 

l iv ing .  Low se l f -es teem c o n t r i b u t e s  t o  a preoccupation w i t h  

avoiding f a i l u r e  r a t h e r  than achieving success. T h i s  

becomes pe rce ived  as a l a c k  of motivation on t h e  part of 

c l i e n t s  ( P r i c e  Hoskins, 1987).  

a group o f  c l i e n t s  w i t h  aohizophrenia between the ages 

of 18  and 35 have been r e c w n i z e d  a s  experiencing problems 

which d i f f e r  from those  of older c l i e n t s .  This group, the  

young a d u l t  ch ron ic  pa t i en t s ,  usua l ly  have h a d  b r i e fe r  

p s y c h i a t r i c  admisrions.  problems w i t h  subs tance  abuse. 

disorganized s o c i a l  networks and re la t ionsh ips ,  and 

avoidance or inappropr ia te  use of  t h e  hea l th  c a r e  mstern, 

p a r t i c u l a r l y  psych ia t r i c  se rv ices .  They do n o t  r ead i ly  
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p a r t i c i p a t e  in programs or treatment a n d  tend to  move from 

one c o m u n i t y  t o  another IBachrach. 1982). 

me growing numbers of people wi th  p s y c h i a t r i c  

disorders,  p a r t i c u l a r l y  schizophrenia,  i n  the s m u n i t y  a n d  

en increasing awareness o f  t h e i r  needs have l e d  t o  a 

p r o l i f e r a t i o n  o f  comunity baaed programs. & reoent Onta r io  

repor t  h a s  i d e n t i f i e d  the  essen t i a l  components i n  a n y  

organized framework o f  care for c l i e n t s  with sohizophrenia 

in t h e  community. These components inc lude  a range o f  

medical and psychiatr ic se rv ices ,  adequate housing,  

coordination of servioes, and advocacy far c l i e n t s .  

Psychosmia l  s e r v i c e s  r equ i red  include r e h a b i l i t a t i o n  

assessments,  c a s e  management, s o c i a l  and r e c r e a t i o n a l  

Progrema, s o c i a l  s k i l l s  t r a in ing ,  family oounsell ing,  s o c i a l  

network the rapy ,  s e l f - h e l p  groups,  voca t iona l  a n d  

educa t iona l  se rv ices .  Linancial a s s i s t ance  and i n d i v i d u a l  

Psychotherapy twasylenki, Doering, Humphrey, Martin, & 

Glaser,  19881. These s e r v i c e s  have been o f fe red  i n  a 

formalized manner in t h e  un i t ed  S t a t e r  a s  Community Support 

Systems (Na t iona l  I n s t i t u t e  of Mental Health,  19801. 

Such s e r v i c e  d e i i ~ r y  frameworks a r e  designed with t h e  

goa l  of a s s i s t i n g  c l i e n t s  t o  function a t  an optimal l e v e l  

wi th in  t h e  comuni ty .  nowever, c r i t e r i a  for s u c c e s s f u l  

community functioning are usually n o t  spec i f i ed .   any 

attempts have been made t o  develop appropr ia te  measures o f  

l e v e l  of functioning within the c o m n i t y  wi th  c o n f l i c t i n g  
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r e s u l t s .  Some c o r r e l a t e s  of c o m u n i t y  a d a p t a t i o n  have  been 

suggested by r e sea rche r s  while  acknowledging t h e i r  

l im i t a t i ons .  A review by Avison and speech ley  11987) of 

s o c i a l ,  soc i a l -p sycho log ioa l  and p s y c h i a t r i c  c o r r e l a t e s  of 

community adaptat ion,  f o r  d i s c h a r g e d  p s y c h i a t r i c  c l i e n t s  

emphasized t h e  l a c k  of progress  i n  de f in ing  and measuring 

oommunity func t ion ing .  

The most commonly used outcame c r i t e r i a  were i d e n t i f i e d  

as: r ec id iv i sm,  cornunity t enu re .  employment and  r o l e  

performance, s o c i a l  adjustment ,  symptomatolagy,  and g loba l  

r a t i n g s  of Outcome (Avison & Speeahley, 1987 I .  P r e v i o u s  

h i s t o r y  o f  h o r i p i t a l i ~ a t i o n  and  p r e - h o s p i t a l i z a t i o n  

employment h i s t o r y  have been the most f r equen t ly  u t i l i z e d  

i n d i c a t o r s  of c o m u n i t y  ad jus tmen t .  Avison and Speech ley  

recommended t h a t  t he se  f a c t o r s  con t inue  t o  b e  included b u t  

t h a t  they shou ld  be supplemented p a r t i c u l a r l y  by  g l o b a l  

assessments  of func t ion ing  w i t h i n  t h e  community. 

I n  an  example of the type o f  r e s e a r c h  designed t o  

measure c o m u n i t y  func t ion ing ,  an e a r l y  s tudy  o f  229 c l i e n t s  

d i s cha rged  a f t e r  a t  l e a s t  2 yea r s  i n  a B r i t i s h  psychiatric 

h o s p i t a l  l i n k e d  succes s fu l  c o m u n i t y  outcome w i t h  f u n c t i o n a l  

l e v e l  a t  d i s cha rge ,  employment, and accommodations i n  

boarding houses  o r  w i t h  s i b l i n g s  r a t h e r  than with p a r e n t s ,  

spouses o r  i n  h o s t e l s .  No s i g n i f i c a n t  r e l a t i o n s h i p  w a s  

i d e n t i f i e d  for age,  d i a g n o s i s  or l e n g t h  of s t a y  i n  h o s p i t a l  

(Brown, C a r s t a i r s ,  P Topping, 1958).  
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A recen t  Canadian s t '~dy  (Gooring, Farkas. Wasylenki, 

Lancee. P Ballantyne,  19881 looked s t  predictors and 

c o r r e l a t e s  o f  instrumental  role functioning i n  t h e  c m u n i t y  

f o r  d i scharged  psych ia t r i c  c l i e n t s .  The strongest  

r e l a t ionsh ip  a t  1 2  months a f t e r  d i scharge  was between 

SmptOmE and ins t rumenta l  role functioning o r  performance in 

a r o l e  such as s tuden t  or homemaker. Factors such  as 

diagnos i s ,  sex, and age were n o t  s i g n i f i c a n t .  As with o the r  

r e sea rch ,  t h e  l e v e l  of p r i o r  func t ion ing  was found to b e  the 

most r e l i a b l e  predictor of func t ion ing  i n  the  community. 

me va lue  o f  being involved with some form of meaningful 

a c t i v i t y  was a l so  noted. 

I n  the same study,  a nvmber of p r e d i c t o r s  of unimproved 

instrumental  functioning a t  1 y e a r  past-discharge were 

iden t i f i ed  when sub jec t s  were e v a l u a t e d  a f t e r  6 months post- 

discharge.  These included thought disorders,  anx ie ty  and 

depression;  inadequate housing; inc reased  d i f f i c u l t y  with 

household chorea,  se l f -ca re  and re la t ionsh ips ;  a n d  a l a c k  of 

involvement with r e h a b i l i t a t i o n  programs or vocational  

se rv ices .  It i s  important t o  n o t e  that over half o f  the 

moderately t o  severely impaired c l i e n t s  were a b l e  to  improve 

the i r  func t iona l  performance wi th in  t h e  community. 

A 5 y e a r  outcome study o f  c l i e n t s  wi th  ~ c h i z o p h r e n i a  

found tha t  44% had g loba l  f u n c t i o n i n g  scores  i n  the lwer 

half o f  the Global  Assessment Scale. The bes t  p r e d i c t o r s  of 

p r  c m u n i t y  func t ion ing  were poor  employment performance 
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p r i o r  t o  admisaim. the duration of d i f f i c u l t y .  and poor 

c l i n i o a l  s t a t e  at discharge.  P rec ip i t a t ing  f a c t o r s  prior t o  

t h e  f i r s t  admission as well as age a t  tha t  t ime were 

P r e d i c t o r s  of b e t t e r  c a m u n i t y  functioning l m l l e r ,  

vonzersren,  Werner-Eilert, Wuschner, C Stackheim, 1982).  

s m e  s i m i l a r i t i e s  were noted  i n  a comparison of t h e  

C O M D U ~ ~ ~ Y  functioning of c l i e n t s  wi th  schizophrenia in bo th .  

urban and r u r a l  se t t ings .  Urban res iden t s  had lower Bcores 

on the Global Assessment Sca le ,  poorer in te rpe r sona l  1 
func t ion ing  and increased evidence of anxiety-depression a n d  

withdrawal-retardation.  This group also had a lower 

standard o f  housing, l e s s  support from any r e s i d e n t i a l  s t a f f  

and less c a m u n i t y  acceptance.  

The environmental measures u t i l i zed  i n  t h e  s tudy :  

neighbourhood type. p rac t i ca l  suppor t ,  household c o n f l i c t  

end  congruency wlth housemates were a l l  associated w i t h  

cornun i ty  adjustment. An inc rease  i n  p r a c t i c a l  support was 1 

p o s i t i v e l y  c o r r e l a t e d  with poorer r e l a t ionsh ips  w i t h  Peers ,  

fewer l e i s u r e  i n t e r e s t s  and lower scorer on t h e  Global  ! 
Assessment S c a l e  IDavies, Bromet, Schulz,  Odenhurn, L 

Norgenstern,  19891. 

While it i s  evident that t h e r e  h a s  been an inc reas ing  

recogn i t ion  of the  need f o r  e f fec t ive  comaunity programs for 

C l i e n t s  with schizophrenia.  One of  t h e  d i f f i c u l t i e s  

encountered h a s  been  i n  reaching a consenlus regarding 

appropr ia te  c r i t e r i a  for evaluating cornun i ty  adaptation or 
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functioning. The  a d d i t i o n a l  t a s k  of developing s u i t a b l e  

measurement t m l s  and t e c h n ~ q u e s  has a l so  impaired p rogress  

in t h i s  a rea .  Recommendations for improvement inc lude  

u t i l i z a t i o n  of a v a r i e t y  of outoome c r i t e r i a ,  inclusion o f  

global  or o v e r a l l  measures of functioning,  and incorpora t ion  

of a conceptual framework. 

Conceptual Frmework 

The l a c k  of a unifying theory of s o c i a l  support  h a s  

been c i t e d  as a n  o b s t a c l e  to  understanding the concept 

( I s r a e l  & Antonucci. 1987). This is f u r t h e r  hampered by t h e  

neglect  oE many authors i n  P r e s e n t i n g  t he  oonceptual  

framework upon which t h e i r  work is  baaed. This leads t o  

continued canfus ion  abou t  s o c i a l  suppar t  and i n t e r f e r e s  w i t h  

the application.  r e p l i c a t i o n  and  g e n e r a l i z a b i l i t y  o f  

research (T i lden ,  19851. Dr. Jane Norbeck. a nurse  

researcher,  has developed a nurs ing  mcdel for s o c i a l  support  

and a framework for resea rch  r e l a t e d  t o  the app l i ca t ion  o f  

s o c i a l  support  to  o l i n i c a l  p r a c t i c e  (Norbeck. 1981, 1982 1 .  

Norbeok's t h e o r e t i c a l  pe r spec t ive  is a l so  relevant t o  

schizophrenia and community functioning and  was u t i l i z e d  as 

the basis  for the conceptual f r m w o r k  Eor  t h i s  s tudy  

(Figure 1) . 
Norbeck's concep tua l i za t ion  of s o c i a l  support, based on  

the work o f  Xahn and h tonuco i  I19801 d e l i n e a t e s  two major 

components of s o c i a l  support:  func t iona l  social support  a n d  
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p r o p e r t i e s  of the  s o c i a l  network. Functional social support 

is defined as  the  in te rpe r sona l  t r ansac t ions  w i t h i n  a s o c i a l  

network t h a t  include one o r  more of t h e  following: a f f e c t ,  

a f f i rma t ion  or  aid. Affect  i s  defined as t h e  expression of 

pos i t ive  a f f e c t  of one person toward another,  including 

expressions of l i k i n g ,  admiration,  r e s p e c t  and  love.  

Af f i rmation i s  de f ined  as t h e  endorsement, agreement or 

acknowledgement of the appropriateness of ano the r ' s  

behaviours,  pe rcep t ions  o r  views. Aid is def ined  as t h e  

g iv ing  of symbolic o r  ma te r i a l  a i d  or a s s i s t a n c e  t o  another,  

such as i n f a n a t i o n ,  time o r  money IKahn 6 Antonucci ,  19801. 

Functional  s o c i a l  support  composed of e x p r e r s i m s  of 

a f f s o t ,  aff irmation and a i d  i s  provided by t h e  s o c i a l  

network. The s o c i a l  network i s  defined i n  Norbeck's model 

as the people from whom a n  ind iv idua l  r ece ives  func t iona l  

support  and t o  whom t h e  ind iv idua l  w i l l  give suppor t  i n  

r e tu rn .  while many c h a r a c t e r i s t i c s  o f  s o c i a l  networks may 

have an impact. Norbeck s p e c i f i e s  t h r e e  o h a r a o t e r i s t i c s  as 

most c r u c i a l  ana r e f e r s  t o  them as t h e  network p roper t i e s  

which are elements of o v e r a l l  s o c i a l  suppor t .  These 

p r o p e r t i e s  are the network s i z e  or number o f  people within I 

t h e  network, t h e  dura t ion  o f  t ime t h a t  an i n d i v i d u a l  has had 

a re la t ionsh ip  with each network member, a n d  the frequency I 

With which en  ind iv idua l  has con tac t  with network members I 
(Figure 21. 

Addit ional  c h a r a c t e r i s t i c s  of t h e  network considered by 
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Norbeck include the composit ion of the s o c i a l  network or t h e  

ca tegor ies  of members w i t h i n  the network, s u c h  as f r i e n d s ,  

family members o r  c o w o r k e r s .  Useful information i s  a l s o  

provided b y  exploring t h e  number of network members who may 

no longer be ava i l ab le  and  how t h i s  loss o f  support  i s  

experienced by t h e  i n d i v i d u a l .  

Norbeck s p e c i f i e s  s ix  underlying t h e o r e t i c a l  

assumptions INarbeck.19821. 11 Supportive re la t ionsh ips  a r e  

important i n  dea l ing  w i t h  r o l e  demands throughout t h e  l i f e  

span. 21 S o c i a l  s u p p o r t  i s  provided through a network 

cmposcd o f  r e l a t i o n s h i p s .  31 Most r e l a t i o n s h i p s  within t h e  

lletwoek w i l l  demonstrate s t a b i l i t y  wi th  same enduring over  

many phases of t h e  l i f e  span. 4 1  Rela t ionsh ips  wi th in  t h e  

network are t y p i c a l l y  hea l thy  o r  f u n c t i o n a l .  51 

Charac te r i s t i c s  o f  i n d i v i d u a l s  and s i tua t ions  w i l l  impact on  

the type and amount o f  support  required.  61 C h a r a c t e r i s t i c s  

af ind iv idua l s  and s i t u a t i o n s  w i l l  a l ro  impact on t h e  t y p e  

and amount of support  ava i l ab le .  

Norbeck's model of s o c i a l  suppor t  has been developed 

fo r  general  nursing p r a c t i c e .  I t  can a l r o  be app l i ed  t o  a 

population wi th  schizophrenia end c a n  incorpora te  t h e  

concept o f  camuni ty  func t ion ing .  Her conceptualization o f  

s o c i a l  support  i s  i n t e g r a t e d  with elements of n u r s i n g  theory 

end the nuruing process.  Person-specific p r o p e r t i e s ,  such  

as age, combine with s i t u a t i o n - s p e c i f i c  p roper t i e s ,  such as 

c r i s i s .  r e s u l t i n g  i n  a need f o r  s o c i a l  suppor t .  These 
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p r o p e r t i e s  w i l l  a l s o  a f f e c t  the quan t i ty  and q u a l i t y  of 

s u p p e r t  ava i l ab le  from t h e  s o c i a l  network. 

Adequate s o c i a l  support  l eads  t o  a g r e a t e r  l ike l ihood  

o f  pos i t ive  hea l th  outcomes while inadequate s o c i a l  support  

l eads  t o  a g r e a t e r  l ike l ihood  of negative outcomes. The 

n u r s i n g  process is used t o  assess l eve l s  o f  s o c i a l  support .  

p lan  and implement appropr ia te  in te rven t ions  and  eva lua te  

t h e i r  impact on h e a l t h  outcomes. 

In t h i s  s tudy  of c l i e n t s  with schizophrenia,  Norbeck's 

model of s o c i a l  support  was adapted t o  incorpora te  community 

functioning (F igure  31. P roper t i e s  of t h e  i n d i v i d u a l  are 

viewed as e f f e c t i n g  the need fo r ,  perception, u t i l i z a t i o n  

and a v a i l a b i l i t y  of s o c i a l  support. Charac te r i s t i c s  such as 

age,  sex, m a r i t a l  s t a t u s .  o u l t u r a l  d i f fe renoer  and coping 

p a t t e r n s  may have an impact.  Examples of such p roper t i e s  

a s soc ia ted  with sch izophren ia  include a l ack  of s o c i a l  

s k i l l s  and sylnptomatalogy such  as paranoid thinking.  Early 

dys func t iona l  r e l a t i o n s h i p s  may r e s u l t  i n  d i f f i c u l t i e s  with 

at tachment a s  evidenced by withdrawal from r e l a t i o n s h i p s  or 

high l e v e l s  of dependency l ae rns te in ,  1987; Kahn. 1984; West 

et e l .  1986; W i l l ,  19801, both of which may b e  ev iden t  i n  

t h e  s o c i a l  networks of ind iv idua l s  with schizophrenia.  

P roper t i e s  o f  t h e  s i t u a t i o n  assoc ia ted  with 

schizophrenia would i n c l u d e  r t r e s r o r s  r e l a t e d  t o  the  

d i f f i c u l t i e s  i n  meeting the  expectat ions of d a i l y  l i v i n g .  

me chron ic  s t r e s s  a s soc ia ted  with any long-term i l l n e s s ,  a 



PigUrC. Model of social support end community 

functioning. 
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lack of community resources and unrealistic role demands of 

family members or society in general all have an impact. 

Properties of the Person and the situation combine to 

create a need for social support. This will vary depending 

on factors such as individual charaoteriseics, phase of the 

illness, and previous experiences with needing social 

support. The actual support available will also be 

influenced by properties of the person and the situation. 

These include variables such as the geographic location of 

the network and the existence of formal mechanisms, such as 

case management or supportive employment and housing, to 

ensure that clients receive support. 

Characteristics of the social networks of individuals 

with schizophrenia may interfere with the adequate provision 

of sooial support. Network properties specified by Norbeck 

which were explored in this study include network size. 

duration of relationships with network members, and 

frequenoy of contact with network members. The amount of 

functional social support, or effect. affirmation, and aid. 

provided by the network is also explored. Additional 

network characteristics considered include the composition 

of the social network and the occurrence of loss of social 

support. 

~lthough social support may be available, clients may 

not perceive the network as supportive. This perception 

would be affected by m n y  factors, such as the client's view 



45 

of his or her illness [Brier K Straws., 19841 or t!le 

expectation that the network's support will be harmful or 

ineffective (Tolsdorf, 19761. In this study, olients' 

perceptions of social support, composed of the properties of 

their social networks and the levels of functional social 

support available or provided, are the focus, rather than 

the actual support available. 

Nursing assessment focuses on an understanding of 

whether the social support perceived by clients as being 

available, is adequate end appropriate to provide the 

support required for adequate community functioning. 

Perceptions that the available support is adequate increase 

the probability that there will be positive outcomes and 

that clients will demonstrate higher levels of cornunity 

functioning. Perceptions of inadequate support necessitate 

fllrther planning and nursing interventions to provide 

support directly, enhance the social networks' capabilities 

OF p~oviding support andlor increase the clients' 

receptivity to support. Without effective planning and 

intervention, negative outcomes or lower levels of community 

functioning would be expected. 

The concept of social support also incorporates the 

major domains of nursing: client, health and environment 

(Tilde", 19851. Nursing concerns itself with the client, 

including the individual, family, group or community; and 

the environment as a resource for providing social support. 
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The goal of oonsidering the client-environment interaction 

is to assist clients tarard an optimal level of health. 

Health would include appropriate levels of social support 

and satisfying degrees of adaptation to the environment. 

Nursing interventions may focus on the client, the 

environment, or their interaiotion. 

This study focused on individual clients, their social 

environment and their functioning wlthin the community 

environment. Positive Outcomes as described in Norbeck's 

model would include satisfactory levels of community 

functioning for clients. There is a lack of agreement about 

indicators of effective community functioning. Thus it is 

useflll to specify the assumptions underlying this study's 

assessment of level of functioning. These are c m o n  

normative value assumptions that community living, 

prcdu~tivity, ~ ~ ~ i a l i ~ a t i ~ n ,  coping with stress and 

conformity to the behavioural and role expectations of 

others are preferable (Aviron 6 Speechley, 19871. 

Thus for clients with schizophrenia in the comunity, 

the perception of adequate amounts of social support, 

composed of adequate network properties and adequate 

functional social support, is likely to lead to positive 

Outcomes, which in this study would be higher levels of 

functioning within the community. For clients who perceive 

inadequate sooiel support, negative outcomes or lower levels 

of C m u n i t y  functioning would be expected. 
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This conceptllal framework then forms the basis for a 

nursing study of clients with schizophrenia and their 

perceptions of therr social networks and levels of 

functional social support, their levels of community 

functioning, and the relationship between sosial support and 

Emunity functioning. 



CHAPTER I11 

Methodolow 

oesisn 

A non-experimental, descriptive design was used in 

whieh 30 discharged clients were interviewed by tho 

investigator over a 4 month period. Males and females were 

included. The selection criteria were: 

I. a diagnosis of schizophrenia based on DSM-III-R 

criteria, 

2. discharge from the selected psychiatric hospital 

during the 12 month period prior to the study, 

3. arrangements for follow-up appointments with a 

psychiatrist in the Ambulatory Care Department of the 

selected hospital, 

4. age range between 18 and 6 5 ,  

5 .  fluency in English, 

6. stable residence in 1 cornunity for a minimum of 6 

months prior to the study. 

San~linq Plan 

A convenience sample of 30 clients attending the 

Alnhulatory Care Clmrc at a psychiatric hospital was 

utilized. The study criteria were discussed with 

psychiatrists providing follow-up care. They were asked to 
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i d e n t i f y  any c l i e n t s  meeting t h e  se lec t ion  c r i t e r i a  when 

c l i e n t s  a t t ended  the Ambulatory Care c l i . ?~cs  f o r  a scheduled 

appointment wi th  t h e i r  psych ia t r i s t .  Psych ia t r i s t s  then  

asked p o t e n t i a l  sub jec t s  f o r  t h e i r  ve rba l  consent t o  be 

contacted by t h e  researcher.  This process was continued 

u n t i l  30 c l i e n t s  had pa r t i c ipa ted  i n  t h e  study.  

Setting 

The s tudy  was oonducted i n  t h e  Ambulatory Care 

Department of a psych ia t r i c  hosp i t a l .  This area cons t i tu ted  

the  ou tpa t i en t  se rv ices  for the h o s p i t a l  and o f fe red  follow- 

up c l i n i c s  for discharged c l i e n t s .  Interviews took plaoe i n  

an interviewing room i n  the  Wbulatory Care Department. 

O ~ e r a t i o n a l  Def in i t ions  

1 )  s o c i a l  support  was measured f o r  each sub jec t  by two 

major v a r i a b l e s  on t h e  Norbeck S o c i a l  Support Questionnaire 

INSSQI (Appendix A1 : 

a lTo ta1  network p roper t i e s  va r i ab le :  score obtained for 

each sub jec t  by s m i n g  t h e  scores of the  t h r e e  subsaalea 

for: 

- s i z e  of network, or sum of number of members l i s t e d  

by each s u b j e c t  i n  t h e i r  s o c i a l  network. 

-dura t ion  of r e l a t ionsh ips  wi th  network members, or 

sum of scores from NSSQ Question 7 r a t i n g  eaoh network 

member on t h e  dura t ion  of time of t h e i r  r e l a t i o n s h i p  wi th  
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the subject, 

-frequency of contact with network members, or sum of 

scores from NssQ Question 8 rating each network member on 

their frequency of contact with the subject 

b) Total functional social support variable: soore 

obtained for each subject by summing the scores of the three 

subscales for: 

-affect, or sum of scores from NSSQ Questions 1 and 2 

rating each network member an the amount of affect provided 

to the subject, 

-affirmation, Or rum of scores from NSSQ Questions 3 

and 4 rating each network member on the amount of 

affirmation provided to the subject. 

-&id, or sum of scores from NSSQ Questions 5 and 6 

rating each network member on the amount of aid provided to 

the subject 

2) ~etwork composition: sum of number of individuals 

listed by each subject in their social network in the 

following categories: spouselpartner, relative, friend. 

work/school associate, neighhaur, health care provider, 

counsellor/therapist outside the health care system, clerqy, 

other 

3 )  Total loss variable: score obtained for each subject 
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by suming the scores of the three subscales for: 

-number of subjects experiencing loss, or sum of 

scores from NssQ Question 9 indicatinq whether or not each 

subject had experienced loss fran the social network in the 

past year (rated as "0-0 or yes-11, 

-total number of losses, or sum of scores from NSSQ 

Question 9a indicating actual number of individuals lost 

from the social network in the past year, 

-significance of losses, or sum of scores from NSSQ 

Question 9b ranking lost network members on the amount of 

support that they had provided 

41 Schizophrenia was 6efined according to DSM-111-R 

criteria (American Psychiatric Association, 19871 

51 Level of community functioning variable: the score 

obtained for each subject on the Global Assessment of 

Punctioning Scale (GAP) (Appendix 81 

Instrumentation 

a) Norbeck social support Questionnaire INssQl: The 

Norbeok Social Support Questionnaire (Norbeok, 19811 

(Appendix A1 has been widely used, including recent 

Newfoundland studies (Turner, 1988; Hustins. 19861. It was 

developed by Dr. Jane Norbeck. University of California, a 

nurse who is a prominent researcher in the field of social 
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support. Permission to use the Norbeck Social Supprt 

Questionnaire in this study war given by Dr. Norbeok. 

Satisfactory results for reliability, internal 

consistency, concurrent validity, construct validity and 

predictive validity have been reported (Norbeck. Lindsey. S 

Carrieri, 1983). In a psychometric review of social support 

and social network scaler, the work by Norbeck and 

colleagues was: cornended for its attention to basic 

measurement criteria (Rock, Green, wise, s Rock, 1980. 

Although no reports were available for the use of the 

Noebeck Social Support Questionnaire speciiically with 

subjects with schizophrenia, one study had been implemented 

to evaluate the instrment's reliability and validity for 

psychiatric clients in general (Byers & Mullis. 1987). The 

sample war composed of 84 males who were hospitalized at the 

time of the study far psychiatric problems. 

The test-retest correlations of .90 to .96 indicated a 

high degree of reliability. The Alpha coefficients with 

values of .92, .94 and .93 indicated a high degree of 

validity. The test was also administered to male hcspital 

employees. Their scores were higher than those of the 

subjects and similar to scores reported by Norbeck (Norbeck 

et al., 19831. This is an indication of construct validity. 

In this study, the researcher read the questionnaire 

with the subjects and recorded their answers on a coded 
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answer sheet provided with the Norbeok Sooial Support 

Questionnaire. To complete the instrument, basic 

demographic data on age, sex,  marital status, education, 

ethnic background and religious involvement is collected. 

subjects are asked to identify up to 2 1  individuals who are 

significant, important or sources of personal support, using 

only first names or initials. This list represents 

subjects' personal networks. Subjects are then asked to 

rate each network member on a Likert-type scale ranging fram 

"not at all" to "a great deal" for 6 questions designed to 

explore the amount of functional social support provided by 

the network. 

Questions 1 and 2 indicate the amount of affect 

provided, Questions 3 and 4 deal with affirmation, and 

Questions 5 and 6 focus on the amount of aid. This makes 

available sets of scores for the 3 subscales of affect, 

affirmation and aid. 

In Question 7, subjects rate the identified network 

members on a scale from "less than 6 months" to "more than 5 

Years" to represent the duration or length of these 

relationships with the subject. Question 8 explores the 

frequency with which subjects have contact with their 

network members by asking subjects to rate their contacts on 

a scale fram "daily" to "once a year or less". 

Question 9 on loss is included to identify the number 

Of network members lost during the past year and the amount 
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of support that they provided. 

Using Norbeck's instructions, results are obtained by 

adding and cmbining scores for Que;tions 1 and 2 on affect; 

Questions 3 and 4 on affirmation; and Questions 5 and 6 on 

aid. These 3 subtotals are then s m e d  to provide a total 

functional social support score for each subject. 

Similarly, scores for the number of individuals listed 

in the networks, Question 7 on duration of relationships and 

Question 8 on frequency of contact are summed separately to 

provide 3 subtotals. These subtotals are then summed to 

provide a total network properties score for each subjeot. 

A total loss score is also calculated for each subject 

by summing the scores from the 3 subscales for the 

experience of loss from the network, the number of 

individuals lort and the amount of support lost. 

It is important to note that except for the variables 

of number of network members and the number of network 

members lort, the reroaining variables included in the 

Norbeck Social Support Questionnaire are measured on an 

ordinal scale. This allows the investigator to identify the 

graded order of responses but not the specific distances or 

intervals between responses (Knapp, 1978). 

For example, Subject A who has a score of 50 on 

Question 8 dealing with frequency of contact obviously 

interacts more with network members than Subject 9 with a 

score of 10. However, it cannot be said that subject A has 
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5 times more contact than Subject 8 .  Thus the scores 

derived from the Norbeck Social Support Questionnaire become 

most meaningful when comparisons are made between subjects 

and with other studies. 

bl Global Assessment of Functioning Scale (GAFI: This 

scale (Appendix Bl is based on the earlier Global Assessment 

Scale developed by Endicott and assooiates (Endicott, 

spitzer, Fleiss, 6 Cohen. 19761. It constitutes Axis 5 of 

the DSN-III-R (American Psychiatric Association, 1987) and 

50 is widely and routinely used with clients with 

psychiatric disorders to provide an overall rating of 

functioning. It focuses on psychological, sooial, and 

~ccupational functioning on a continuum of mental health and 

mental illness. The Global Assessment of Functioning scale 

is convenient to use and is en example of the type of 

comprehensive instrument recmended as a useful measure of 

cornunity adaptation in a recent critique of criteria and 

measurement issues (AvisOn & Speechley, 19871. 

The investigator makes a ratlng On a scale from 0 to 90 

Which in correlated with detailed, multidimensional anchor 

points included with the scale. There are descriptions of a 

variety of psychological, social and occupational examplss 

of functioning with which the subject is compared to arrive 

at a rating. In this study, ratings were obtained from 

subjects' responses end from the investigator's clinical 
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observations during the interview. 

clclient Profile IAppendix Cl: This was constructed by 

the investigator to collect additional date related to the 

level of community functioning to arrive at a rating on the 
I 

Global Assessment of Functioning Scale. The data included: 

I length of time residing in the current geographic area, 

family's home, financial status, age at first admission, 

number of hospitalizations, occupational level, employment 
I 

history, employment status, acconmodations, present 

treatment programs (staff, treatments or programs, 
i 
j 

medicationsl, and psychiatric symptoms experienced in the 2 

I week period prior to the study. 

Areas of sympternatolom included were those most often 

demonstrated by clients with chronic psychotic disorders as 

described by previous researchers (Krawiecke, Goldberg. 6 

Vaughan, 1977). Only symptoms experienced within the Past 2 

weeks were considered during the interview. The areas of 

depression, anxiety, delusions, hallucinations. behavioural 

problems, cmunication problems and cognitive problems were 

rated on a scale of absent, mild, moderate and severe. 

An Interview Guide (appendix Cl with sample questions 

was developed with the Client Profile to provide criteria 

for the rating scale. A mild degree of symptomatology was 

evaluated as infrequent episodes or accasianal, temwrary 

difficulty. A moderate degree of synptomatolom indicated 
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more frequent episodes or more extensive impairment o f  

general  funotioning. Severe s m p t n a t o l o g y  represen ted  

frequent episodes or extreme d i s t r e s s  which i n t e r f e r e d  wi th  

general  well-being.  

TO assess face  and content  va i -d i ty ,  t h i s  ins t rument  

was discussed with th ree  psych ia t r i c  nurses who have had 

extensive experience i n  the  area of community p s y c h i a t r i c  

nursing wi th  c l i e n t s  with schizophrenia.  The i r  conc lus ion  

was t h a t  t h e  Cl ien t  P r o f i l e  could be e a s i l y  administered and  

would Col lec t  appropr ia te  d a t a  r e l a t e d  t o  community 

func t ion ing  of c l i e n t s ,  thereby suggesting t h a t  the t o o l  had 

cons t ruc t  v a l i d i t y .  

Procedure 

Formal permission t o  conduct t h e  resea rch  was reques ted  

from the hosp i t a l  involved (Appendix D l .  The research was 

a l s o  discussed i n  a mul t id i sc ip l ina ry  Ambulatory Care 

Department meeting so t h a t  a l l  s t a f f  were informed regard ing  

the  study purpose and des ign  and the involvement of c l i e n t s  

(Appendix E l .  

c l i e n t s  meeting t h e  s tudy  c r i t e r i a  who agreed t o  have 

t h e i r  names re leased  by t h e i r  p s y c h i a t r i s t s  were con tac ted  

i n  person by the  i n v e s t i g a t o r  dur ing  a regu la r ly  scheduled 

follow-UP c l i n i c  appointment. After a b r i e f  exp lana t ion  

(Appendix Fl, i f  in te res tad  i n  p a r t i c i p a t i n g ,  the  o l i e n t  was 

asked t o  sign a standard Univers i ty  r esea rch  consent form 
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(Appendix GI. Ques t ionna i res  were completed b y  the 

researcher during an .nterview which l a s t e d  f r m  t e n  t o  

t h i r t y  minutes. 

A p r e t e s t  wi th  two c l i e n t s  who met the  study c r i t e r i a  

was undertaken. As a r e s u l t  of t h i s ,  no changes were 

considered necessary i n  procedures or instrumentation.  

Data Analysis  

Analysis  of da ta  war accomplished through the use of 

the s t a t i s t i c a l  Package for the Soc ia l  Sciences,  o r  SPSSX 

ISPSS, Inc.,19831. Descriptive s t a t i s t i c s  were u t i l i z e d  

including t h e  mean, s tandard  dev ia t ion ,  range,  frequency 

d i s t r i b u t i o n ,  skewness and kur tos i s .  These were used t o  

r e p o r t  d a t a  on the  c h a r a c t e r i s t i c s  of the sample. 

c h a r a c t e r i s t i c s  a£ s o c i a l  networks, s o c i a l  support  perceived 

by s u b j e c t s  and l e v e l s  of community functioning.  

Program statements wr i t t en  for  SPSSx were a v a i l a b l e  

with the Norbeck Soc ia l  Support  Questionnaire and  were 

Uti l i zed  i n  t h i s  study.  Responses from the ques t ionna i re  

Were t r ans fe r red  t o  a scor ing  s h e e t  so t h a t  subscales and 

va r iab les  could b e  analyzed. The scores fmm the rubsca les  

obtained t o r  t h e  a f f e c t ,  a f f i rma t ion  and a i d  perceived by  

sub jec t s  were summed t o  provide a t o t a l  func t iona l  s o c i a l  

support  score. The scores from t h e  subscales f o r  t h e  number 

i n  t h e  network, d u r a t i o n  of re la t ionsh ips  end frequency o f  

con tac t  were summed t o  provide a score for t h e  va r i ab le  o f  
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t o t a l  neework propereies.  The scores from t h e  subsca les  on 

l o s s  Were SUmed t o  measure the  t o t a l  loss  experienced by 

s u b j e c t s .  

I n f e r e n t i a l  s t a t i s t i c s  were used t o  explore the 

r e l a t i o n s h i p s  between va r iab les  and subscales.  Peerson's 

product moment c o r r e l a t i o n  c o e f f i c i e n t s ,  a parametric t e s t ,  

were ca lcu la ted .  lwo-tai led t e s t s  were used w i t h  a 

s ign i f i cance  l eve l  of l e s s  t h a n  .05 considered acceptable.  

The use of t h e  Pearson c o r r e l a t i o n  allowed comparison with 

o the r  s t u d i e s  using the Norbeck Soc ia l  Support 

Questionnaire.  

E th ica l  Considerations 

A separa te  e t h i c a l  review process through the 

u n i v e r s i t y  and the hosp i t a l  involved addressed these  i s sues .  

The p r i o r i t y  of the  inves t iga to r  was the p ro tec t ion  of the 

well-being and  o f t e n  p reca r lour  s t a b i l i t y  of t h e  sub jec t s .  

The i n d i v i d u a l s  who were approached t o  p a r t i c i p a t e  were 

t r e a t e d  wi th  respect  end a t t e n t i o n  t o  t h e i r  r i g h t  t o  

p r ivacy .  The request  for consent t o  interview s u b j e c t s  was 

accompanied with assurances tha t  information would be 

considered wi th  t h e  utmost r e spec t  f o r  conf iden t i a l i ty .  

The research procedure was explained t o  s u b j e c t s  and 

Permission given t o  withdraw a t  any time. Icformetion which 

could i d e n t i f y  ind iv idua l  sub jec t s  was not  included i n  any 

w r l t t e n  repor t s .  Such information was a l s o  n o t  d i scussed  
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w i t h  o t h e r s ,  such as hosp i t a l  s t a f f .  sub jec t s '  names v e r e  

coded s o  t h a t  d a t a  was anonmua  during the s t a t i s t i c a l  

a n a l y s i s  phase. A11 information was s to red  i n  a locked 

cab ine t .  

There  was  minimal r i sk  t o  s u b j e c t s  in t h e  form of 

disaomforf which soma c l i e n t s  could experience regarding 

t h e i r  p a r t i c i p a t i o n .  it was hoped t h a t  t h e  nursing s k i l l s  

o f  the i n v e s t i g a t o r  were adequate t o  d e a l  wi th  d i s c n f o r r  of 

s u b j e c t s  or of c l i e n t s  who decided not  to  pa r t i c ipa te .  

Other m u l a t o r y  Care a t a i f  h a d  been informed abauf the 

s tudy  and s o  vere ava i l ab le  t o  Provide ass i s t ance  i f  any 

c l i e n t s  developed a negative response t a  t h e  study.  

rt was an t i c ipa ted  tha t  for  the major i ty  of the 

s u b j e c t s ,  t h e  interview wan a pos i t ive  axpeiiencc and that  

they  b e n e f i t t e d  from d i scuss ing  t h e i r  perceptions about 

t h e i r  s o c i a l  networks and s o c i a l  support. LOW-term 

b e n e f i t s  w i l l  be expected from the implementation o f  the 

study r e o m e n d a t i o n s  i n  the mbula to ry  Care Departlnent so 

t h a t  t h e  sample group may d i r e c t l y  benef i t .  

Limitations 

There were t h r e e  majar l i m i t a t i o n s  o f  th i s  study. 

1) The sample was drawn from c l i e n t s  at tending a n  unbvlatory 

Care c l i n i c  i n  a p s y c h i a t r i c  h o s p i t a l .  There fo re  the  

relevance o f  f ind ings  t o  t h o s e  o l i e n t s  who a t t end  other 

f a c i l i t i e s  or t h e  many who do n o t  have contact w i t h  the  
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psychiatric health care system was not determined by this 

study. 

21 The small size of the sample also limits the 

generalirabillty of the findings. 

31 The investigator formulated the hypothesis and also rated 

cornunity functioning after rating social support. No 

external or blind assessment was included. 

It should also be noted that there was no reliability 

testing for the Norbeck Social Support Questionnaire 

specifically for this group of subjects in the study 

setting or in Newfoundland. 



CHAPTER IV 

neaults 

Results Will be presented in the following format. 

CharaCteriStics of the sample will be outlined followed by a 

discussion of the descriptive statistics relevant to eaoh of 

the research questions. Correlations between study 

variables and rubscaler will then be described. 

Characteristics of the Sample 

Complete results related to a description of the sample 

are recorded on the first Page of the Norbeck social Support 

Questionnaire (Appendix AI and on the Client Profile 

(Appendix Cl. A total of 30 subjects were interviewed, all 

of whom were Caucasian. Twenty-eight subjects l93.3%1 were 

male and 2 16.781 were female. The mean age was 34.6 years 

With ages ranging from 18 to 61 years. Twenty-seven 

subjects 190.0%) had never been married. 

The mean number of years spent in school was 9.6 years 

with subjects having from 6 to 16 years of education. Most 

subjects were receiving government financial assistance 

166.7%) or unemplomnt insurance benefits (15.7%). The 

majority of subjects 17011 were of the Roman Catholic 

religion and most i70%1 had minimal or no involvement with 

religious activities. 
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subjects ware asked to indicate the area where their 

family currently resided. Most subjects 170.0%) had 

families who lived in St. John's. Twenty-eight of the 

subjects (93.3%) had lived in their current geographic area, 

such as st. John's, far more than 5 years. 

~ i v e  clients refused to participate in the study when 

approached by their psychiaerists. Four were male, 4 were 

unmarried and their ages ranged from 28 to 60 years. No 

other information was availabla. 

perceived characterietios of social ~etworkr 

  he first research questlon focused on clients' 

perceptions of their social networks. The following 

variables for each subject were determined from the Norbeok 

Social Support Questionnaire: total network size, total 

duration of relationships. average duration of 

relaLionrhipr, total frequency of contact, total network 

pr-perties, total network composition, and total loss. 

Total network size. 

The total network size was determined for each subject 

by s m i n g  the number of individuals that subjects listed in 

their social networks on the Norbeok social Support 

Questionnaire. The mean for the sample was 5.9 members 

(standard deviation of 3.41 with a range of 1 to 13 

individuals (see Table 11. 
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T o t a l  d u r a t i o n  of r e l a t ionsh ips .  

The t o t a l  dura t ion  of r e l a t i o n s h i p s  with each network 

member wan r a t e d  b y  each subject  t o  p rov ide  an ind ica t ion  o f  

t h e  l eng th  o f  t ime t h a t  t h e  s u b j e c t s  had known each  

ind iv idua l  l i s t e d  i n  t h e i r  network INSSQ Question 7 1 .  The 

t o t a l  of t h e  dura t ion  of r e l a t i o n s h i p s  s c o r e s  for a l l  

network members l i s t e d  by  esoh s u b j e c t  was summed. The mean 

value f o r  t h e  sample war 26.8 with scares ranging from 5 t o  

65  and a standard dev ia t ion  of 16.0 (See Table 1 ) .  

Averase dura t ion  of r e la t ionsh ips .  

The average duration o f  r e l a t i o n s h i p s  with network 

members was determined for each sub jeo t  by d iv id ing  t h e  

t o t a l  d u r a t i o n  score  f o r  each sub jec t  by t h e  number o f  

network members l i s t e d  b y  each sub jec t .  The sample mean was 

4 . 5  w i t h  s s t a n d a r d  deviation of .58 (See Table 1). 

Tota l  f r eauencv  of con tac t .  

The t o t a l  Frequency of con tac t  with each network member 

was r a t e d  b y  each sub jec t  INSSQ Question 81. The t o t a l  o f  

t h e  frequency of c o n t a c t  scores  f o r  a l l  network members 

l i s t e d  by e a c h  sub jec t  was summed. The sample mean soore  

was 22.5,  w i t h  a score range from 5 t o  50 and a s t a n d a r d  

dev ia t ion  of 12.6  (See Table 11 .  

As discussed e a r l i e r ,  t h e  s c o r e s  f o r  t h e  va r i ab les  o f  

dura t ion  of r e l a t i o ~ s h i p s  and frequency of con tao t  do n o t  
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r e f l e c t  s p e c i f i c  t i m e  Periods or a s p e c i f i c  number of 

contaote.  Ra the r ,  t h e  scores  allow f o r  comparison between 

sub jec t s  and w i t h  o t h e r  s tud ies .  

T o t a l  network p roper t i e s .  

The t o t a l  network p roper t i e s  va r i ab le  was one of the 

two m j o r  s o c i a l  support  components o n  the  Norbeck Soc ia l  

support  Questionnaire.  The t o t a l  network p roper t i e s  soore 

was determined fo r  e a c h  sub jec t  by summing the number of 

network melnbers l i s t e d ,  t h e  duration o f  r e l a t ionsh ips  score 

end the frequency o f  contact  scare. The sample mean was 

55.3 wi th  a minimum score of 11.0 a n d  a maximum score of 

128.0. Ths s t andard  deviation war 31.3 [See Table 11. The 

d i s t r i b u t i o n  o f  t h e  scores approximated to  a normal 

d i s t r i b u t i o n ,  n e i t h e r  t h e  skewness, nor kur tos i s  being 

s i g n i f i c a n t .  

Network composit ion.  

Network members i d e n t i f i e d  by each sub jec t  were 

ca tegor ized  e n  the Norbeck Social  Support  Questionnaire i n  

groupings s u c h  as family,  f r i ends  o r  co-workers. Family 

members were i d e n t i f i e d  by a l l  s u b j e c t s  as  network members. 

fol lowed i n  f r equency  by hea l th  care providers and f r i ends  

lSee Table 21 .  Other sources of suppor t ,  mch as c le rgy  

members, were r a r e l y  mentioned. 



?'ab le  2 

c a t e q o r i c ~  01 P~TSOI IE  c o n l p r ~ s i n g  Network ,  Frequencies - 
{or sub>ccts Crom NSSQ 

Number o f  s u l ~ ] c a t s  i d e n t i f y i n g  
" a w r y  - 

C ~ L ~ ~ O ' Y  or l,Cisons I ~ L . C ~ U ~ ~ ~ V  p e r c o , , t a q e  

lrantil y 30 1 0 0  .O  

I l ca l th  cdre providers 1 5  5 0  . O  

F i l c l l d s  1 2  4 0 . 0  

c l e rgy  4 1 3 . 4  

Spouse/parLner 2 6.7 
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Tota l  l o s s  of s o c i a l  support .  

When asked a b o u t  any loss  of network members during the 

preceding yea r ,  1 6  sub jec t s  (53.3%) reported loss (NSSQ 

Question 9 ) .  Family, f r i e n d s  and hea l th  c a r e  providers were 

t h e  ca tegor ies  of network members where l o s s  had  occurred 

(See Table 31. Host of these sub jec t s  had l o s t  on ly  1 

member INSSQ Question gal. As a consequence of these  

l o s s e s ,  most s t a t e d  t h a t  they had l o s t  "a g r e a t  deal" or 

"quite a b i t "  o f  the support  usua l ly  ava i l ab le  (NSSQ 

Question 9bI. 

A t o t a l  loss score was ca lcu la ted  f o r  each sub jec t  by 

sunmins scores fo r  t h e  occurrence of loss.  the numbnr of 

members l o s t ,  and t h e  amount of support  l o s t .  The sample 

mean was 2.9 with a standard dev ia t ion  of 2.9 (See  Table 3 ) .  

Perceived Levels o f  Soc ia l  Support 

The second research question faoured o n  c l i e n t s '  

perceptions of t h e  l e v e l s  o f  s o c i a l  suppor t  provided by 

t h e i r  soc ia l  networks. This i s  de f ined  by Nerbeck as 
I 

func t iona l  s o c i a l  support  aiad was one of t h e  two major 

s o c i a l  support  v a r i a b l e s  explored i n  t h i s  study,  with the 

network p r o p e r t i e s  v a r i a b l e  already discussed.  The 

following v a r i a b l e s  for eaoh sub jec t  were determined from 

the  Norbeck S o c i a l  Support Questionnaire:  t o t a l  a f f e c t ,  

t o t a l  a f f i rma t ion ,  t o t a l  a i d ,  t o t a l  f u n c t i o n a l  s o c i a l  

support ,  and average  func t iona l  s o c i a l  support .  



Table  3 

1.08s of social S u p p o r t ,  Frequency of Numbers l o s t  and 

l locll icLlon O f  Support from NSSO 

L o s s  v . . r i a b l c s  Number oE sub icc ts  

Number O E  net i *" ik  % senlplc 
m01"l,el:s lost - - 

1 12 40.0% 
2 3 10.0% 
3 1 3.3% 

l l educLion  of s u p p o r e  
ciom loss - 

None 2 6 . 6 %  
unite a bit 5 16.7% 
n great  deal  9 30.0% 
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G r o t ,  a f f i rma t ion  and aid. 

soores fo r  each s u b j e c t  from the  subsca les  fo r  a f f e c t ,  

a f f i rma t ion  and a i d  were smed t o  determine t h e  t o t a l  

func t iona l  s o c i a l  support  score for each s u b j e c t  on the  

Norbeck S o c i a l  Support  Questionnaire.  The t o t a l  a f feo t  

score was der-mined f o r  each r sb jec t  by m m i r r g  Dcares from 

NSSQ Questions 1 end 2. The s m p l e  mean was 35.2 with a 

range of soores from 8.0 t o  104.0 and a s t andard  dev ia t ion  

of 26.0 (See  Table 41. 

The t o t a l  a f f i r m a t i o n  score was determined f o r  each 

sub jec t  by summing t h e  scores  from NSSQ Ques t ions  3 and 4. 

me sample mean was 31.6 wi th  a range of scores from 3 .0 t o  

104.0 and a standard d e v i a t i o n  of 23.9 (see Table  41. 

The t o t a l  a i d  s c o r e  was determined f a r  e a c h  sub jec t  by 

summing t h e  scores from NSSQ Questions 5 and 6.  The sample 

mean was 28.8 with soores from 0 t o  104 and a standard 

dev ia t ion  of 25.9 (See Table 41. 

Tota l  func t iona l  s o c i a l  SMDort. 

On t h e  Norbeck Soo ia l  Support Questionnaire,  a t o t a l  

func t iona l  s o c i a l  suppor t  score was determined fo r  each 

sub jeo t  by s m i n g  t h e  scores from t h e  th ree  subscales of 

a f f e c t ,  a f f i rma t ion  and a i d  t o  i n d i c a t e  the  t o t a l  amount of 

func t iona l  support  pe rce ived  by sub jec t s .  The sample mean 

was 95.6 wi th  scores  from 16 to  312 and a standard I e v i l t i c n  

of 73.6 (See Table 0. 



~ , , n n ,  s ~ . ~ t ~ d i l r d  Oe$,iaLlon and Ranqe of S c o r e  

i l u l l c ~ ~ u n a l  social suuporl- Varxablcs irolli NSSC 

v,,, i . ~ I , l *  
- Sample scores 

Mean Standard Range-- 
Devirrron . - - -- 

nrtuc:t 3 . 2  26.0 8-104 
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This distribution differed significantly from normal 

being positively skewed 11.54) and kurtotic ( 2 . 2 9 ) .  This 

was largely due to two subjects who had exceptionally high 

total functional support scores of 288 and 312. These 

subjects listed large networks composed entirely of family 

and gave the highest rating possible for each member on each 

question. Their scores for other items did not show such 

large deviations. 

Averase functional social support. 

The average functional social support score was 

calculated for each subject by dividing the total functional 

support score for eaoh subjeot by the number of network 

members listed by each subject. The sample mean was 15.3 

with a standard deviation of 4.4  and scorer from 7 . 0  to 2 4 . 0  

I See Table 4 I. 

Levels of Community Eunctioninq 

The third research question examined the levels of 

community functioning of clients with schizophrenia as 

measured by the Global Assessment of Functioning Scale. The 

Global Assessment of Functioning (OAF1 scores had a mean of 

56.2 with a range of 35 to 7 2  out of a possible 90 and a 

standard deviation of 10.1 (See Table 51. Eight subjects 

126.7%1 had serious problems in the community while 8 

( 2 6 . 7 % )  had a moderate degree of impairment and 12 subjects 
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(40.0%) demonstrated mild d i f f i c u l t i e s .  Only 2 rubjccts 

(6 .6%) had scorer over 70. 

Psychiatric smptomatoloqy. 

Data from the Client Prof i le  was used t o  a r r ive  a t  a 

soore on the Global Assessment o f  Functioning and i s  

reported i n  d e t a i l  i n  Appendix C. A11 subjects reported 

some degree of sever i ty  of psychiatric symptoms experienced 

within the par t  2 weeks .  Those symptoms most CDmnonly 

described w e r e  c m u n i c a t i o n  problems, behavioural problems. 

cognitive problems, anxiety and depression (See Table 61 .  

only 1 subject 13.3%) d i d  not take any prescribed 

medications. The other subjects 196.7%) stated t h a t  they 

took psychiatric medications prescribed by t h e i r  psychia t r i s t .  

Em~loment.  

Most subjects 125 or 83.3%) were unemployed while 3 

(10.0%1 w e r e  employed i n  the  regular w o r k f o r c e  and two 

subjects (6.7%) w e r e  i n  supportive work t ra in ing  programs. 

Within the  past 2 years, 15 subjects 150.0%1 had been 

employed compared with 14 ( 4 6 . 7 0  who had been employed more 

than 2 years: previously. Only 1 subject 13.3%) had never 

been employed. 

w. 
A var ie ty  of l iv ing  arrangements w e r e  represented. 



Number of s u b j e c t s  oxperlracinq 
syinptoms by deql-oe 
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sixteen subjects (53.3%) lived with their families whilc 7 

123.3%1 lived in supportive housing programs. such as 

transition houses. Five 116.7%) lived in bedsittlng rooms 

or their own home while 2 (6.711 subjects were in boarding 

houses. 

Health care services. 

Sixteen subjects (53.3%) did not have any ongoing 

involvement with hospital staff except for their 

psychiatrist. Eight subjects 126.7%) regularly saw a 

hospital sooial worker while 4 subjects (13.3%) saw a nurse. 

Few subjects participated in hospital programs with 25 

subjects 183.3%) having no involvement. . The other 5 
subjects 116.7%1 attended Day Care, Occupational Therapy or 

Adult Education programs. 

Psvchiatric history. 

Information on the number of psychiatric 

hospitalizations was not available for 2 subjects. These 

subjects could not remember the number of admissions and the 

information was not available from their hospital records. 

For the remaining 28 subjects, the mean number of 

psychiatrio hospitalizati~ns war 8.2 with a range of 1 to 11 

admissions. Information on the age of subjects at their 

first psychiatric admission was also unavailable for 8 

subjects due to inaccurate memories and incomplete records. 
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oe the remaining 22, the mean age was 23.3 years with a 

range of 16 to 61 years. 

subjects were required to have had an admission within 

the past year. The sample mean for number of months since 

disoharge was 4.6 months with a range of 1 to 12 months. 

Relationship between Social S u ~ ~ o r t  and Community 

Functioninq 

The fourth research question inquired about the 

relationship between the social support variables previously 

discussed and measurer of cornunity functioning. Pearson's 

prodluct moment correlations Itwo-tailed tests1 were 

calculated with a significance level of less than .05 

considered significant. 

Positive significant relationships were found between 

the Global Assessment of Functioning and each of the two 

major social support variables under study. The Pearson 

correlation between the Global Assessment of Functioning 

score6 and the tote1 network properties scores was .do45 

Ip=.0271 (See Tabla 71. The correlation between the Global 

Assessment of Functioning scores and the total functional 

social support scores was .4004 (p=.028J (See Table 71. 

Positive associations were also found between the 

Global Assessment of Functioning scores and scorer f m m  the 

Social support subscales of average functional support, and 

frequency of contact with network members (See Table 71.  



Table 7 

Pearson's Product Moment correlations Irl bctween social 

Support Variables and Global Assessment of Fvnctioninq 

Score6 IGAFI 

S o c i a l  support Sign i f i cance  
uariablrs1GAF 

Total network .A045 p=.017 
properties /GAP 

Total functional .1004 p=. 028 
suppDrtlGAF 

Average functional ,4403 p=.015 
support /GAP 

Fcequency of contact .5119 p=. 004 
with network menbers/GaF 

current age of subjects -.4269 p=.o19 
/GAP 

Note. 5=30 
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~lobal Assessment of Functioning scores and the current ages 

of subjects were negatively correlated (see Table 71. 

significant correlations were not found between the 

~lobal Assessment of Functioning scores end the following 

variables: duration of relationships, number of network 

members; the three subscales of aid, effect and affirmation; 

number of months since discharge, age at first admission or 

number of hospitalizations. 

Relationships between other Social Support Variables 

Pearson product-moment correlations were also 

calculated to analyze relationships between major variables 

included in the Norbeck Social Support Questionnaire. The 

correlation between total network properties scores and 

total functional social support scores revealed a 

correlation of ,9269 lp=.OOl. 

Scores for freguenoy of contact with network members 

had a positive association with scores far each of the three 

subscales of affect, affirmation, and aid, as well as with 

the duration of relationships (See Table 81. 

Similarly scores for duration of relationships with 

network members had significant separate correlations with 

affect, affirmation, and aid scorer and also with frequency 

of contact (See Table 91. The number of network members 

listed war found to be positively associated with scores for 

affect, affirmation, and aid, frequency of contaet and 



'?able 8 

Pearson's Prodvct Moment Corrclationsll! betwoen Social 

support variables and Frequeny of contact Scores (PC1 

Social support Significa,,co 
variables IPC 

hffect IFC .El32 p=.ooo 

Affirmation IFC ,8695 p=.OoO 

A l d  /PC ,8598 p=.OOO 

Duration of relationships ,9039 p=.OOO 
/PC 
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Pearson's Product M O R C ~ ~  Corre la t i ons  irl between Soclal 

SupporL Variables  and Duration of Re la t i onsh ip  ScoresllJl!l 

- 
Al I e c t l D R  .9219 p=.OOO 

Affirmationlon ,9119 pi.O00 

Aid /Dl< ,8239 p=.OOO 

Frequency of c o n t a c t l ~ R  ,9019 p=.000 



duration of relationships (See Table 10).  

SUmmarY of Results 

The majority of subjects were "married males under the 

age of 40 who were receiving government financial assistance 

or unemployment insuranoe benefits. ' Most had lived in the 

same area for more than 5 years and had access to their 

families. 

social networks were small with a maximuni of 13 members 

and were family-dominated. A small majority of subjects had 

experienced the lass of network members during the previous 

year. A total network properties score war calculated for 

each subject based on s w i n g  soores for subjeots' 

perceptions of the number of members in the network, the 

duration of these relationships and the frequency of contact 

with network members. 

a total functional social support score was obtained 

for each subject. Measurement of subjects' peroeptions of 

the functional social support provided by their social 

networks was accomplished by summing scores from the three 

separate subscales for affeot, affirmation, and aid. 

Camunity functioning was measured on the Global 

Assessment of Functioning Scale with 8 subjects indicating 

serious problems in the cornunity and 22 subjects with mild 

or moderate difficulties in cornunity living. A11 subjects 

had experienced some degree of psychiatric synptomatology in 



Table 10 

Pearson's Product Moment Correlationsir) between Social 

Support vnrlables and Sire of Network Scores isire) 

Social support Significance 
variables /Size 

A€iectlSizc ,9328 p=.OOO 

A€€irmation /size ,9010 p=.OOo 

AidlSizo .7899 p=.OOO 

Frequency oE contactlsize ,9225 p=.000 

Duration of relationships ,3768 p=.000 
/Size 



84 

the 2 weeks prior to the study. The majority had been 

discharged from a psychiatric hospital within the previous 4 

months. Most had a history of readmissions and were under 

the age of 25 at the time of their first psychiatric 

admission. 

Most subjects were unemployed and living with their 

families or in supportive housing programs. The majority 

had no involvement with hospital programs or daily 

structured activity. 

The level of community functioning as measured by the 

olohal Assessment of Functioning Scale was found to be 

positively correlated with each of the two major variables 

of social support from the Norbeck Social Support 

Questionnaire: network properties and functional social 

support. Community functioning from the Global Assessment 

of Fuoctioning was also significantly associated with 

frequency of contact with network members and the avcrage 

functional social support provided by each network memher 

from the Norbeck Social Support Questionnaire. A negative 

relationship was found between cmunity functioning and the 

current age of the subject SO that younger subjects 

demonstrated higher levels of community functioninq. 

Positive oorrelations were also found between other 

smial support variables on the Norbeak social support 

Questionnaire. Frequency of contact, duration of 

relationships and the number of network members were 
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p o s i t i v e l y  associated with each other and a l s o  with the 

var iab les  uf affcct, affirmation and a id .  

These r e s u l t s  w i l l  now be discussed with refcrenca to 

other research and the s tudy ' s  conceptual framework. 



CHAPTER V 

Discussion 

The results related to characteristics of the sample 

will be reviewed followed by discussion of each of the 

research questions. Findings will then be explored in more 

detail as they are incorporated in the conceptual framework 

for this study. 

characteristics of the sample 

Demographic data was unavailable for the general client 

population in the study setting so it was not possible to 

establish whether the sample was truly representative. 

Staff frorn the Ambulatory Care Department confirmed that the 

sample characteristics corresponded with their observations 

of the total population of clients with schizophrenia who 

had contact with their service. 

The characteristics of the sample reflected the 

marginal status in society which has been associated with 

individuals with schizophrenia. The majority of subjects 

were unmarried males under the age of 40 who were currently 

unemployed and receiving either govrrnment financial 

assistance or unemployment insurance benefits. subjects 

demonstrated the lower sooial status and lack of social ties 

and contact found in other studies of schizophrenia (Cassel, 
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1976; Hammer et al., 1978). 

Poorer community functioning has been associated with 

clients who are unmarried (Freeman 6 simons, 1963) 

Pzrtially based on lower expectations of clients by spouses 

and by olientt themselves. ~ a c k  of a spouse or partner also 

deprived the clients of a potentially significant source of 

social support. Being male has also been related to lower 

levels Of social sdpport although the basis for this remains 

unclear (Norbeck, 19811. 

The mean age of 34.6 years for the sample was within 

the age parmetere associated with discussions of young 

adlllt chronic patients. Many of the characteristics of this 

younger group were also found within the sample and will be 

discussed later. Adults from the general population within 

this age group would be expected to be employed and living 

independently with their own nuclear family. Subjects 

however did not conform to these societal expectations. 

unemployment and lack of adequate financial resources 

meant that subjects were forced to deal with poverty and its 

consequences of low self-esteek, apathy. pessimism regarding 

the future and a negative reaction from the community. In 

practical terms, a lack of money interfered with adequate 

housing; purchasing psychiatrio medications, groceries and 

appropriate clothing; and prevented subjects from using 

transportation and participating in c m u n i t y  activities. 

Thus physical and emotional well-being were endangered and 



88 

involvement within the camunity was limited. 

The lack of opportunity to socialize with others 

further increased the likelihood that clients would interact 

with their families. As mosL subjects lived with relatives 

or within the same area, their influence on the subjects was 

intensified. Most subjects had lived within the sane area 

for more than 5 years rather than demonstrating the mobility 

sometimes associated with this group (Bachrach, 19821. 

This absence of mobility may have been because subjects 

preferred to stay in familiar areas near their families. 

Transportation difficulties associated with living on an 

island or lack of necessary resources may also have been 

factors. This period of time in e community provided 

subjects with the opportunity to develop social networks and 

reach some degree of community integration. 

In smary, subjects in this study were considered 

representative of olients with schizophrenia. The impact of 

sample characteristics on social support and community 

functioning will be explored in more detail after a 

dis~ussion of other study findings. 

Perceived Characteristics of Social Networks 

The characteristics of social networks which were 

studied were the network size, duration of network 

relations hi^^, frequency of oontaot with network members, 
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total network properties, network composition, and loss. 

Network size. 

The mean social netMrX sire of 5.9 members was in 

contrast to the 25 to 50 members found ~n netwodr far the 

general population (H-r et al., 19181. ~esultr in this 

study were also lower than Norbeck's reports of normative 

data [Norbeck et el., 19831 and recent Newfoundland studies 

of Widows IHUstins. 19861 and nonrnstitutionalized elderly 

clients (Turner. 19881. 

In the psychiatric population, clients with neurotic 

disorders were found to have larger networks (Henderson ec 

al., 19801. The sample mean was similar to that found for 

substance abusers Iwestermeyer 6 Neider, 19881 and other 

studies of clients with sohizophrenia [Croety & xulys, 

19051. Very few groups, such as inrriturionslized elderly 

clients [Turner. 19881 reported smaller networks than found 

in this study. 

Duration of relationshios. 

Duration of relationships war measured by analyzing the 

length of time that subjects had Lnavn each network member. 

This provided an indication of the srabilicy of the network. 

The mean score of 26.8 was approximately half the mean found 

by Norbeck (Norbeck et al., 19831. This was also slightly 

l w e r  than the mean for noninstitutianalized elderly clients 
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but rwicc as high as the mean ror elderly clients in 

institutions (Turner, 19881. The mean value for average 

duration of relsCionrhips was 4.5 but no results from other 

studies were available for comparison. 

me majority of network melnbcra were relatives whom 

subjects had knam all their lives end so received the 

maximum rating for duration of relationships. This trend 

wnuld be expected to lead to a higher rean value. Uwever, 

the low overall man value on this measure was explained by 

the recent and brief relationships with other categories of 

network members such as friends and health care providers. 

=his lack of stability does no: bode well for this 

ITOY~ as the importance of maintaining relaticnrhlps rather 

then forming new mer has been reported iLowentha1 L Haven, 

1968). The need for long-term relafiansbipr is also 

recognized as a crucial element of cmuniry mental health 

sexvices for clients with schizophrenia. 

Frequency of contact. 

The frequency with which subjects had contact with 

network members provided a mean value of 22.5 which was half 

of the mean value in Norbeck's findings (Norbeck et al., 

19831; and somewhat lwer than the m a n  for 

noninstitlitionalized elderly clients (Turner, 19881. Again, 

only institutionalized elderly olients had a lwer mean 

value (Turner. 13881. 



91 

subjects reported that many of their network members. 

Partioularly relatives. were seen Intrequenrly, sometimes 

not within the part 5 years, but were still considered as 

sources of support. This is again linked with Tolsdorf's 

description of network mmbers as extremely powerful and 

influential (19761. 

Network pra~erties. 

The total network properties score war calculated by 

r m i n g  scores for aubjecrsa perceptions of the number of 

network members, the duration of these relationships, and 

the frequency o€ contact. This provided an overall measure 

of social network properties considered by Norbeck to be 

crucial elements of overall social support. =he sample mean 

necwot-k of 55.3 was approximately half of the mean value in 

Norbeck's normarive data [Norbeck et .I., 19831 and a study 

of Newfoundland widows (Hustins, 1986). 

Network com~sition. 

The predominance of family members in the smial 

networks of subjects uas in keeping with other studies of 

clients with schiirophienia (Patciaan e t  al., 1975; 

Sokolovsky et al.. 1978: Tolsdorf. 19761. Family membership 

in the network has been linked by Baker with a lesser degree 

Of psychopathology loiced in Oreenhlarr et al.. 19821. 

However, family members may also exhibit high levels of 
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expressed emotion or hostility and overinvolvement which has 

been associated with relapse (Vaughn & Leff, 19761. 

The identification by half of the sample of health care 

providers as sources of support reinforces the need for 

further study of this concept by professional caregivers. 

Subjects specified health oare providers such as a 

psychiatriEt whom they saw monthly. a nursing supervisoi 

from the unit where they had been admitted, family doctors 

and care managers. Often the health care provider saw the 

client only accarianally and for a brief period of tine but 

was described nonetheless as a meaningful source of support. 

Less than half of the subjeots included friends as 

SOUIC~S of support. Friends are net only inwrtant as 

support providers but have been influential in encouraging 

clients to seek out professional caregiver. (Harawitz, 

19781. This is especially important as the need for health 

care services is evident with a schizophrenir: illness but is 

combined with a characrerirtic avoidance or misuse of such 

servioes (Bachrach, 19821. 

Work arrociater, npouser or partners as well as friends 

would be expected members in the social networks of adults 

within the age group of these subjects. Thus there are 

marked gapr in the social networks of this ample. This 

laok of diversity in supwrt sources has been linked by 

Moxley 119881 vith laver social integration and functioning 

and does not provide the types of networks recmended for a 
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range of support  i n  varying condi t ions  ( c u t l e r  & Tatum. 

19831. 

LOSS O f  ~ 0 ~ i . l  BUPPOrt. 

Support from networks deter iorated f o r  a small major i ty  

of s u b j e c t s  who experienced the  l o s s  of network members 

during t h e  paat  year .  Types of loss included the  death  of 

immediate family members, and a loss of f r i e n d s  due t o  t h e i r  

re luctance t o  a s s o c i a t e  with individuals wirh a psychiat r ic  

i l l .  The mean t o t a l  l o s s  acore based on t h e  experience 

of l o s s ,  number of network members l o s t  and mount  of 

SYPPOIC l o s t ,  was 2.9. This "a6 four t imes higher than the  

mean f o r  males as reported by Norbeck but  war s i m i l a r  t o  

t h a t  found for  females (Norbeck e t  a l . ,  1983). 

AS the  sample i n  t h i s  study was primari ly  male, a 

marked dif ference e x i s t s  In  t h e  t o t a l  rors scores when 

campsred wirh males i n  t h e  general  population. As Tolrdorf 

11976) noted, network members of c l i e n t s  wi th  schirophrenla. 

are o f t e n  powerful and so the 106s of even one member can be 

Inore t raumat ic  t h a n  for  other  groups. 

TO sunmarire, t h e  s o c i a l  networks of subjects  i n  t h i s  

Study were Snt111, dominated by family an3 lacking i n  f r iends  

or o t h e r  sources of support. cantact  wi th  network members 

uaa l i m i t e d  and r e l o l t i o n r h ~ p r  outr ide  t h e  family were not 

long-standing. Recent l o s s  of important network mernbera was 
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relatively common and its impact exceeded the experience of 

adult males in the general porllation. 

One purpose of describing the social network is to 

assess the network's capecity to provide social support. 

The study findings would indicate that the networks 

surrounding there subjects would have difficulty providing 

an appropriate quality and quantity of support. Useful 

interventions would include efforts to increase network 

sire, minimize loss. maintain relationships over time end 

increase contact with network members who are supportive. 

However S U C ~  approaches only focus on one dimension of 

social SUPPOTC. IC is ~ I S O  essential to consider clientst 

perceptions of the functional social support whrch io 

available from the social network. 

PerCeiMd Levels of Social Surxxrrt 

Affect, affirmation and aid. 

Scores from the subsoales of affect, affirmation and 

aid were r m d  to give a rota1 functional social support 

score as a measure of the levels of social support perceived 

by subjects as being available to them. Soores for the 

general powlation were approximately twice as high as those 

for this sample of olients with sohizophrenia (Norbeck, 

19841. 

The rank order of results: affeot, affirmation, aid, 
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war identical to Norbeck's normative data  o or beck, 1981). 

Another study of social support using different insrrments 

also reported that clients with schl=ophrenia rated 

closeness and availability of network members higher than 

concrete assistanoe ICrotty L Kulys, 19851. 

Thus, subjects. perceptions that network members cared 

about them and respected them were most evident. m i r  was 

S S P B O ~ ~ ~ ~ Y  true of family members. There were s m  

discrepancies or a number of subjects gave one parent the 

highest rating possible while the other parent received the 

lowest. 

When asked about being able t o  confide in network 

members or the willlngnaae of network members to agree with 

the subjects' actions or thoughts, affirmation scores were 

lower. same subjects stated that they were reluctant to 

confide besause of fear of hosPitaliEarion or of creating 

stress within the family. some subjects acknwledged that 

their actions and thoughts were sometimes unrealistic and a 

lack of support f r m  network members was not only expected 

but beneficial. 

Questions regarding the perception of the availability 

of aid or praotical assistance resulted in the 1-st 

subscale soores. Subjects *ere generally unsure about 

whether health care professionals or frlendn could provide 

01 arrange practical assistance. Remaining network members, 

primarily family. were WrCeiYed as often being unable or 



96 

unwilling to  provide practical help, such as monry or 

transportation. 

Functional social suooort. 

when scorer from the subscaler of affect, effinnafion 

and aid were s m e d ,  a total functional social support score 

was derived. The mean score was less than half the values 

found by other researchers IHusrins, 19861 Norbeck. 19841. 

The average functional social support score indicated the 

average mount of support provided by network members. The 

mean of 15.3 could not be compared am other results were 

not available. 

In rumwry, in conparinon with other groups, subjects 

wit3 schizophrenia perceived that less social support was 

available or provided ta them from their social inetuorks. 

The availability of practical assistance was the area most 

lacking. A picture than emerges of a sample with small, 

Unstable, family-dominated social networks. with limited 

interaction between the subject and the sources of support. 

The amaunt of social support provided by there sccial 

networks is experienced as lacking when cwyared urth other 

groups. Before considering the Impact of these findings, 

the overall cornunity functioning of subjects will be 

discussed. 
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Levels of comunitv Eunctioninq 

A number of variables were considered in measuring M e  

overall functioning of clients with sohizophrenia tn the 

smlmity. The overall assessment will be discussed. 

followed by n review of the speoific Faotors contributing to 

thia measurement. 

Scores on the Dlabal Ahsesamenr of lunctianing Saale 

with their mean of 56.2 were higher than those of a previous 

5 year outcome etvdy which reported that almst half o f  the 

sample bad scores laver than 45 on the olobal Asnersmecl. 

Scale, the earlier version of the Global Assessment of 

Functioning Scale (Moiler et al., 19821. The range of 

SCO T ~ S  from 35 to 72 was indicative of the clinical 

variability found within thia client group (Prudo 6 Munrae 

Elm, 19871. 

Three subjects had scores of 40 or less out of a 

possible 90. such scores have been associated with the need 

For readmission (Endicott et al., 19761. These subjeots 

exhibited interference with realiey testing and 

oomnunication processes end had major difficulties living in 

the c m n i t y .  In contrast, two subjects had scorer over 10 

indicating only occasional symptoms and slight temporary 

d i f f i ~ ~ l t i ~ s  in the comunity. 

Psv~hiafri~ omPtmat.>lo~. 

All subjeote had experienced sane degree of psychiatric 
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symptomatolagy within the 2 weeks p r i a r  t o  the study. Th i s  

con t inu ing  evidence of symptoms h a s  been noted i n  a 5 year 

s tudy  of c l i e n t s  with schizophrenia IPrudo 6 Munroe Blum. 

19871.   he recent p s y c h i a t r i c  symptoms most o f t en  

experienced by sub jec t s  i n  t h i s  c u r r e n t  study were r e l a t e d  

to  comunica t ion .  Examples o f  problems ranged from 

sub jec t s*  r e p o r t s  t h a t  they  occas iona l ly  had d i f f i c u l t y  

express ing  t h e i r  f ee l ings  and ideas  e f f e c t i v e l y  t o  t h e  

extrenes of i r r e l e v a n t ,  excessive speech o r  poverty o f  

speech. 

Behaviollral symptoms included examples such as 

m c a s i o n a l l y  l ack ing  motivation t o  g e t  o u t  of bed for a day 

t o  f requen t  substance abuse. Cognit ive impairment included 

B U C ~  d i f f i c u l t i e s  as an ocoaaional  i n a b i l i t y  t o  ooncen t ra te  

t o  frequent episodes of confusion,  melnory l o s s  and 

in te r fe rence  w i t h  problem so lv ing  and dec i s ion  making. 

sub jec t s  most o f t e n  desc r ibed  t h e i r  l e v e l s  of anx ie ty  

and depression as mild o r  moderate. Examples included 

occas iona l  f ee l ings  of general  t ens ion  or temporary f e e l i n g s  

of sadness which were p r e c i p i t a t e d  by some ex te rna l  f a c t o r .  

As the majori ty of s u b j e c t s  took p s y c h i a t r i c  

medications,  i t  can be assumed t h a t  t h e i r  symptoms were 

modified t o  some degree by t h e  medications.  Although 

cur ren t  emphasis i s  on innovative treatment approaches t o  

schizophrenia,  a h o l i s t i c  model which encompasses 

b i o l o g i c a l ,  psychological ,  s o c i 6 l  and environmental 
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perspectives remains cruoial. The high number of subjects 

reporting reoent psychiatric symptoms emphasizes the need 

far rigo.rous ongoing treatments of many types which can 

lessen smptoms and their impact. The value of careful 

adjustment of medication and monitoring of efficacy must be 

seen as en integral component of therapy which will 

faoilitate clients' responses to other forms of treatment. 

Em~loyment. 

most subjects were unemployed although many had worked 

within the previous 4 years and expressed a desire to find 

employment. Subjects who were employed earned low wages on 

government projects designed to provide an adequate work 

period to ensure eligibility for unemployment insurance 

benefits. This was the experience of most subjects who had 

worked. The 2 subjects in supportive training programs were 

more optomistic about the future but prospects for entering 

the labour force were uncertain for all subjects. If 

employment status continued co be viewed as a valid 

indicator of community functioning, then this sample would 

fare por1y. 

Locating employment and maintaining adequate work 

performance are difficult tasks for the client with 

schizophrenia, a situation exacerbated by the current high 

unemployment rate in Newfoundland. Subjects may never be 

S U C C ~ S S ~ U ~  in finding attd keeping full-time competitive 
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employment. This in turn may lead to frustration and low 

self-esteem for clients, a negative response from families, 

additional stigma on the part of the community end an 

increased financial burden to society. 

Part of the challenge far health care providers and the 

c o m n i t y  is to advocate E O ~  the creation of meaningful 

long-term employment and supportive work programs and to 

assist clients to function within the oommunity although 

employment is unavailable. The value of the individual's 

contribution to society should not be dependent on 

employment status. 

The small number of sltbjects in supportive employment 

programs may indicate the need to create programs that are 

better suited to the needs of clients with schizophrmia. 

particularly the young adult chronic group. Part-time work. 

on-mite job training. and leaves of absence for 

harpitaLization are examples of strategies which could 

improve the employment experience for those with 

schizophrenia. 

w. 
A slight majority of subjects lived with their 

families. This may have increased the likelihood that 

relatives would be identified as sources of support although 

it has been found that geographical proximity and amount of 

contact are not necessarily associated with network 



101 

membership IKahn & Antonucci, 19801. 

This l i v i n g  arrangement has t h e  po ten t i a l  f o r  providing 

BUPPOZ~ or s t r e s s  for c l i e n t s .  Although families may be 

s u ~ o r t i v e ,  the burden of l i v i n g  wi th  a c l i e n t  with 

schizophrenia may be t ax ing  and r e s u l t  i n  even tua l  

d i f f i o u l t i e s .  C l i e n t s  must a l s o  f a c e  t h e  fu tu re  prospects 

of l i v i n g  alone as t h e i r  pa ren t s  age, which then c r e a t e s  

add i t iona l  s t r e s s .  As well  an fami ly  expectat ions,  s o c i e t a l  

norms would be f o r  adu l t s  t o  be l i v i n g  independently i n  t h e  

community. Thus f a r  many sub jec t s ,  l i v i n g  with t h e i r  family 

nay add t o  the  negative response from t h e  community. 

The u t l l l e a t i o n  of supportive housing programs such e m  

t r a n s i t i o n  houses or supervised boarding care represen t s  a 

growing response of the  hea l th  care system and the  community 

t o  f a c i l i t a t e  comuni ty  l i v i n g  for ind iv idua l s  wi th  

schizophrenia.  The small  nunber of sub jec t s  i n  such 

programs may i n d i c a t e  t h a t  these  se rv ices  r equ i re  f u r t h e r  

development t o  meet t h e  needs of t h i s  group who d e s i r e  t o  

l i v e  independently.  

 he p r i v a t e  b e d s i t t e r s  and boarding houses i n  which 6 

sub jeo ta  l ived  were represen ta t ive  o f  the  type of low 

standard of housing most o f t e n  assoc ia ted  wi th  t h e  

p s y c h i a t r i c  population due t o  a l a c k  of f inanc ia l  resources, 

negative c o m u n i t y  a t t i t u d e s  and a lack of housing op t ions .  

For those who wish t o  l i v e  i n  t h e  comuni ty ,  poor q u a l i t y  

housing h a s  o f t e n  been t h e  only choice.  By denying access 
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t o  adeqdate, affordable housing, c l i e n t s  are denied 

f u l f i l l m e n t  of a bas ic  requirement f o r  co rnun i ty  l iv ing .  

Health care se rv ices .  

The l ack  of involvement with hea l th  care providers and 

hosp i t a l  programs h a s  been noted as c h a r a c t e r i s t i c  of t h i s  

group (Bachrach. 19821. c l i e n t s  wi th  schizophrenia are 

of ten  noncompliant wi th  medications end treatment programs. 

and do no t  r e a d i l y  engage i n  r e l a t i o n s h i p s  wi th  p ro fess iona l  

ca reg ive r s  (Kahn, 1984).  I f  such a r e l a t i o n s h i p  is viewed 

as a corners tone  of treatment, r e l u c t a n c e  or i n a b i l i t y  t o  

become involved i s  a major obs tac le .  

Long-term, cons i s t en t  r e l a t i o n s h i p s  wi th  p ro fess iona l  

sources, ongoing s t ruc tu red  a c t i v i t y ,  and case management 

are reoognized as important  elements of community care f o r  

c l i e n t s  wi th  schizophrenia.  These sub jec t s  ind ica ted  t h a t  

an e f f e c t i v e  cornun i ty  support  system may no t  e x i s t  or t h a t  

they ere unable or unwill ing t o  a v a i l  o f  it. The need i n  

again emphasized f o r  the development of programs t h a t  meet 

the  ueeds of t h i s  s p e c i f i c  group o f  c l i e n t s .  

Psvch ia t r i c  h i s to ry .  

The major i ty  of sub jec t s  had more than  f i v e  admissions. 

Sme sub jec t s  had a h i s t o r y  of lengthy h o s p i t a l i z a t i o n s  

Which l a s t e d  f o r  yea r s  while o the r s  had frequent b r i e f  

s t ays .  Recidivism or the  revolving door  syndrome has been 
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assoc ia ted  with t h e  i l l n e s s  of schizophrenia.  While 

hosp i t a l i za t ion  rates provide some i n d i c a t i o n  of the degree 

of p s y c h i a t r i ~  d i s a b i l i t y ,  they do nor give an overa l l  

perspective on adaptation within the  community. 

I n  s m a r y ,  r e s u l t s  r e l a ted  t o  t h e  l e v e l  of functioning 

i n  t h e  community Pa in t  t o  the d i v e r s i t y  of experiences for 

the sub jec t s  involved i n  t h i s  study. There was a wide range 

of o v e r a l l  outcomes as measured by t h e  olobal  ~rsessment of 

Functioning wi th  severe impairment f o r  8 sub jec t s .  moderate 

impairment f o r  another 8,  and mild irnpa~rment fo r  14 

sub jec t s .  s u b j e c t s  had a range of previous contact with the  

~ s ~ ~ h i a f r i ~  h e a l t h  care system and had d i f f i c u l t i e s  i n  the 

areas of p s y c h i a t r i c  synptomatology, employment, housing. 

and ongoing involvement with mental h e a l t h  care providers.  

The r e s u l t s  c l e a r l y  ind ica te  the  need f o r  improved 

O-unity func t ion ing  fo r  t h i s  sample as has been 

demonstrated i n  the  general  population of c l i e n t s  with 

schizophrenia.  This w i l l  be more thoroughly discussed l a t e r  

within t h e  con tex t  of the s tudy ' s  conceptual  framework. 

The i d e n t i f i c a t i o n  of a problem i n  comuni ty  

func t ion ing  l eads  to n search f a r  explanations and 

so lu t ions .  The re la t ionsh ip  between s o c i a l  support and 

community functioning may begin to  provide use fu l  

information and w i l l  now be considered.  



Relationship between s o c i a l  SuDeert and C m u n i t y  

Functioninq 

cor re la t ions  between the major v a r i a b l e s  i n  t h i s  study 

wi l l  f i r s t  be examined, followed by a discussion of the  

cor re la t ions  found between other s tudy  v a r i a b l e s  and 

subncales. 

This study found a s i g n i f i c a n t  p o s i t i v e  cor re la t ion  

between s o c i a l  s u p w r t  end l e v e l  of comuni ty  functioning. 

s o c i a l  support  was conceptualized on the Norbeck Soc ia l  

support Questionnaire as two major var iab les .  The network 

properties v a r i a b l e  measured sub jec t s '  perceptions o f  th ree  

o ruc ia l  c h a r a c t e r i s t i c s  of t h e i r  s o c i a l  networks: nerwork 

s i z e ,  dura t ion  of network re la t ionsh ips  and frequency of 

contact  w i t h  network members. The func t iona l  s o c i a l  support  

variable measured the sub jec t s '  pe rcep t ions  of the l e v e l s  of 

support  as composed o f  a f f e c t ,  a f f i rma t ion  and aid.  Both 

major va r i ab les  were found t o  be p o s i t i v e l y  assoc ia ted  wi th  

sub jec t s '  o v e r a l l  l eve l s  of c o m u n i t y  func t ion ing  as 

measured by  the Global Assessment o f  Functioning sca le .  

I t  i s  e s s e n t i a l  t o  remember t h a t  s i g n i f i c a n t  

c o r r e l a t i o n s  i n d i c a t e  a r e l a t i o n s h i p  between va r iab les  b u t  

do not exp la in  causa l i ty  or d i r e c t i o n a l i t y  lkaapp, 1978).  

Therefore higher l e v e l s  o f  s o c i a l  suppor t  nay lead t o  

improved c o m u n i t y  functioning.  As well ,  improved community 

func t ion in9  may r e s u l t  i n  inc reased  s o c i a l  support. aovever 
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t h e  r e l a t i o n s h i p  between community functioning and s o c i a l  

support  may b e  impacted upon by other va r i ab les  n o t  included 

i n  t h i s  s t u d y  which would exp la in  the cor re la t ions .  I n  

d i scuss ion  o f  t h e  s tudy ' s  c o r r e l a t i o n s ,  a l t e rna te  

i n t e r p r e t a t i o n s  w i l l  be oonridered. 

Network ~ r o p e r t i e a  and c a m n i t v  functioning.  

Sub jec t s  who demonstrated higher l e v e l s  of functioning 

within the  cormunity as measured by t h e  Global  Assessment of 

Functioning Scale had higher va lues  f o r  t h e  network 

p roper t i e s  v a r i a b l e  as measured on  the Norbeck Soc ia l  

support  Ques t ionna i re .  This was composed o f  perceptions of 

t h e  number of  network members, dura t ion  of r e l a t ionsh ips  and 

frequency o f  con tac t  with network members. The pos i t ive  

c o ~ r e l a t i ~ n  was found between t h e  Global  Assessment of 

Functioning and t o t a l  network p r o p e r t i e s  as a whole. As 

well, t h e  Global  Assessment of ~ u n o t i o n i n g  was s i g n i f i c a n t l y  

cor re la ted  w i t h  t h e  va r i ab le  of frequency o f  contact  bur  not 

spec i f i ca l lY  with number of network members o r  duration of 

r e l a t ionsh ips .  These c o r r e l a t i o n s  may ind ica te  tha t  

sub jec t s  func t ion  b e t t e r  in t h e  community when they  have an 

appropriate combination of s o c i a l  network charac te r i s t i c s .  

p a r t i c u l a r l y  a n  adequa te  mount  of con tac t  with network 

members. However, it would b e  inaccura te  t o  assume t h a t  an 

inc rease  i n  t h i s  c o n t a c t  and poss ib ly  the number of network 

members and d u r a t i o n  of relat ionship* would lead to  improved 
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c o m u n i t y  func t ion ing .  For c l i e n t %  with sch izophren ia ,  an 

inc rease  in s u c h  a r e a s  could b e  overwhelming, most  notably 

i f  the network members provide n e g a t i v e  i n t e r a c t i o n .  

Al te rna t ive ly ,  t h i s  co r re la t ion  between s o c i a l  network 

c h a r a c t e r i s t i c s  and comuni ty  func t ion ing  may ind ica te  t h a t  

s u b j e c t s  who functioned a t  higher l e v e l s  i n  t h e  o m u n i t y  

were b e t t e r  a b l e  t o  develop and  u t i l i z e  s o c i a l  networks. 

They may have been more successful  at invo lv ing  o the r s  in 

r e la t ionsh ips ,  more recep t ive  t o  a h igher  degree o f  con tac t  

and more adept a t  maintaining long-term re la t ionsh ips .  

Func t iona l  s o c i a l  support  and communit~ functioninq.  

li s ign i f i can t  pos i t ive  c o r r e l a t i o n  was a l s o  found 

between camuni ty  functioning as measured by the  Global 

Assessment of Functioning and the t o t a l  func t iona l  s o c i a l  

support  v a r i a b l e  which was  composed of t h e  s u b s c a l e s  of 

a f f e c t ,  a f f i rma t ion  and a i d  from the Norbeck S o c i a l  Support 

Questionnaire.  Thus sub jec t s  who demonstrated h igher  l e v e l s  

o f  community functioning perceived t h e i r  s o c i a l  networks as 

more suppor t ive .  This co r re la t ion  may ind ica te  tha t  

s u b j e c t s  who experienoed the i r  networks as providing higher 

l e v e l s  o f  s o c i a l  support  were able t o  perform b e t t e r  i n  the 

c o m n i t y .  

The provision of s o c i a l  support  i n  t h e  form of ca r ing ,  

endorsement o f  thoughts and behaviours, and p rac t i ca l  

a s s i s t ance  f a c i l i t a t e d  s u b j e c t s '  adap ta t ion  i n  e cornunity 
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s e t t i n g .  Again, i t  i s  important t o  remember tha t  t h e  ac tua l  

a v a i l a b i l i t y  o r  p rov i s ion  of s o c i a l  support  was not 

considered b u t  r a t h e r  t h e  sub lec t s '  pe rcep t ions  of t h i s  

support .  

Th i s  c o r r e l a t i o n  may also suggest t h a t  sub jec t s  who 

functioned a t  higher l e v e l s  In t h e  c m u n i t y  perceived t h e i r  

networks as more suppor t ive .  As with t h e  re la t ionsh ip  

between cornunity func t ion ing  and s o c i a l  network p roper t i e s ,  

s u b j e c t s  may have been b e t t e r  a t  e l i c i t i n g  support  and 

u t i l i z i n g  the suppor t  ava i l ab le .  Due t o  p a r t i c i p a t i o n  i n  

t h e  community, sub jec t s  may have had more con tac t  with 

people o r  may have evoked more pos i t ive  responses  so tha t  

s o c i a l  support  was forthcoming. As we l l ,  t h e y  may have had 

a more pos i t ive  network o r i en ta t ion ,  perhaps d u e  to  t h e i r  

inc reased  success i n  a community se t t ing .  

Average func t iona l  s o c i a l  s u m o r t  and communitv 

func t ion ins .  

A pos i t ive  r e l a t i o n s h i p  was found between community 

functioning as measured by the Global Assemrment of 

Functioning and t h e  average amount of func t iona l  s o c i a l  

support  provided by eaoh network member as measured by the 

Norbeck Soc ia l  Support Questionnaire.  A l ink  e x i s t s  then 

between community func t ion ing  and t h e  amount of a f f e c t ,  

a f f i rma t ion  and a i d  t h a t  sub jec t s  perceived was available 

from each  network member. As these  networks were re la t ive ly  
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smal l ,  the parer of each network member was thus  

i n t e n s i f i e d .  This h a s  been considered as a n e g a t i v e  fac to r  

i n  sane s tud ies  rTolsdorf ,  19761. 

However, i n  t h i s  study,  the f ind ings  sugges t  t h a t  a 

higher amount of suppor t  provided by each network member. 

enhanced the s u b j e c t s '  a b i l i t i e s  t o  f u n c t i o n  in t h e  

comuni ty .  I t  may be  tha t  c l i e n t s  with sch izophren ia  cannot 

t o l e r a t e  l a rge  networks but  respond more pos i t ive ly  t o  

smaller ,  powerful networks. 

Alternatively,  s u b j e c t s  who performed b e t t e r  i n  t h e  

community, may have sought powerful network members or may 

have e l i c i t e d  higher levels of support  from t h e i r  networks. 

Whether t h i s  was cons ide red  t o  be a burden b y  network 

members was not  s t u d i e d  b u t  o the r  research suggests t h a t  

p a r t i c u l a r l y  for  f a m i l i e s ,  providing s o c i a l  support  t o  

c l i e n t s  with schizophrenia i s  s t r e s s f u l  (Carpenter,  19811. 

I n  summary, t h i s  s tudy  demonstrated relat ionships- 

between l e v e l s  of c o m u n i t y  func t ion ing  and the two major 

v a r i a b l e s  of s o c i a l  support:  network p r o p e r t i e s  and 

func t iona l  s o c i a l  suppor t .  Frequency of con tac t  wi th  

network members and t h e  average functional  s o c i a l  support  

provided by each network member were a l s o  s i g n i f i c a n t l y  

c o r r e l a t e d  with c o m u n i t y  functioning.  These c o r r e l a t i o n s  

d o  not represent  c a u s a l i t y  b u t  do i n d i c a t e  meaningful 

relaflop.ships between these  variables.  
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Other r e la t ionsh ips  iden t i f i ed  i n  th i s  study wi l l  now 

be considered. 

Network Proper t i e s  and functional  soc ia l  SuDoort 

Further m a l y s i s  of t h e  cor re la t ions  between the two 

major va r i ab les  of s o c i a l  support sheds l igh t  on t h e  process 

of soc ia l  support. The  h igh  degree of c o r r e l a t i o n  between 

t h e  soores f o r  the t o t a l  network propert ies v a r i a b l e  and t h e  

t o t a l  func t iona l  s o c i a l  support va r i ab le  would indicato t h a t  

bo th  va r i ab les  may have been measuring s imi lc r  phenomena. 

Th i s  may suggest t h a t  conceptuali l ing s o c i a l  support  as 

these  two separate dimensions may n o t  be va l id .  Norbeck 

he r se l f  has suggested t h a t  the subscales of a f f e c t  and 

affirmation may not be d i s t i n c t  (Norbeck. 1981 I. 

Social  suppart may exert i t s  influence a t  some broad 

l e v e l  of experience and s o  nay need t o  b e  viewed as a 

unidimensional cons t ruc t  r a the r  than multidimensional 

(Brown, 1986). Using Norbeck's model, a unidimensional 

perspective of s o c i a l  support  would show a canbination of 

network p roper t i e s  and func t iona l  soo ia l  suppar t  operating 

together.  

Whether the  components of s o c i a l  support  operate as 

d i s t i n o t  variables or operate in some combination i s  

undetermined. Fur the r  demonstration of t h e  complexity of 

t h e  in te r re la t ionsh ips  between components o f  s o c i a l  support 

is demonstrated b y  cor re la t ions  found between various 
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subsca les  of the Norbcok S a i a l  Support Questionnaire.  

Subscalo Correlat ions 

s i g n i f i c a n t  a s soc ia t ions  were a l s o  found between 

v a r i o u s  subscales of t h e  major s o c i a l  suppor t  variables 

st l ldied.  The frequency of con tac t  with network members had 

s e p a r a t e  s i g n i f i c a n t  c o r r e l a t i o n s  with the  subsca le r  of 

a f f e c t ,  a f f i rma t ion ,  a i d  and  duration of r e l a t ionsh ips .  

Increased oontaat  with network members map have enhanced the 

sub jec t s '  perceptions o f  t h e  networks, as prov id ing  more 

a f f e c t ,  aff irmation and aid.  Th i s  experience may have 

promoted t h e  maintenance of enduring r e l a t i a n s h l p s .  Thus 

a l l  network members, p a r t i c u l a r l y  hea l th  care providers 

might ensure frequent c o n t a c t  with c l i e n t s  to improve the i r  

perception o f  the  s o c i a l  support  provided and t o  contribute 

to l a s t i n g  re la t ionsh ips .  

as; wel l ,  sub jec t s  who perceived t h e i r  s o c i a l  networks 

as more r u p p o ~ t i v e  and who have - had n o r e  long-term 

re la t ionsh ips  may have h e n  more comfortable w i t h  frequent 

con tac t  wi th  network memhrs.  I t  may be t h a t  t h e s e  sub jec t s  

had s o c i a l  networks which d i d  not have t h e  nega t ive  impact 

found in o the r  s t u d i e s  (Melone, 1988; Tolsdorf ,  1976). 

The dura t ion  of r e l a t ionsh ips  was p o s i t i v e l y  oor re la ted  

with the separate subsca les  of af feot ,  af f i rmat ion ,  a i d  and 

frequency of contaot .  Sub jec t s  w i t h  more long-term 
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r e l a t i o n s h i p s  perceived t h e i r  networks as more suppor t ive  

a n d  had s higher amount o f  con tac t  with network members. 

T h i s  is cons i s t en t  with f ind ings  i n  s tud ies  of t h e  e l d e r l y  

where maintaining r e l a t i o n s h i p s  was mare suppor t ive  than 

f i n d i n g  a new conf idan t  lbowenthel & Haven, 19681. The 

importance of cons i s t en t  r e l a t i o n s h i p s  which are no t  time- 

l i m i t e d  has a l s o  been recognized as a c r u c i a l  element of 

~ o m n u n i t y  care f o r  c l i e n t s  with schizophrenia.  

An a l t e r n a t e  i n t e r p r e t a t i o n  would be t h a t  s u b j e c t s  who 

experienced t h e i r  s o c i a l  networks as suppor t ive  and who had 

h igher  amounts of c o n t a c t  wi th  network members may have been 

more w i l l i n g  t o  p a r t i c i p a t e  i n  long-term r e l a t i o n s h i p s .  

The number of s o c i a l  network rrmbers was p o s i t i v e l y  

r e l a t e d  t o  t h e  separa te  subsca les  of a f f e c t ,  a f f i rma t ion ,  

a i d ,  frequency of c o n t a c t  end dura t ion  of r e l a t ionsh ips .  

s u b j e c t s  who had l a r g e r  networks experienced t h e i r  networks 

as more supportive,  had more con tac t  with network members 

and  had longer l a s t i n g  r e l a t i o n s h i p s .  It  is tempting t o  

assume tha t  inc reas ing  network s i z e  would r e s u l t  i n  c l i e n t s  

experiencing more s u p p r t ,  i n t e r a c t i n g  more o f t e n  and 

remaining i n  r e l a t i o n s h i p s .  However, the  parameters beyond 

which networks may be overwhelming is unknown. The 

ind iv idua l  v a r i a b i l i t y  noted throughout s t u d i e s  suggests 

t h a t  c l i e n t s  d i f f e r  i n  t h e i r  requirements Lor t h e i r  own 

unique  s o c i a l  network and s o c i a l  support .  
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In summary, the correlations between these subscales of 

the Norbeck Social Support Questionnaire add further 

evidence to the perspective that social support in a complex 

concept and that additional knowledge of the relationships 

between specific aspects will be useful in providing 

interventions to enhance social support and community 

functioning for clients. 

Other study Variables and Communitv hmnctioninq 

Apart from the major social support variables end 

subscales previously discussed, the current age of subjects 

was the only other significant correlation found with 

community functioning as measured by the Global Assessment 

of Functioning Scale. This was partly due to the tools for 

data collection which were not designed to rate or rank 

mSPDD6eS for items such as housing or financial status. 

Thus correlations could not be calculated. 

No significant relationships -were found between 

community funotioning from the Global Assessment of 

Functioning Scale and age at first admission or number of 

hospitalizations although these have been noted as 

significant in other studies IMoller et al, 19821. It has 

been suggested however that these factors are not meaningful 

correlates of community adaptation, which was verified in 

this study IAvison & Speechley, 19871. 

AS well. no distinctions could be mede based on the 
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number of months since subjects had been discharged from the 

hospital. Differences in relationship needs may have bccn 

evident as described by Brier and s t rauss  (1984) but the 

study instruments were not designed t o  collect this data end 

the sample may have been too small. m e  fluctuating nature 

of the illness of schizophrenia with its frequent crises 

does nor result in steady, lasting improvement as may be 

found wlth other conditions. Thus subjects' levels of 

community functioning may have increased and decreased 

without any discernible pattern. 

A negative relationship was flund between cornunity 

fcnct~oning and the current age of subjects so that younger 

subjects had higher Global Assessment of Functioning scores. 

  his corresponds with information on young adult chronic 

Patients Ieachrach. 1982). Younver subjects were more 

likely to have had fever admissions with a shorter lengkh of 

Stay and so had experienced fewer, briefer disruptions in 

community tenure. AS well, they were more successful at 

adapting to community living. 

older subjects were more likely t o  have had lengthy 

hospi~alizations and often had lost or not developed 

potential sources of support, such as family and friends. 

They were also less likely to parfioipate in communz~y bared 

programs. =his correlation befween age and cornunity 

functioning has implications for service providers who will 

need to develop a, range of c m u n i t y  programs to meet the 
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needs of both younger and older olient groups. 

sumary of oiscvrsion of Results 

 he results related to this study's four research 

questions have been disoussed. In geoeral, subjects 

occupied the marginal position in society which has been 

aasooiated with clients with schizophrenia. Subjects' 

Social networks were small, family-dominated and provided 

1.58 P U P P O ~ ~  than thee available to other groups. 

A positive significant relationship was found between 

social support as measured by the Noebeck Social support 

Questionnaire and level of community functioning as measured 

by the Global Asserarnenf of Functioning Scale. Number of 

network members, duration of relationships with network 

members and frequency of confaof with members were 

positively associated with each other and also with the 

perceived amounts of affect, affirmation and aid available 

from the network. This information doer not indioate that 

drastic changer in the type of network and level of support 

would be benefioial for this group. Questions still remain 

regarding the optimal network and level of support for 

clients with schizophrenia. The suggestion is that some 

undetermined combination of these aspects is most 

appropriate. 

subjects were also found to have various difficulties 

In conununlt~ functioning and exhibited many of the 
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c h a r a c t e r i s t i c s ,  such as  l i v i n g  wi th  family,  or l ack  a€ 

involvement wi th  s t ruc tu red  a c t i v i t y ,  which have been 

demonstrated hy t h i s  c l i e n t  group. Although the  l e v e l  of 

camuniey  func t ion ing  wes assoc ia ted  with s o c i a l  support ,  

t h e  d i r e c t i o n  of t h i s  r e l a t ionsh ip  was not es tab l i shed  ~n 

t h i s  s tudy  and requ i res  fu r the r  exploration.  An i n i t i a l  

s t e p  i n  t h i s  process i s  t o  incorporate the  r e s u l t s  of t h i s  

study wi th in  a conceptual framework. 

Discussion of Resu l t s  and Conce~tue l  Framework 

I n  order f o r  t h e  r e s u l t s  of t h i s  srudy t o  be use fu l  in 

O l i n i c a l  p rac t i ce  or as a b a s i s  for f u t u r e  theory and 

resea rch ,  it i s  important t o  consider them within the 

conceptual  framework used i n  t h i s  study l ~ i g u r e  3 1 .  

The f i r s t  aspect  of the  adap ta t ion  of Norbeck's model 

cons ide r s  t h e  i n t e r a c t i o n  between t h e  person and the 

s i t u a t i o n  end how t h i s  determines not only the need for 

s o c i a l  support  b u t  a l s o  i t s  ac tua l  and perceived 

a v a i l a b i l i t y .  Th i s  i n t e r a c t i o n  w i l l  be discussed with 

respec t  t o  t h i s  study.  

P roner t i e s  of the  nerson. 

An understanding of the  psychodynamics underlying 

schizophrenia emphasizes the  d i f f i c u l t i e s  with attachment 

which are experienoed by c l i e n t s  with t h i s  i l l n e s s .  C l i en t s  

with schizophrenia o f t en  have experienced e a r l y  childhood 
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relationships which did not provide a necessary basis for 

the development of future attachment relationships, Thin 

results in adult patterns of interpersonal relationships 

whereby clients differ in their need for affiliation with 

others. 

some may avoid involvement and interact only 

s~perfi~i~lly, or they may become highly dependent and 

overinvolved with attachment figures. Both extremes were 

demonstrated in this study. These patterns interfere with 

the development of satisfying relationships and elioit 

negative responses frcm others thereby compounding clients' 

difficulties in relating. Problems in attachment in turn 

lead to difficulties with establishing, maintaining and 

utilizing a soaial network whieh will provide adequate 

social support. Dysfunctional attachment patterns also lead 

to increased vulnerability to stress which further inoreases 

the need for social support. Impaired attachment may 

interfere a6 well w ~ t h  the manner in which clients perceive 

or react to life events (West et al.. 19861. This may again 

increase the need for social support in situations such as 

Crisis. It may also nffeot clients' perceptions of the 

Support provided by the network so that support is viewed as 

inadequate. 

Other characteristics of the individual have been 

identified which may impact on social support and which were 

noted in the sample. The majority of subjects were male, 
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under 40 years of age and "married; characteristics which 

have been associated with a lack of social suppart. 

Although men receive less support, it is unclear as to 

whether they actually differ in their requirements (Norbeck, 

19811. Within the general population, adults in the same 

age group would derive support from co-workers and friends, 

sources of support which were denied most subjects. Being 

unmarried meant that subjects lacked an important potential 

SOUTEO Of SUpPOTt. 

Although not specifically addressed in this study, 

characteristics such as sooial competence and beheviours 

affect the social support process. Appropriate behaviour is 

necessary for individuals to develop and maintain 

relationships. Clients with schizophrenia have been 

described an demonstrating inappropriate, excessive self- 

diacloaure whioh results in a negative response from others. 

 his is compounded by their misinterpretation and over- 

reaction to such negative feedback (Kaylae L Zimpfer. 19871. 

Similarly, when questioned about recent symptomatology, 

subjects described behaviourr such as withdrawal from 

people, aggression and substance abuse which did not conform 

to the norms of the community and which interfered with the 

establishment and maintenance of a social network. 

Properties of the situation. 

Properties of the person interact with properties Of 
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the situation to determine the need for and availability of 

social support. Properties of the situation which affect 

social support include the role demands and expectations of 

daily life which may be more stressful for clients with 

schizophrenia. Expectations of others such as families. 

peers, employers and health oare providers may be 

o.!ewhelming. In turn, clients may be viewed as 

irresponsible, unfriendly and unmotivated rather than 

recognizing that role demands may be inappropriate. 

LOSS of social roles or failure to achieve such roles 

also influences sooial support. Loss of a role such as 

employee or program participant may affect clients' self- 

esteem, increase stress and increase the need for social 

support. At the name time, such losses mean a loss of 

sources of support as clients have less opportunrty to 

interact with others. actual 1086 of network members and 

support was also found to be conanon for the subjects in this 

study. 

The long-term stress of a chronic illness such as: 

Schizophrenia is another situational characteristic of 

importance. Continuing, fluctuating symptoms, medication 

side-effects, an indefinite prognosis and ineffective 

treatments are associated with sohizophrenia. These 

difficulties increase the need for social support while 

decreasing the likelihood that support will be available or 

adequate. 
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The nature of schizophrenia dictates that most clients, 

inc1uding the subjects in this study, experience frequent 

crises, ."oh as a relapse requlrlng admission. Trans!.tianal 

crises are also common such as those experienced when a 

client moves from the hospital to the community. 

other such stressors encountered by subjects included 

unemployment, poverty and inadequate housing. A leck of 

understanding by families end a negative response from the 

community present additional problems which would impact on 

social support. 

Social SUDDort: Need and availability. 

Properties of the person and the situation interact to 

affect the need for social support and the availabilty of 

social support from the social network. social support is 

conceptualized by Norbeck as being composed of two major 

components: network properties and functional social 

support, both of which are affected by properties of the 

person and the situation. These properties of the person 

and situation do not interact in a linear fashion but rather 

in a spiral so that their impact represents a complex 

process. For example, difficulties in forming relationships 

may result in an increased need for social support but will 

decrease its availability because the social network will be 

lacking. 

Similarly the long-term course of schlrophrenia with 
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its frequent crises will lead to higher support needs. 

  ow ever support is leas likely to be available as potential 

sources of support are unwilling or unable to provide the 

support required. In this same manner, many individual and 

situational characteristics interact to inorease the need 

for support while decreasing the availability which 

subsequently intensifies the need for social support. 

A balance is required between the amount of support 

needed and the actual support available. Kahn and Antonucci 

(19801 have also referred to the importance of this goodness 

of fit so that the support available is appropriate in type, 

quantity and quality. A lack of social support will not 

assist with fulfillment of roles or promote well-being. An 

excess amount of SUPPOT-c may negate some of the benefits by 

overwhelming the individual. THe client may perceive 

himself as helpless or unable to reciprocate and thus the 

support becomes another source of stress. 

Achieving this balance between need and availability is 

further oompounded by clients' perceptions of the social 

support available from the social network. That the social 

network and the actual support available may differ from 

clients' perceptions has been demonstrated lcrotty & Kulys, 

19851.  Norbeck's model does not distinguish beween actual 

and perceived support and appears to consider them as one 

variable. It is useful to attempt to measure the actual 

support available fro" the aceual social network but it is 
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eaaenti-1 eo determine the clients' perceptions of that 

social support. A modification of Norbeck's nodel was 

included in this study's conceptual framework to encompass 

the clients' perceptions of network properties and 

functional social support and their relationship to 

properties of the person and the situation. 

Perceptions of social support are also effected by 

properties of the person. Dysfunctional attachment 

relationships, negative network orientation, hostility, or 

paranoid thinking will have a negative impact on the 

clients' perceptions of available social support. 

Situational properties. ouch an the many stressors 

encountered by clients with schizophrenia, may shape their 

perceptions of the social support available to them. 

Attampring to =ope with the stress of unemployment. 

inadequafe housing, poverty, and lack of community 

acoeptance may lead clients to expect little or no support 

end to perceive potential support in this negative manner. 

m i 8  may also contribute to the development OL a network 

whioh is incapable of providing adequate support. 

This growing body of knowledge about social support 

must be applied in nursing practice to promote the wcll- 

being of olienta. This will now be discussed. 

Clinical ao~lisation. 

Although further research is needed on the clinical 
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application of social support, the components of the nursing 

pmcess: assessment, planning, intervention and evaluation, 

can incorporate the information already available. Nurses 

have traditionally included an assessment of the client's 

sooial enviroment and have provided related interventions. 

However, e more formalized approach which facilitates mare 

effective interventions is required. 

Assessment. 

Health care providers remain unclear about the 

appropriate quantity and quality of social support and the 

most effective type of social networks for olienta with 

schizophrenia in the community. Some areas requiring 

assessment have been identified from research findings and 

are similar to the variables considered in this study. 

It Is useful to determine structural charaateristics 

of clients' %-la1 networks such as the size, frequency of 

Contact With network members and the duration of these 

relationships. The extent of density or interconnectedness 

of network members should also be assessed. 

In addition to structural characteristics, functional 

properties of the network should be determined to assess the 

types and quality of support available. Clients should be 

asked about the types of support they receive, such as 

feelings of belonging or practical assistanoe. How 

effective and available this ruppcrt is should also be 
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included. It is useful to consider some measure of 

reciprocity to deterrrne whether the clients arc able or 

likely to return nome of the support provided to them. 

Properties of the individual such as the social roles 

of the clients should be considered with attention to the 

support available to fulfill these roles in times of stress, 

as with hospitalization, Individual patterns of 

affiliation; coping patterns; and relevant demographic 

characteristics, such as age or marital status can also be 

included. 

Properties of the situation, such as the many strersors 

experienced by clients with schizophrenia can be assessed. 

Unemployment, inadequate housing, and poverty impact on 

social support and require attention. The expectations of 

others, such as families or health care providers can be 

assessed to determine whether clients are able to fulfill 

these expeotationr. The degree of psychiatric disability 

and interference with daily living should be considered. 

During the assessment phase, it is essential for health 

care providers to determine not only the need for and 

availability of social support, but to consider the olients' 

perceptions of this support. For example, family members 

nay report that they provide e high level of support but 

clients may experience this as interference rather than 

support. Knowledge of possible discrepancies and the nature 

of olients' perceptions provide useful informarlon in 
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planning nursing interventions. 

-. 
AS with the assessment phase, there is a lack of 

specific guidelines for the planning process. Norbeck 

(1981) has suggested four areas for consideration in 

planning social support interventions. These include first 

the capacity of the social network to make changes that 

would increase the provision of social support. The second 

area is the ability of the client to establish and maintain 

relationships. Thirdly, the extent to which eelf-help 

groups and ley support can be useful should be considered. 

The last area suggested is the social support required by 

the client. 

Interventions. 

Further intervention trials and empirical studies are 

required before interventions can be recommended 

definitively Illorbeck, 1988; Stewart, 1989a. 1989b). 

However nurses can use available information to improve 

Social support for olients with schizophrenia. The major 

areas for intervention focus on the client or the social 

network. 

Interventions associated with the client include 

strengthening and maintaining the existing social network 

and imProvin9 skills needed to establish network 
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relationships (Ellison. 19831. Assisting clients to become 

aware of their own perceptions of the social support 

available to them and their level of satisfaction with this 

is an important intervention and involves the clients in 

their own treatment program. 

Because problems nay arise not from the availability of 

support but rather from clients' perceptions, it may be 

helpful to assist clients to develop a more positive 

Perception of their social networks. Negative network 

orientation, paranoid thinking and misinterpretation of 

behaviour are oheracteristics which ere associated with this 

group and which require intervention. Other measures may be 

implemented such as reducing the amount of contact with 

network members who have a negatlve impact. 

cliencs with schizophrenia are often lacking in the 

skills needed for the development and maintenance of a 

social network. They experience anxiety in relationships 

and so may develop relationships which are overly involved 

or superficial. Interventions to improve social and 

comunioation skills may be benefioial. Techniques may be 

needed to assist clients to recognize and respect the 

boundaries and norms inherent in relationships. 

Inappropriate self-disclosure has been noted as a 

characteristio which interferes with relationships and 

requires modification to lessen the negative response from 

others IKayloe & Zimpfer, 1987). 
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one expectat ion of a r e l a t i o n s h i p  is t h a t  of 

r ec ip roc i ty .  C l i e n t s  with schizophrenia t end  t o  have 

dependent, u n i l a t e r a l  r e l a t ionsh ips  so t h a t  they r e c e i v e  

support  b u t  do not r ec ip roca te  i n  a s i m i l a r  manner. 

Recognizing tha t  they are capab le  of providing suppor t  and 

developing the necessary s k i l l s  t o  do so, may be  a n  

empowering experience for c l i e n t s  and w i l l  f a c i l i t a t e  

r e l a t ionsh ips .  

In te rven t ions  focusing on s o c i a l  networks p r i m a r i l y  

involve t h e  development of a n  appropriate network. C l i e n t s  

may need t o  f i r s t  acknowledge l o s s e s  from t h e i r  networks and 

then recons t ruc t  the  network. C l i en t s  with sch izophren ia  

o f t e n  form re la t ionsh ips  wi th  o the r s  who are s i m i l a r l y  

d y ~ f u n c t i o n a l  and $0 may need to  e l imina te  or reduce c o n t a c t  

with some network members. 

As demonstrated by t h i s  study,  there i s  a l s o  a need t o  

add a broader range of suppor t  sources, r a t h e r  t h a n  

depending mainly on family.  The use of n a t u r a l  and  s e l f -  

help networks should b e  promoted whenever t h e y  oan prov ide  

adequate support .  From t h i s  study,  s o c i a l  support  may b e  

enhanced by inc reas ing  t h e  number of network members, 

inc reas ing  the d u r a t i o n  of r e l a t ionsh ips  and frequenoy o f  

con tac t ,  and a l s o  by inc reas ing  the amount of suppor t  

provided. 

Network members themselves may need a s s i s t a n c e  w i t h  

providing support .  Educational  and  support  groups, such as 
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Fr iends  of Schizophrenics,  can h e l p  network members t o  

b e t t e r  provide appropr ia te  Support while a l s o  i n c r e a s i n g  the 

amount of support  ava i l ab le  t o  network members Lhemselves. 

In te rven t ions  of t h i s  type may be espec ia l ly  va luab le  for 

f a m i l i e s  who demonstrate high l e v e l s  of expressed emotion. 

Ongoing p ro fess iona l  s u p p o r t  i s  another e s s e n t i a l  

i n t e r v e n t i o n  t o  enhance s o c i a l  support. Although 

p ro fess iona l  support  may be temporary f a r  some groups,  f o r  

c l i e n t s  w i t h  schizophrenia,  support i s  o f t en  r e w i r e d  on a 

long-term b a s i s .  l inkages between professional  sources  and 

o the r  network members have been reconmended (E l l i son .  1983).  

While t h e r e  are many b e n e f i t s  to  t h i s  type of in te rven t ion .  

t h i s  must b e  approached w i t h  respec t  f o r  c o n f i d e n t i a l i t y  

whioh is a p a r t i c u l a r  concern f o r  c l i e n t s  wi th  

schizophrenia.  

Evaluation.  

Norbeck's model does  no t  spec i fy  pos i t ive  and n e g a t i v e  

h e a l t h  outcomes. It can b e  assumed t h a t  adequate s o c i a l  

suppor t  l e a d s  t o  elnotianal  a n d  physical  well-being. Within 

the c o n t e x t  of t h i s  study,  s p e c i f i c  outcomes re fe r  t o  t h e  

l e v e l  of c m u n i t y  func t ion ing  s o  tha t  a pos i t ive  outcome 

ind ica tes  a higher l e v e l  of camuni ty  functioning while a 

negative outcome refers t o  a lower level of community 

func t ion ing .  The process by which s o c i a l  suppor t  might 

impact upon community functioning remains unc lea r .  However 
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knowledge about the general  dcchanism fo r  s o c i a l  suppor t  can 

be  app l i ed  t o  the f ind lngs  of t h i s  study.  

S o c i a l  support  has been desc r ibed  as  having a d i r e c t  

e f f e c t  on hea l th  outcomes. wi th in  t h i s  s t u d y ' s  conceptual  

framework, it can b e  postulated tha t  s o c i a l  suppor t  may have 

a d i r e c t  impact on comuni ty  functioning.  An appropr ia te  

combination o f  qua l i ty  and q u a n t i t y  of s o c i a l  suppor t  may 

r e s u l t  in improved func t ion ing  f a r  c l i e n t s  with 

schizophrenia i n  t h e  oommunity. 

c l i e n t s  who f e e l  t h a t  o t h e r s  c a r e  about them, b e l i e v e  

i n  them and are w i l l i n g  t o  provide ass i s t ance  may eva lua te  

themselves more p o s i t i v e l y ,  and have e g r e a t e r  s e n s e  of 

mastery and con t ro l .  This enables o l i e n t s  t o  b e t t e r  

p a r t i c i p a t e  i n  the comuni ty .  when t h i s  q u a l i t y  of suppor t  

i s  provided by an adequate number of people wi th in  s o c i a l  

networks who have r e g u l a r  ongoing con tac t  wi th  c l i e n t s ,  t h i s  

a l s o  f a c i l i t a t e s  oommunity adap ta t ion .  

Examples of t h i s  d i r e c t  r e l a t ionsh ip  might be d i r e c t  

suppor t  provided by s t a f f  i n  a supported employment p r o j e c t ,  

peer vo lun tee r s  who o f f e r  f r i endsh ip  i n  a s o c i a l  s e t t i n g ,  o r  

f a m i l i e s  who provide a suppor t ive  env i roment  and adequate 

housing for a r e l a t i v e  w i t h  s sohi=ophrenic i l l n e s s .  

a l though  the processes may not appear as d i s t i n o t i v e l y  

as desc r ibed  i n  the  l i t e r a t u r e ,  s o c i a l  support  a l s o  has a 

buf fe r ing  o r  mediating e f f e c t  on hea l th  outcomes, s u c h  as 

cornun i ty  functioning.  Thus s o c i a l  support  f a c i l i t a t e s  the  
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management of s t r e s s o r s  by reduc ing  or el iminating the 

s t r e s s o r s  or t h e i r  impact, thereby r e s u l t i n g  i n  improved 

c o ~ n u n i t y  functioning.  S o c i a l  suppor t  may a s s i s t  c l i e n t s  to 

more e f f e c t i v e l y  manage r t c e s r o r s  such as unemployment, 

synptomatology, or d i scharge  from hospital .  

W i s  proces8 may occur by improving t h e  c l i e n t ' s  sense  

of mastery over  s t r e s s a r s ,  bf reduc ing  the perceived t h r e a t  

o f  sueh s t r e s s o r r  o r  by other unknown mechanisms. Success 

i n  dea l ing  w i t h  s t r e s s o r r  improves se l f -es teem,  mastery and 

coping s k i l l s  and rnay dec rease  f u r t h e r  v u l n e r a b i l i t y  to  

s t r e s s  the reby  con t r ibu t ing  aga in  t o  higher l e v e l s  of 

oommunity functioning.  

Examples of t h i s  buf fe r ing  process n igh t  include a 

c l i e n t  with adegmate support  who p a r t i o i p a t e s  as a volunteer 

r a t h e r  than despairing over a l a c k  oE employment; or a 

c l i e n t  who temporari ly i n c r e a s e s  con tac t  w i t h  h i s  family and 

case manager while he adjusts t o  the t r a n s i t i o n  from a 

halfway house t o  h i s  own apartment.  I n  bo th  examples, 

s o c i a l  support  f a c i l i t a t e s  the c l i e n t ' s  management of 

~ t r e s s o r s  SO tha t  the l e v e l  o f  o o m n i t y  func t ion ing  is 

maintained o r  improved. 

B i d i r e c t i o n a l  Model o f  S o c i a l  s u ~ o o r t  and C m u n i t u  

Punctioninq 

Norbeck has a l s o  sugges ted  t h a t  r e l a t ionsh ip8  between 

s o c i a l  support  and h e a l t h  outcomes rnay be b i d i r e c t i o n a l  
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(Norbeck, 19881. Based m t h i s  s tudy  and  Norbeck's model of 

s o c i a l  support .  a b id i rec t iona l  model can b e  developed t o  

consider the re la t ionsh ip  between s o c i a l  support  and  

cornun i ty  functioning (F igure  41. I n  c o n t r a s t  to  t h e  

modi f i ca t ion  o f  Norbeck's model (Figure 3 ) ,  t h i s  

b i d i r e c t i o n a l  model incorpora tes  t h e  possible impact of 

community functioning on s o c i a l  suppor t .  

AS with  soo ib l  support ,  p r o p e r t i e s  of the person and 

t h e  s i t u a t i o n  i n t e r a c t  to a f f e c t  cornunity functioning as 

w e l l  as the need for and  a v a i l a b i l i t y  o r  perception of 

s o c i a l  suppor t .  P roper t i e s  of c l i e n t s  wi th  sohizophrenia 

would inc lude  inadequate coping and d a i l y  l i v i n g  s k i l l s ,  

d i f f i c u l t i e s  i n  in te rpa r sone l  r e l a t ionsh ips ,  and con t inu ing  

p s y e h i e t r i ~  symptoms. P r o p e r t i e s  of t h e  s i t u a t i o n  for  t h i s  

c l i e n t  group would include poor housing,  lack of employment, 

inadequa te  and i n e f f e c t i v e  community based programs, and 

negative a t t i t u d e s  from t h e  oommunity. 

Such charac te r i s t i c s  i n t e r a c t  to  determine t h e  c l i e n t s '  

l e v e l s  o f  c m u n i t y  funotioning a n d  as previously d i scussed ,  

also impact on s o c i a l  support. Higher l e v e l s  of funo t ion ing  

would be expected far  c l i e n t s  who have more s k i l l s  and 

a b i l i t i e s  and a l e s s e r  degree of psych ia t r i c  d i s a b i l i t y ,  and 

who experience fewer s i t u a t i o n a l  s t r e s sor .  arid have more 

community resources. 

T h i s  d e l  hypothesizes t h a t  h igher  l e v e l s  of cornunity 

func t ion ing  w i l l  lessen t h e  need for s o c i a l  support ,  
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increase t h e  a v a i l a b i l i t y  of suppor t  and improve t h e  

o l i e n t s .  p e r c e p t i ~ n s  of t h a t  suppor t .  As with s o c i a l  

support ,  t h e  process by which community functioning has its 

impact i s  unc lea r .  

I t  may be that  c l i e n t s  who perform b e t t e r  i n  t h e  

cornunity a r e  more s k i l l e d  a t  developing and maintaining a n  

e f f e c t i v e  network and e l i c i t  more suppor t  of a n  appropr ia te  

qua l i ty .  Because they are more s u c c e s s f u l  i n  t h e  oomuni ty ,  

they may experience a l e s s e r  need for s o c i a l  support  and may 

a l s o  perceive t h e i r  networks as more suppor t ive .  

The nurs ing  process can a l s o  be incorporated i n  t h i s  

model so t h a t  e a c h  phase i n c l u d e s  a t t e n t i o n  to  c o r n u n i t y  

func t ion ing .  assessment o f  comuni ty  functioning has been  

described as d i f f i c u l t  b u t  should ob ta ln  information o n  

r e l a t i o n s h i p s  and s o c i a l  adjustment, symptoms, c o m u n i t y  

l i v i n g  s k i l l s ,  housing, employDlent or education,  f i n a n c i a l  

resources.  leisure a c t i v i t i e s  and  involvement wi th  t h e  

hea l th  care system. 

Nursing in te rven t ions  may f o c u s  o n  the individual  o r  

the  community environment. I n d i v i d u a l  in te rven t ions  a r e  

designed t o  improve cornunity l i v i n g  s k i l l s  and  l e s s e n  

obs tao les  such as symptomatology. In te rven t ions  in t h e  

community focus on areas such as improving community 

accep tance ,  and increasing the  a v a i l a b i l i t y  and  

e fEec t iveners  o f  c m u n i t y  programs. I n  t h i s  s tudy ' s  model, 

eYa1uation would measure not only t h e  l e v e l  of c o m u n i t y  
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functioning a f t e r  in te rven t ions  have  been provided, but 

would a l s o  cons ide r  whether improved c m u n i t y  functioning 

l eads  t o  a dec reased  need f o r  social suppor t ,  increased 

a v a i l a b i l i t y  o f  support  and/or e more pos i t ive  pe rcep t ion  of 

t h a t  support .  

while t h i s  model can be used t o  d i s c u s s  the f ind ings  of 

t n i s  s tudy ,  it i s  recognized t h a t  f a c t o r s  not included in 

t h i s  s tudy  w i l l  a l s o  have t h e i r  impact.  F o r  example, s o c i a l  

support  i s  Often l inked  with s t r e s s  (Norbeck, 1988)  and  $0 

the  d i r e c t  r o l e  of s t r e s s  on b o t h  s o c i a l  support  and 

community func t ion ing  requ i res  s t u d y  as w e l l  as i t s  

mediating e f f e c t  between s o c i a l  suppor t  and conanunity 

functioning.  

I n  summary, r e s u l t s  from t h i s  study of r o c i a l  support  

and community functioning hsve been d i scussed  and 

suggestions made fa r  incorpora t ing  the f ind ings  wi th in  en 

adap ta t ion  o f  Norbeck's model of s o c i a l  support. Further 

impl ica t ions  and recommendations based on  t h i s  study wi l l  

now be considered.  



CHAPTER VI  

Irnolications and Reconmendations 

Sumnary 

T h i s  study evolved from an i d e n t i f i c a t i o n  o f  the need 

t o  increase knowledge regard ing  t h e  concept of s o e i a l  

support  and i t s  r o l e  i n  con t r ibu t ing  t o  a b e t t e r  

understandin9 of c l i e n t s  with schizophrenia and t h e i r  

a b i l i t y  t o  function i n  t h e  o m u n i t y .  

Th i r ty  s u b j e o t ~ ,  ages 18 t o  61 y e a r s ,  with a diagnosis 

o f  schizophrenia who attended a n  mbula to ry  Care s e r v i c e  and 

"'no had been discharged f rm a psych ia t r i c  hospital  wi th in  

t h e  P a s t  y e a r ,  pa r t i c ipa ted  i n  t h e  study.  The study 

instruments u t i l i z e d  were t h e  Norbeck Soc ia l  Support 

Questionnaire, the Global Assessment of Functioning s c a l e ,  

and a C l ien t  P ro f i l e ,  developed by t h e  inves t iga to r .  

Information was obtained r e l a t e d  to  s u b j e c t s '  pe rcep t ions  of 

t h e i r  s o c i a l  networks, t h e i r  perceptions o f  s o c i a l  support  

a v a i l a b l e  from those networks, and t h e i r  l e v e l s  o f  camuni:y 

funotioning. Relationships between community f u n ~ t i o n i n g  

and s o c i a l  support  were analyzed.  

The r e s u l t s  of the study demonstrated that  t h i s  sample 

o f  c l i e n t s  wi th  schizophrenia occupiad a marginal s t a t u s  

within the c m u n i t y ,  had impoverished networks and 

experienced l e a s  s o c i a l  support  t h a n  o t h e r  groups. While 
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susgestions can be offered about enhancing the s o c i a l  

support  of t h i s  ~zOUP, the Parameters r e l a t e d  t o  the  idea l  

type o f  s o c i a l  networks and optimal s o c i a l  support  are ye t  

t o  be  determined. Furtllermore, a r e l a t i o n s h i p  was found 

between s o c i a l  suppar t  end community func t ion ing  which shows 

promise f o r  improving t h e  l i v e s  of c l i e n t s  with 

schizophrenia.  

The r e s u l t s  o f  t h e  study were then incorporated within 

a modified model of s m i a l  support  developed by Norbeck 

(19811. S o c i a l  suppor t  was conceptualized as func t iona l  

s o c i a l  support .  composed of a f f c o t ,  a f f i rma t ion  and a i d !  and 

s o c i a l  network p roper t i e s ,  composed of network ~ i z e ,  

dura t ion  of network re la t ionsh ips  and frequency of con tac t  

with network members. Both functional  s o c i a l  support and 

network p r o p e r t i e s  were s i g n i f i c a n t l y  r e l a t e d  t o  comnunity 

functioning.  

Beoause t h i s  r e l a t ionsh ip  may operate i n  two 

d i rec t ions ,  it can be suggested t h a t  enhancing s o c i a l  

SUPPOI~ may improve community func t ion ing  and a l t e r n a t i v e l y  

tha t  improving comnunity functioning may improve s o c i a l  

support. While t h i s  study may have produced r e s u l t s  which 

answer the s tudy ' s  r e sea rch  questions,  it Is a l s o  e s s e n t i a l  

to  cons ide r  how these  r e s u l t s  can be u t i l i z e d  i n  nursing 

p rac t i ce ,  theory  development and fu tu re  resea rch .  
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Nursino Practice 

Although s o c i a l  suppor t  has been i n t e g r a t e d  in nursing 

p rac t i ce  on an in fo rmal  bas i s ,  the wealth o f  information now 

available should prompt nurses t o  incorpora te  t h e  concept of 

s o c i a l  support  as a n  e s s e n t i a l  component of nursing 

practice.  The i d e n t i f i c a t i o n  by c l i e n t s  of profei;sianal 

sources of suppor t  i n  t h e i r  s o c i a l  networks a l s o  po in t s  t o  

thin cons ide ra t ion .  Nursing assessment i n  any c l i n i c a l  area 

should include a t t e n t i o n  to  the  s o c i a l  networks and s o c i a l  

smpport of c l i e n t s .  Nursing in te rven t ions  designed t o  

enhance s o c i a l  s u p p o r t  can he implemented i n  any p r a c t i c e  

se t t ing .  Evaluation of nursing c a r e  should include 

consideration of t h e  e f fec t iveness  of such  in te rven t ions  i n  

improving i n t e r p e r s o n a l  env i raments .  

In te rven t ions  to  enhance s o c i a l  suppor t  could inc lude  

ass i s t ance  with en la rg ing  o r  developing e f f e c t i v e  s o c i a l  

networks, inc reas ing  the  amount of $on tac t  with network 

members and main ta in ing  long-term r e l a t i o n s h i p s .  Developing 

a broader base of suppor t ,  p a r t i c u l a r l y  from f r i ends ,  is 

e s s e n t i a l  f o r  c l i e n t s  with schizophrenia.  Improving t h e  

a v a i l a b i l i t y  of a c t u a l  suppar t  an6 promoting a more p o s i t i v e  

perception of t h a t  support  o n  the part  o f  c l i e n t s  are a l s o  

use fu l  nursing i n t e r v e n t i o n s .  

The concept of s o o i e l  support  is one which can be  

introduced to  c l i e n t s  and cur ren t  o r  po ten t i a l  network 

members er a means of promating s e l f - h e l p  end t h e  
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involvement of community members. Ass i s t ance  may be 

provided t o  enab le  o t h e r s  t o  provide suppor t  and  so nurser 

may become involved i n  organizing suppor t  groups f o r  

r e l a t i v e s  o r  vo lun tee r  programs. While t h e  goal i s  t o  

a s s i s t  c l i e n t s  and networks to operate e f f e c t i v e l y  without 

professional  involvement,  c l i e n t s  with schizophrenia may 

requ i re  c o n s i s t e n t ,  long-tern p ro fess iona l  support .  

Promotion of in te rven t ions  such as increasing s o c i a l  

support  are e s s e n t i a l  f o r  c l i e n t s  wi th  sohirophrenia.  I t  is 

important t.owever, t o  continue t o  develop and provide 

h o l i s t i c  t r ea tment  approaches f o r  t h i s  c l i e n t  group. 

In tegra t ion  of bio log ica l .  psychological ,  s o c i a l  and 

e n v i r o ~ l e n t a l  s t r a t e g i e s  w i l l  be of most b e n e f i t  to c l i e n t s  

and t h e i r  f a m i l i e s .  

Environmental in te rven t ions  are p a r t i c u l a r l y  important 

in a s s i s t i n g  c l i e n t s  with schizophrenia t o  achieve higher 

l eve l s  of func t ion ing  i n  the community. The need e x i s t s  t o  

improve i n d i v i d u a l  s k i l l s  and dec rease  psych ia t r i c  

d i s a b i l i t y  bu t  t h i s  w i l l  be i n e f f e c t i v e  u n l e s s  combined with 

adequate community resources.  

Nurses must become involved i n  s o c i a l  welfare and 

public po l i cy  by advocating wi th  governments, the  cornunity 

and hea l th  care p rov ide rs  f o r  e f f e c t i v e  cornnunity programs. 

This may i n c l u d e  lobbying for funds, providing d i r e c t  

services,  or o f f e r i n g  program c o n s u l t a t i o n  end  evaluation.  

Adequate housing, emploment, and f i n a n c i a l  resources are 
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a r e a s  which requ i re  improvement t o  enab le  c l i e n t s  t o  succeed 

i n  the community. 

Nursing Theory 

For nursing p r a c t i c e  t o  be e f f e c t i v e ,  it must be bared 

o n  sound nursing theory.  The domain o f  e n v i r o m n t  i s  being 

inc reas ing ly  recognized as a c r i t i c a l  component of theory 

development. Soc ia l  support  as one e l s n e n t  of t h e  s o c i a l  

environment needs to  be Incorporated in cur ren tmurs ing  

t h e o r i e s .  Th i s  a p p l i e s  not only t o  the a v a i l a b i l i t y  of 

support  but a l s o  to  c l i e n t s '  pe rcep t ions .  

The concept of s o o i a l  support i t s e l f  r e q u i r e s  fu r the r  

conceptual  c l a r i f i c a t i o n .  How s o c i a l  support  opera tes  to  

impact on v a r i a b l e s  and the d i r e c r i o n a l i t y  of these  

re la t ionsh ips  requ i res  consideration.  whether s o c i a l  

support  i s  a unidimensianal  or mult idimensional  concept a l s o  

remains unclear,  The nature of t h e  nega t ive  impact of 

s o c i a l  support  also r e m l r e s  fu r the r  s tudy .  

Although s o c i a l  suppar t  r ep resen t s  an area of shared 

knowledge with other d i s c i p l i n e r ,  i t  is e s s e n t i a l  for nurses 

t o  develop knowledge of t h e  concept which oan be app l i ed  to  

nursing p rac t i ce .  P a r t i c u l a r l y  i n  the a rea  of mental 

hea l th ,  knwledge f r o m  o t h e r  d i s c i p l i n e s  has been adapted to  

nursing.  I t  i s  necessa ry  f o r  nurses  t o  now develop and 

a r t i c u l a t e  t h e i r  own exper t i se  i n  t h i s  area which can then 

be u t i l i zed  by  o the r s .  
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Nursing Research 

Replication of t h i s  study and a v a r i e t y  of 

modifications would b e  use fu l  i n  inc reas ing  knowledge of 

s o c i a l  support .  Due t o  t h e  small  sample r i l e ,  it would be 

recornended t h a t  o t h e r  s tud ies  be implemented wi th  l a rge r  

samples. s tudy of c l i e n t s  with other p ryoh ia t r i c  diagnoses 

would add to  an understanding of mental hea l th  and mental 

i l l n e w .  s t andard iza t ion  of study c r i t e r i a .  such as age. 

sex or length o f  time s ince  discharge from h o s p i t a l .  oould 

a l s o  be oonsidered by o the r  researchers.  

This study h a s  pointed t o  t h e  ongoing need for 

refinement and s t andard iza t ion  of t h e  ooncept of s o c i a l  

support  and measurement instruments. There i s  a l s o  a need 

t o  go beyond d e s c r i p t i v e  s tud ies  and des ign  einpirioal 

s tud ies  which w i l l  provide information about nursing 

in te rven t ions  t o  enhance s o c i a l  suppart .  This i s  

p a r t i c u l a r l y  ev iden t  in t h e  f i e l d  of mental h e a l t h  nursing. 

Longitudinal des igns  t o  s tudy  t h e  changing na tu re  of s o c i a l  

suppar t  are also neoessary.  

The s e l e c t i o n  and measurement of co r re la tes  of 

community adap ta t ion  remains a cha l l enge .  Improved 

co&unity func t ion ing  for c l i e n t s  is a primary goal fo r  

nursing and SO nurses must become involved i n  developing 

more e f f e c t i v e  means of measuring adequate functioning i n  

t h e  comunity.  

mis is no tab ly  important for c l i e n t s  with 
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schizophrenia, a group which encounters many difficulties in 

the community. Nurses can contribute to an understanding of 

effective treatment programs for this client group by 

designing empirical studies to evaluate the success of 

interventions. 

The overall task remains to provide rnore precise 

information about the types of social networks and levels of 

social suppart which are most useful for clients with 

schizophrenia and which will contribute to the achievement 

of optimal community functioning. 

Canclusionr 

In conclusion, this study has demonstrated the value of 

studying social support and community functioning of olients 

with schizophrenia. The need for utilization of the ooncept 

Of Social support in nursing practice end future theory 

development and research is critical. 
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APPENDIX A 

NORBECK SOCIAL SUPPORT QUESTIONNAIRE 

TO enable us to compare the results of this study w ~ t h  
people from different groups and situations, we would l ~ k u  
some addLtiana1 information about your background. Plcaac 
complete the following items. 

n=30 
1. A?E 15-20 ill. 21-30 1111, 31-40 11%). 41-50 151, 

51-60 (01. 61-65 Ill 
Mean 34.6, SD 9.0, Range 18-61 

2. SEX 3 1. male 
2 2. female - 

3. MARITAL STATUS 
27 1. single, never married - 
0 2. married - 
1 3. divorced or separated 

1 4. widowed - 
4. EDUCATIONAL LEVEL 

What is the highest grade of regular school that you 
completed? (Circle one) 

Grade School High School Col lcqc, 

1 %  3 4 5 6 7 8 9 m112L3il-t6 

Number 2 1 6 5  7 7 1 I 

5. ETHNIC BACKGROUND 

- 1. Asian - 2. Black 
30 3. Caucasian - 

6. RELIGIOUS PREFERENCE 

8 1. Protestant - 
21 2. Catholic 

0 3. Jewish 
0 4. Other - 
1 5. None - 



150 

7. PARTICIPATION IN RELIGIOUS ACTIVITIES 

13 1. Inactive - 
8 2. Infrequent Participation 11-2 times a year) - 
3 3. Occasional Participation (about monthly) - 
6 4. Regular participation iueeklyl - 











A P P E N D I X  0 

(ilobnl Arrcrrlncnf of r~~ncl#oni8,g Scale iCAF Scalul 

Psvchracric Association, 1987. Washrt~gton,  PC, Aeer ic:a!l 
Psychiatric &srociaLion.  C o [ ~ y r l g h L  1987 Iby Anicrrurrl 
Psychiatric Assaclation. Rcprlntcd by , ~ ~ ~ r m i s a i o s .  
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APPENDIX C 

CLIENT PROFILE 
n=30 

Unknown 8 
( 2 5  years 1 4  
25-35 yrs. 7 
61 yrs. 1 

7. NUMBER OF HOSPITALIZATIONS 

8 .  BOUSING 
- 1. sedsirrer 
- 2 .  Boarding house - 3 .  Famlly  

Unknown 2 
1-5 
6-10 

12 
7 

11-15 6 
>15 3 
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- 4.  s u p p o r t i v e  h o u s i n g  7 

5. Other  ( S p e c i f y i  
9. PRESENT PROFESSIONAL INVOLVEMENT ( o t h e r  t h a n  

1 

p s ~ c h l a t r i s t i  
1. Nurse 4 
2.  S o c i a l  worker 8 
I .  P s y c h o l o g i s t  - 1 
4. Occupaf i o n a l  T h e r a p i s t  - 1 
5. Other  ( S p e c i f y ]  - 0 
6. None 

lo .  PRESENT PROGRRM 
1 6  

- 1. Day C a r e  1 
2. O c c u p a t i o n a l  T h e r a p y  - 3 
I .  s c h o o l  - 1 
4 .  Other  ( S p e c l f y l  - 0 
5. None 

11. -=SCRIBED MEDICATION USE 
1 6  

- 1.  Ye5 
2 .  No 

29  
1 

 RENT PSYCHIATRIC SYMPTOMS ( w i t h i n  p a s t  2 weeks) 
Absent M i l d  Mod. S e v e r e  

Depress ion 1 0  1 4  5 1 

b n x i e z y  8 1 5  7  0 

D E ~ U S ~ O ~ E  2 4  3 3 0 

H a l l u ~ i n a t i o n s  22  4  4 0 

B e h a v i o u r a l  
problems 4 1 3  10 3 

c o q n i  t i v e  
problems 7 1 4  8 1 

11. NUMBER OF MONTHS SINCE DISCHARGE 



INTERVIEW GUIDE FOR CLIENT PROFILE 

Rating sca le :  
Mild: occurs in f requen t ly ,  causes minimal d i s t r e s s  t o  

c l i e n t  and/or o the r s  

Moderate: occurs of ten ,  causer some d i s t r e s s  t o  c l i e n t  
andfor o the r s  

severe: occurs f requen t ly ,  causes d i s t r e s s  t o  c l i e n r  
and/or others  

Questions regard ing  pas t  2 weeks would include:  
Have you f e l t  depressed (haw of ten ,  how revere)? 
Have you f e l t  anxious (how Often,  how severel? 
How have YOU been g e t t i n g  a long  wi th  people? 
Have YOU f e l t  anyone has been aga ins t  you? 
Have you had any experiences such as in te r fe rence  wi th  

your th ink ing ,  d i f f i c u l t y  concen t ra t ing ,  d i f f i c u l t y  g e t t i n g  
your ideas across to  others.unusua1 ideas ,  hearing vo ices  or 
seeing v i s i o n s ?  

Has your behavior 1e.g. d r ink ing ,  drug abuse, f i g h t i n g )  
r e su l t ed  i n  any problems? 



APPENDIX D 

REQUEST TO HOSPITAL 

TO: Assistant Executive Director (Nursing1 

I would like to request approval to conduct research in 
the Ambulatory Care Department of this hospital.   his would 
be conducted as part of the thesis requirement for tho 
Master's of Nursing program at Memorial University. The 
research topic is social support and level of functionrng in 
clients with schizophrenia in the community. The 
lnformatiun gained would be of benefit in the development 
and provision of services to psychiatric clients in the 
community. I would be interested in sharing the findings end 
recommendations with hospital personnel. 

The rtudy design is descriptive and would involve 30 
subjects. Selection criteria for subjects would include a 
diagnosis of schizophrenia, discharge from the hospital 
within 12 months prior to the study, and arrangements for 
follow-up in the Ambulatory care Department. 

subjects would first be approached by their paYchiatr~st 
regarding my contacr. If they are willing to speak with me. 
after an explanation of the rtudy they would be asked to 
sign a consent form agreeing to participate in an interview 
with the researcher. Access to subject's charts would not 
be required. 

~nclosed is a copy of the research proposal and 
instruments. This has been approved by my thesis comittec 
and also by the Human Investigation Consnittee, Memorial 
University. 

I would be happy to meet with you to discuss this 
further. Thank you for your consideration of this rcqucst. 

Sincerely. 

~ u d y  Power, B.N. 
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APPENDIX E 

EXPLANATION TO STAFF OF AMBULATORY CARE DEPARTMENT 

I'm Judy Power and am conducting research to carnplete a 
Master's of Nursing degree at Memorial University. The 
topic is social support with clients with schizophrenia and 
haw this might relate to their overall functioning in the 
comunity. I will be interviewing 30 clients from 
mbulatory care. My research proposal has been approved by 
the university and by the hospital Research Cmittee. 

Subjects will have a dragnosis of schizophrenia and will 
be attending Ambulatory Care for follow-up. They will be 
reen here within 12 months after discharge from the 
hospital. Clients will be approached first by their 
psychiatrist and then iE willing by the researcher. They 
will then be given a brief explanation of the research and 
asked for written consent to participate in an intervier to 
camplete a questionnaire. The interview would last no more 
than 30 to 45 minutes at a convenient time and all 
information would be strictly confidential. Cllents can 
wlthdraw from the study at any time. 

I'm hoping that the results will provide useful 
information about the types of social networks our clients 
heve,and about their perceptions of the social Eupporr they 
recerve. This information can then be used to Plan 
interventions in the community that will improve their level 
of functioning. I am looking forward to discussing the 
results with YOU. I would be pleased to answer any 
questions YOU have now or later. 
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APPENDIX F 

VERBAL EXPLANATION TO CLIENTS 

Hel lo .  I'm J u d y  Power a n d  I ' m  d o i n g  my M a s t e r ' s  o f  
Nurs ing d e g r e e  at  u n i v e r s i t y .  I have spoken t o  y o u r  
p s y c h i a t r i s t  who has informed me t h a t  y o u  w u l d  be w i l l i n g  
t o  t e l k  w i t h  me about  p a r t i c i p a t i n g  i n  a r e s e a r c h  s t u d y  I ' m  
d o i n g  f o r  my d e g r e e .  

I'm t r y i n g  t o  l e a r n  a b o u t  t h e  k i n d s  o f  s u p p o r t  a n d  h c l p  
t h a t  o u t p a t i e n t s  g e t  and who h e l p s  them. T h i s  wauld be v e r y  
u s e f u l  b e c a u s e  then we would a l l  have a b e t t e r  i d e a  of w h a r  
tmes of helr, o u t r r a t i e n t s  need a n d  who would be t h e  best  

p r y c h i i t r i ; t  who has i n f o r m i d  me t h a t  y o u  w u l d  be w i l l i n g  
t o  t e l k  w i t h  me about  ~ a r t i c i ~ a t i n s  i n  a r e s e a r c h  s t u d y  I ' m  
d o i n g  f o r  my d e g r e e .  

. . .  

I'm t r y i n g  t o  l e a r n  a b o u t  t h e  k i n d s  o f  s u p p o r t  a n d  h c l p  
t h a t  o u t p a t i e n t s  g e t  and who h e l p s  them. T h i s  wauld be v e r y  
u s e f u l  b e c a u s e  then we would a l l  have a b e t t e r  i d e a  of w h a r  
tmes of helr, o u t r r a t i e n t s  need a n d  who would be t h e  best  
p e o p l e  t o  gi;e them s u p p o r t .  

~ e i n g  i n  t h i s  s t u d y  would mean a g r e e i n g  t o  s i t  d w n  w i t h  
me f o r  a h a l f  h o u r  o r  so t o  f i l l  o u t  a q u e s t i o n n a i r e  w i t h  my 
a s s i s t a n c e .  A n y t h i n g  t h a t  you tell m e  w i l l  b e  c o n f i d e n t i a l .  
  he r e p o r t  t h a t  I h a v e  t o  w r i t e  a f t e r  w i l l  n o t  g i v e  p e r s o n a l  
i n f o r m a t i o n  t h a t  c o u l d  i d e n t i f y  anyone.  

I£ y o u  would l i k e  t o  b e  i n  t h e  s t u d y ,  I would n e e d  y o u  to  
s i g n  t h i s  c o n s e n t  form.  You can s a y  n o  i f  y o u  w i s h  and t h a t  
w i l l  be a l r i g h t .  A l s o ,  i f  you d e c i d e  t o  go ahead now, y o u  
can c h a n g e  y o u r  mind l a t e r  and s t o p  b e i n g  i n  the  scudy.  II 
you have any q u e s t i o n s ,  we can t a l k  a b o u t  them now or y o u  
can reach me h e r e .  



APPENDIX G 

CONSENT FORM 
TO PARTICIPATE Ill BIO-MEDICAL RESEARCH 

FACULTY OF MEDICINE 
MEMORIAL UNIVERSITY OF NEWFOUNDLAND 

S T .  JOHN'S, NFLD. 

TITLE: S o c i a l  s u p p o r t  a n d  c o r n u n i t y  f u n c t i o n i n g  of c l i e n t s  
INVESTIGIITOR: J u d y  Power, B.N. 

You h a v e  b e e n  a s k e d  t o  p a r t i c i p a t e  i n  a r e s e a r c h  s t u d y .  
P a r t i c i p a t i o n  i n  t h i s  s t u d y  is  e n t i r e l y  v o l u n t a r y .  You may 
d e c i d e  not  t o  p a r t i c i p a t e  o r  may w i t h d r a w  from t h e  s t u d y  a t  
any t i m e  w i t h o u t  a f f e c t i n g  your n o r m a l  t r e a t m e n t .  You m a y  
refuse t o  answer  a l l  o r  p a r t  of a n y  of t h e  q u e s t i o n s .  
C o n f i d e n t i a l i t y  o f  i n f o r m a t i o n  c o n c e r n i n g  p a r t i c i p a n t s  w i l l  
be m a i n t a i n e d  b y  t h e  i n v e s t i g a t o r .  The i n v e s t i g a t o r  w i l l  he 
a v a i l a b l e  d u r i n g  t h e  s t u d y  at a l l  t i n e s  s h o u l d  you have a n y  
problems o r  q u e s t i o n s  about  t h e  s t u d y .  

I ,  , t h e  u n d e r s i g n e d ,  a g r e e  to p a r t i c i p a t i ~ n  i n  
the  r e a e a r c h  ~ t u d y  d e s c r i b e d  above. 
Any q u e s t i o n s  h a v e  b e e n  answered a n d  I  u n d e r s t a n d  w h a t  is 
i n v o l v e d  i n  the  s t u d y .  I r e a l i s e  t h a t  p a r t i c i p a t i o n  i s  
v o l u n t a r y  a n d  t h a t  t h e r e  is no g u a r a n t e e  t h a t  I  w i l l  b e n e f i t  
from my i n v o l v e m e n t .  I acknowledge t h a t  a c o p y  of t h i s  f o r m  
has been o f f e r e d  t o  me. 

l s l g n a t v e e  o f  P a r t i c i p a n t )  ( D a t e )  

To b e  s i g n e d  by i n v e s t i g a t o r :  To t h e  b e s t  o f  my a b i l i t y  I 
have f u l l y  e x p l a i n e d  to the s u b j e c t  t h e  n a t u r e  of t h i s  
r e s e a r c h  s t u d y .  I  h a v e  i n v i t e d  q u e s t l o n r  and p r o v i d e d  
answers .  I b e l i e v e  t h a t  t h e  s u b j e c t  f u l l y  u n d e r s t a n d s  t h e  
I m p l i c a t i o n s  and v o l u n t a r y  n a t u r e  o f  t h e  a t u d y .  

( S l g n a t u i e  o f  I n v e s t i g a t o r 1  
-- 
( D a t e )  (Phone)  
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PERHISSION FROM DR.  NORBECK 161 

Reqvcr! Form 

I rcqucrt permission to ropy Ihc Norbeck Social S Y P Z O ~ ~  Quest8onnairc INSSQI far use in rcrcarrh in J study 

In exchange for :h#i permbrion. I agree to submit to Dr. Norbeck a copy o f  the one-page rroringrhect for 

each rubiecl fcrfed The* dara r i l l  be  vrrd to arlabiirh a broad normatwe drrabarc forthe iortrumcot forclinical 
and non-clinical popvlatlanr. Arldc f rom use i n  the pooled data bank, no othcr urc ulll be made d ~ h e d a a  rub- 

m8tt.d Crcdi! wlll be given ta me i n  rrponr of normafive r ia t#%f i~ r  that mate use o i  the dara I wbmraed for 

pooled analyrri. 

I (Signaare) 

Jon C. I C S % ~ ~  

' ( D m )  

Pccmirrion ir hereby granted lo c o p y  the NSSQfor uce i n  (he resoah dcrr ibcd above 

ane 5. Norbcrk 

/ a  ~ / V Y  
i (Daa) 

-- 

P I C & ~ ~  rend nvo ngned roplcr of rh i r  form to: 

l a # s S .  Norbcrk. 0.N Sc. 
Ocparrmenr of Menial Hcal:h and Community Nursing 

University ofCalifornia. San Frmcirco 
NSO5.Y 

San Frandwo. California 94143 
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PERMISSION FOR GAF SCALE 

I ,  , being t h e  c o p y r i g h t  

ho lde r  o f  t he  m a t e r i a l  de sc r i bed  below: 

American P s y c h i a t r i c  Assoc i a t i on .  (19871.  Diaqnost ic  

and s t a t i s t i c a l  manual of  mental  d i s o r d e r s  ( t h i r d  ed. 

r e v i s e d ) .  Axis 5: Global  Assessment  of Func t i on ing  

Sca l e .  

do hereby pe rmi t  the i n c l u s i o n  o f  t h e  d e s c r i b e d  m a t e r i a l  

i n  t h e  t h e s i s  e n t i t l e d :  

S o c i a l  Suppo r t  and Community Func t i on ing  o f  C l i e n t s  

w i th  Seh l zoph ren i a :  b Nursing I n v e s t i g a t i o n  

w r i t t e n  by Judy Povcr, B.N., and s u b m i t t e d  i n  p a r t i a l  

f u l f i l l m e n t  of  t h e  r equ i r emen t s  f o r  t h e  degree of Master 

o f  Nursing a t  Memorial  Un ive r s i t y  o f  Newfoundland, Canada. 

I  f u r t h e r  p e r m i t  t h e  Na t i ona l  L i b r a r y  of  Canada t o  

m ic ro f i lm  t h i s  t h e s i s ,  i n c lud ing  t h e  m a t e r i a l  to which I 

r e t a i n  copy r igh t .&  

DATE: 

SIGNATURE: 

Pc~rn*sroogIarrsd b on..lh.ule. Engkl ~rwu.peonr. Xv 
rrtton rnrf,on IW !has boa* I W  ~rnwcan ~sycnlatrc 
*roclala. 
DIardsla "hawon. OC. rlme,rsn 
P . " S h w m ~  !OBI 
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