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ABSTRACT 

Continued study towards understanding schizophrenia and the inpa.i.rments it 

can cause, is regarded as essential in the meaningful fulfilment of the 

educative and diagnostic contributions which the social worker can rrake in 

a corrprehensive treatment and rehabilitation programrre (involving patients 

and their families). 

The first section of this descriptive dissertation focuses on aspects like 

tenninology, definition, and the nost recent diagnostic criteria, in an 

endeavour to contr.ibute theoretically towards understanding the illness. 

The corrplexity of the diagnostic process is errphasized, and the recent 

revision of the criteria <1987) is seen as indicative of continuous efforts 

towards improved diagnosis, treatment and rehabilitation. Previous 

studies, irrproved phanna.cology and nore sophisticated neurophysiological 

examining led to a change in focus with regard to aetiology and the 

developnent of the vulnerability-stress-coping-corrpetence rrodel which 

brought new hope with regard to outcorce of treatnent. 

Section 'Th.u highlights several interventions which the clinical social 

worker can undertake as psychotherapist, group and family therapist, as 

w.=11 as educator on prinary, secondary and tertiary levels, from this rrodel 

and within the psycho-educative perspective. The Neuro B programre, 

Stikland Hospital, Bellville, is described in section Three, as an exarrple 

of a presently operating, corrprehensive programre where these interventions 

can be holistically implemented. Particulars about 56 patients who have 

been involved in the prograrme are highlighted in Section Four, while 

Section Five deals with the opinions of form=r patients and their families 

concerning involvercent in the programrce elicited by ti;..u sets of 

questionnaires. 
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The final chapter focuses on a sumnary of the dissertation, conclusions and 

implications for practice. 
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PREFACE 

The writer hopes that this descriptive study may not only capture the 

interest of students and professionals in the field of psychiatric 

rehabilitation, but that further research is generated as a result of this 

study. 

Psychiatric hospitals have, irreversibly, becorre part of the present trend 

towards discharging increasing numbers of patients back into the comnunity. 

As a social worker in this field since 1982, the writer shared the hopes 

and aspirations of nUirerOus patients for a life of optimal functioning in 

the comnumi ty. Ways by which these patients can be prepared for life after 

discharge fran hospital will, therefore, becorre increasingly irrportant. 

Full particulars about the level System and Weekly Roster used at Neuro B 

are included in the appendices, in the hope that they could be instrumental 

in developing similar prograim'les. 

M.J •. WESSELS 

BELLVILLE 

JULY 1988 
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IF A MAN OOES NOT KEEP PACE WI'IH HIS m.MPANIONS, 
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- Thoreau -
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THE ROLE OF THE CLINICIAL SOCIAL WJRKER IN A ~'!MENT AND REHABILITATION 

PRCXiRAMME FOR satIZOPHRENIC PATIENTS AND THEIR FAMILIES 

IN'IRODUCTION 

Clinical social work renders services from a holistic perspective in 

milieus where "individuals have to adjust to society" COrten, 1987:76). 

Psychiatric rehabilitation programres open p:>ssibilities for the 

re-adjustment of patients after discharge from hospital, and the clinical 

social worker shculd therefore be able to make a contribution . within 

progranmes like these. 

Vitas (1987) regards psychiatric rehabilitation as tertiary prevention (as 

described by Kaplan, 1980>. The focus is on the preparation of the patient, 

concentrating on his abilities, inpainnents and endeavours to inprove and 

restore the levels of his functioning, to ensure optimal functioning after 

-, 

discharge. As chemotherapeutic and other interventions like psychotherapy . 

and group therapy are also offered in these progranmes, seconda.ty preven- . 

tion Cor treatment> is another aspect of the programre where the clinical 

social worker's contribution will be valued. These progranmes are also 

linked with the camuni ty, and priIIB.ty prevention also becare.s of the 

utmost inportance. 

Whether the role of the clinical social worker is that of diagnostician, 

psychotherapist, group therapist, family therapist or family educator from 

the psycho-educative perspective, the intervention will be influenced by 

tl:e stance he/she takes· with regard to the aetiology, treatment and 

rehabilitation :pJssibilities of the illness. 

According to Tsuang, the illness has been studied nnre than any other 

rrental illness because of the threat to life and happiness. 

Of all the m;ntal illnesses res:pJnsible for suffering 
in society, schizophrenia probably causes nnre 

. lengthy hospitalizations, nnre chaos in the family 



life, rrore exorbitant costs to individuals and 
governrrents and rrore fears than any other CTsuang, 
1982:x>. 

2 

As far as research is concerned, Zubin and Steinhauer Cl981) identify a 

peric:rl of delay with regard to active research, compared with the peric:rl of 

the 1950's and 1960's, when hospitals were overcroviled and many new inter-

ventions were undertaken because of improved phannacology. They do, 

however, have an appreciation for efforts made to describe phenanena and 

synptomatology (for example, efforts which resulted in prc:rlucing improved 

classification systems, like the DSM III). 

This work is presented in five sections: 

Section I concentrates on the illness itself. 

Section II relates to treatment and rehabilitation aspects. 

Section III discusses the Neuro B Progranne, Stik.land Hospital. 

section IV relates to patients who completed the progranne, and 

Section V examines the results of questionnaires, with discussion and 

implications for further research. 

In Section I. important tenninology is explained, for exarrple, that the term 

"schizophrenia" was first intrc:rluced by Eugen Bleuler, to replace the term 

"dem=ntia praecox" first used by E:nil Kraepelin in 1896 (Wing, 1978a: 

Tsuang, 1982) • The tenn "schizo-affective" was first used by Kasanin 

<1933) to include cases with a sudden onset and marked emotional turrroil. 

The tenn is subsequently used to describe both schizophrenic and affective 

synptoms <usually depressive> (Wing, 1978a). 

The terms "acute" and "chronic schizophrenia" need to be looked at as well, 

since these terms have also been controversial. Sane researchers felt that 

scree synptorrs could be regarded as chronic, for example, "chronic poverty 

syndrorce", while others have different opinions. It also has implications 
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for treatrrent, as acute syrrptoms are seen to be responding nore effectively 

to phenothiazine treatment. This should never lead to the stance that only 

acute conditions are treatable {Wing, 1978a) • 

The definition of schizophrenia has been difficult, and Carpenter and 

Strauss (1974) felt that it rerrained an ill-defined tenn, despite efforts 

towards defining. 

Janzarik, according to Hoenig < 1983) , recamrends a clear understanding of 

the concept, and the researcher's own view of the illness is emphasized by 

him. 

Atkinson (1985) describes the illness as a psychosis where the focus of the 

disturbance lies in the functioning of the patient, without organic cause. 

She also describes further syrrptomatology and characteristics with regard 

to thought processes, perception, attention, volition, noter-activity, 

em;)tion and interpersonal relationships. 

The i.rrp)rtance of correct diagnosis is emphasized by Atkinson < 1986) , as 

this influences not only treatment and rehabilitation interventions, but 

also the patient's concept of himself. The label given to the patient and 

the aspects he internalizes, will affect his image of himself and his 

future perspective with regard to being a fully integrated and optimal 

functioning individual. 

With regard to classifications done through the years, these all contri­

buted towards a nore effective way of describing syrrptomatology an:l, 

eventually, to improved diagnoses. Contributions of the early researchers 

have been very important, for ex.arrple, those of Einil Kraepelin <1896-1926), 

who distinguished between "deirentia praecox" and affective dlsorders and 

focused on the illness without taking the person and his ciraJII1Stances into 
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account. Ellgen Bleuler <1857.;..1939) focuse:i on the division C "split"') of · 

the psychic functions. Jaspers Cl910) made a major contribution by 

emphasizing the understanding of the patient <his personality and 

circumstances) without sacrificing diagnosis.. The contribution of Kurt 

Schneider Cl887-1967) was the classification of 11. first rank· symptoms 

which lead to improved diagnostic interventions <Hoenig, 1983). 

That the concept of schizophrenia was debatable is described by Hoenig 

Cl983) in an account of Wyrsch: 

At a congress in Basel in 1929 the south-west Gennan 
psychiatrists with their speaker Mayer-Gross on the 
one side and the SWiss psychiatrists with their 
leader Ellgen Bleuler on the other, gave each other a 
two~y battle which, however, ended undecided, as is 
proper for such struggles, because scientific 
congresses are of course not parlianentary sessions 
or church councils (Hoenig, 1983:551). 

As far as aetiology is concerned, Tsuang <1982) stresses the fact that 

recent research has dispelled several myths with regard to the causes of 

schizophrenia, for exanple, that influence of the family or social class 

can cause schizophrenia. 

Zubin and St.einhauer Cl981) 'identify six rrodels for studying the aetiology 

of schizophrenia, nai:tlE!ly, the develo:prental, · learning theory, ecological, 

internal environm:nt, neuro-physiological and the genetic p:xlels. As none 

of the six previous models could provide a defini t.e answer to the question 

of aetiology, these authors suggested a seventh m:xlel, the wlnerabili ty 

nmel, which integrates the contributions of the previous m:idels, taking 

the stance that. interaction of several factors is irrportant for a schizo-

phrenic episode to develop. The wlnerabili ty m:idel also 

opinion that patients suffering fran schizophrenia can live an 

in the conmunity. 

favours the l 
optimal li:_j 

I 

I 



6 

\ 

place. A further improvement carre about when chemtherapy and social 

treatments were corrbined to supplement each other (Vaughn & Leff, 1976). 

These historical developnents influenced rehabilitation possibilities. 

According to Tricoridis Cl987), Wing defines rehabilitat:i.on as 

• • • the process of identifying, preventing or minimi­
zing the causes of social disablanent accanpanying 
psychiatric disorders, while at the same time helping 
the individual to develop and use his or her talents 
to aa;ruire confidence and self-esteem through success 
in social rules CTricoridis, 1987:1). 

The trend in the world and in South Africa tends to be to discharge 

increased numbers of patients back into the camrunity. Although facilities 

and resources are still lacking, the goverrnrent favours the establishment 

of rehabili~tion prograimes, as patients need to be equipped for 

suc~sful adjustment in the comnunity. Rehabilitation interventions are 

seen as fonns of tertiary prevention by Vitas Cl987>, as prevention of 

further relapses of the illness can be brrught about. 

That treatment and rehabilitation of the schizophrenic patient require 

special skills can be assumed if Atkinson's C 1986 > point of view is taken 

into account, namely, that regression in the case of the schizophrenic 

patient is to the level of primary narcissism. It should be taken into 

account that regression to the oral stage and the minimal influence of the 

superego will have complications for therapy, treatment and rehabilitation. 

The role of secondary prevention with regard to these interventions is, 

therefore, of the utmost importance. 

Section III focuses on the Neuro B Treatment and Rehabilitation Progra.rme 

which started operating in July 1984. The historical background, aims and 

objectives, referral methods, admission procedures, and description of the 

total progranme and the multidisciplinary team approach are given. The 

interventions with regard to the patients as well as the family, rrainly 
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through the psycho-educative m::rlel, are highlighted. Information a.bout 

similar program:res at other psychiatric hospitals is obtained. 

Previous research with regard to rehabilitation prograxmes evidenced a 

positive outcone, for exanple, Baker, Woods and Anderson <1977), as well as 

research done by Paul and Lentz (1977). 

That types of program:res also influence outca:re, are highlighted by 

prograxmes whose original hypotheses were not confinred by results, for 

exanple, Spadoni, Smith and Hines <1969), and Ryan and Bell <1983). 

Section rcJ highlights the nost important information f ran the files of the 

56 patients who were involved in the program:re. Present circumstances and 

past functioning are looked at in the case of 53 patients, as three 

patients died as a result of suicide. 

Section V takes a look at the responses elicited by two sets of question-
1 

naires, one set for forner residents and one set for their parents, 

relatives and spouses. They could respond to questions about the 

sufficiency of education a.bout their illness, the role of medication, 

whether they would recannend the program:re, and to questions about 

activities in the program:re {in the case of forner residents) • Parents 

could resp:md to questions about the functioning of their offspring, as 

well as activities within the programre, ·and whether they were sufficiently 

educated about the illness. 

The final chapter is a sumna.ry of the dissertation and looks at conclusions 

and aspects of value for further research. 

The writer attempts to show that similar program:res do fulfil a need and 

have a place in rehabilitation, and that the clinical social worker can 

make a najor contribution. / 
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SOCTION I 

UNDERSTANDING ASPEX:'l'S OF SOIIZOPHRENIA 

Arieti C 1979} sees the study of the condition as highly recormendable, as 

this enables the researcher to explore the richness and the creativeness of 

the human mind and spirit, and to the realization that the condition is not 

just a negative experience. 

By studying schizophrenia 

• • • we can examine in a unique way the great enigma 
of the human being, his eternal wavering between 
truth and illusion, his constant uncertainty between 
love and hate, his conflict between his desire to 
embrace his fellow nan and his fear of him CArieti, 
1979:21). 

By studying schizophrenia we also explore a world of irragination. Arieti 

feels that the nonnal person finds himself a prisoner of reality, while the 

schizophrenic becares a fugitive fran it. Strauss, Bowers and Keith (1984) 

are of the opinion that the patient reaches a threshold where the enccunter 

with reality fran his own internal autistic world becanes so painful that 

he/she tries to exclude reality fran his/her actions and thinking. 

As for the clinical social worker, the continuous study of the condition, 

which should be a career-long corrmi tment, will enable her/him to fulfil the 

expected roles with competence but also with deep caring for the patient. 

The clinical social worker will be able to learn rrru.ch fran the patient 

himself, sharing this experience with sarebody who cares deeply. 

Now regarded as a functional disease, in other words a disease that causes 

impaired functioning in the individual (as will be discussed on pages 14 to 
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16) With possible changed or dysfunctional biochemistry, the outcome, Wi. th 

correct chemotherapy and other types of treatm:mt and rehabilitation - can 

becorre rrore positive than in the days of Kraepelin. 

An important .change with regard to tenninology in the revised DSM-III 

(1987), is the word "disturbance", replacing the word "illness" that was 

. used previously. Thrrugh the years, many attenpts have been made towards 

refining tenninology and definition. At the beginning of this study it 

shruld, therefore, be worthwhile to highlight scree relevant tenninology to 

increase the understanding of the disturbance. 
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CHAPTER 1 

1.1 RELEVANT TERMINOIOOY 

0 Deaentia Praecox:• rreans 11Il'B.dness of the young" and was first used by Emil 

Kraepelin in 1896. It was soon discovered, however, that not only young 

people ~re affected and that sate did recover. 

•Schizophrenia• replaced the above tenn in 1911, used by Ellgen Bleuler 

<Gillis, 1986). Translated literally, schizophrenia rceans "split- . 

mindedness", as Bleuler saw the splitting of the personality, rather than 

the outcare, as the nost inportant characteristic of the condition (Kaplan 

& Sadock, 1985). 

Gillis (1986> sees the tenn as ccmplicated, because the illness or 

disturbance mmifests itself in different stages. Acute presentations are, 

for exanple, different fran the chronic state, while positive and negative 

symptans also confuse, for exanple, the florid delusions, hallucinations 

and disturbed behaviour, on the one hand, and the dullness, inertia, and 

withdrawal an the other. 

Gelder, Gath and Mayou ( 1983) see the predaninant clinical features in the 

acute phase as delusions, hallucinations and interference with thinking. 

Atkinson (1985) stresses the fact that the patient is ver:y ill in this 

phase and that hospitalization usually is necessar:y. Chenotherapy is rrost 

inportant in this phase, to control the synptc:ms of the illness. 

The consideration of "acute" or "chronic", therefore, has to do with the 

course of the illness. 'Ihe ma.in features of the chronic phase of the 
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illness are seen to be apathy, lack of drive, slovmess and social 

with:lrawal. These often are called "negative symptans" and seem to be 

related to poorer outcone (Gelder, Ga.th & Mayou, 1983). It can also be 

called "secondary symptans", resulting fran the sufferer's response to the 

acute attack. Delusional thinking or ha.llucinations may persist <Atkinson, 

1986). 

The OMS III-R Cl987> makes a distinction between a pericxi of at least six 

m::>nths duration but less than two years for sub-chronic conditions and a 

duration of m::>re than two years for chronic conditions, when schizophrenia 

is diagnosed. 

Other conditions that are saieti:rres confused with schizophrenia are: 

Schizophrenifom Disorder. According to Fox C 1981 > this term was coined by 

Langfelt and has been separated fran the classification of schizophrenia 

because of research evidenc:e that it may be associated with tunroil and 

confusion, as well as a better prognosis, a tendency towards acute onset 

and resolution, m::>re likely recovery to preirorbid level of functioning and 

no increased. incidence of schizophrenia anong family nenbers. Schizo­

phrenia and schizophrenifonn disorder are distinguished mainly by duration. 

The DSM III-R Cl987> confirms the better prognosis and outcace, as well as 

the lack of evidenc:e whether the condition is linked to schizophrenia or 

not. 

Schizo-affective Psychosis. Cin OMS II and DSM III-R it is referred to as 

Schizo-affective Disorder). 

Procci <1976) emphasizes the cx:mtroversy surrounding this term, first 
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introduced by Kasanin in 1933. Kraepelin distinguished between the two 

conditions, "dementia praecox" <having a deteriorating course) and nanic-

depressive illness <with a better outcone), but this tenn was used when 

syrrptans of both conditions were present, but mainly depressive. Sane 

researchers like Kolb < 1973 > and Lehman < 1975) saw a close link to 

schizophrenia. DSM I and II also favoured this approach. Others saw a 

closer link to manic-depressive illness, like Klein and Davis {1969). 

Fax Cl981) indicates that the lack of criteria in the DSM III with regard 

to this condition was because researchers could not reach any consensus 

with regard to definition. 

The DSM III-R {1987) enphasizes the fact that this concept presented one of 

the nost controversial aspects of psychiatric nosology. It emphasizes the 

temporal relationship of schizophrenic and nood syrrptans and recomrends 

that the tenn be changed to "Schizoroocx:l Disorder" <DSM III-R, 1987: 209) • 

The DSM III-R also has diagnostic criteria for the disorder. These will be 

highlighted later. 

1.2 DEFINITION 

Many researchers stressed the difficulty with regard to defining 

schizophrenia, for exanq;>le, carpenter and Strauss <1974), Gelder, Gath and 

Mayou {1983), Gillis <1986). 

Arieti defines the condition as 

• • • an abnonnal condition of the mind that affects 
only human beings; drastically changes their rrodes of 
thinking, feeling and dealing with the world; makes 
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According to Fox (1981), DSM III regards schizophrenia as a nental disorder 

with a tendency towards chronici ty, which impairs functioning and which is 

characterized by psychotic symptoms involving disturbances of thinking, 

feeling and behaviour. 

The definition, according to the DSM III, serves a nunt>er of goals: 

* to i.nprove reliability in diagnosis 

* to reflect research findings to relate diagnosis mre closely to 

prognosis and treatrrent 

* to minimize the stigma. of labelling 

* to achieve clinical acceptability while reducing differences with 

Ebropean colleagues. 

(The definition according to DSM III-R Cl987) has been revised and will be 

given later under diagnostic criteria). 

Atkinson C 1985) stresses the fact that the condition can be seen as a 

psychosis, where the disturbance occurs in the functioning of the 
t 

individual without the presence of organic causes. She then gives a 

description of the condition, according to the following symptoms; 
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1.2.1 Disorders of 'Ihought 

1.2.1.1 Disturbances in the form of thought; 

1.2.1.1.l Associations (unusual or illogical associations between "MJrds 

which makes it difficult to understand the patient) 

1.2.1.1.2 Concrete thinking Cina.bility to think in abstract terms and 

patients are often, for exarrple, unable to explain proverbs 

abstractly> 

1.2.1.1.3 Gra.rme.tical distortions (changing of the order of speech) 

1. 2 .1.1. 4 Poverty of speech C vagueness and lack of detail in speech> 

1.2.1.1.5 Autistic thinking (personal ideas, thanes or associations intrude 

into the logical sequence of thought) 

1.2.1.1.6 Disturbances of expression, in the form of word salad, neologisms 

and thought blocking. <Word salad is the use of a steam of dis­

jointed, . unrelated "MJrds expressed verbally or in writing, which 

makes no sense; neologiSITS are words ma.de up by the patient that 

nobody else understands; thought blocking is the sudden halts in 

the thinking process and the experience of "blankness"). 

1.2.1.2 Disturbance in Content of thought: 

1.2.1.2.l Delusions - Prima.:ry and Secondary <a false belief held by the 

individual which is unacceptable to everybody else and cannot be 

changed by reason or argurrent) 

Ca> Thought insertion Cthe patient believes that thoughts are 

put into his head by an outsider/agency) 

J 
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Cb) Thought withdrawal C the experienc-e of losing of thoughts, 

without the pa.tient's co-operation) 

Cc) Thought broadcast C the pa.tient' s experienc-e of the 

broadcast of his thoughts to others> 

Cd) Delusions of control (the pa.tient's experienc-e of being 

controlled by outside forces> 

Ce) Ideas of reference (everyday events are experienced as 

having special meaning, for exanple, a telephone call at a 

certain hour can be experienced as a warning) 

1. 2 .1. 2. 2 Insight C the pa.tient lacks insight into his condition and will, 

for example, not realize that he needs trea~t). 

1.2.2 Disturbance of Perc-eption 

1.2.2.1 Hallucinations Cthe pa.tient's experience of scrcething without 

appropriate, relevant or adequate sensory stimulation) 

1. 2. 2 .1.1 Auditory: audible thoughts, voices conversing, voices camenting 

1.2.2.1.2 Visual hallucinations Cthings or people are seen that are not 

physically present) 

1.2.2.1.3 Tactic hallucinations (the pa.tient's experience of pa.inful or 

unpleasant sensations) 

1. 2. 2 .1. 4 Olfactory hallucinations C the pa.tient 1 s experience of a Em::!ll 

which does not really exist) 
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1.2.3 · Disorder of Attention Cprc:blems in concentration, for example, to 

finish tasks) 

1.2.4 Disorder of Volition (the loss of rrotivation) 

1.2. 4.1 Somatic passivity (the patient ma.y experience an inteference in 

his functioning by SCIIE outside agency) 

1. 2. 4. 2 Alien control <the patient ma.y experience that his thooghts, 

feelings or activities are being controlled) 

1.2.4.3 . Negativisn <doing the opposite of what he is asked to do or what 

he intends to do> • 

1.2.5 

1.2.5.1 

1.2.5.2 

1.6 

1.6.1 

1.6.2 

M:>tor Disorder 

catatonia Cthe patient ma.y remain in rigid, bizarre positions 

for long periods, for example, standing on one leg) 

Mannerisms and Posturing Cfor exanple, facial grima.ces or ritual 

movements) 

Disorder of EhDtion 

Flat affect (little or no emotion is expressed) 

EhDtional incongruity <inappropriate rrood, for exanple, the 

patient ma.y laugh while telling one of his unhappiness). 

1.7 Disturbances in interpersonal relationships (withdrawal fran 

relationships, or isolation> 

The above description fran Atkinson (1985) is 1N0rthwhile sb.ldying, as it 

gives a good indication of the ma.ny areas of human functioning that can be 

influenced by the condition. Irrpainnent usually takes place in the above-
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named functions of the individual. CNot all patients are affected in the · 

sane way. For example, sane may experience nore inpainnent in their social 

functioninhg, ·while others may have rrajor mtivation or concentration 

problens>. 

Many attempts have been made over the years to define and. redefine the 

condition in order to inprove diagnostic endeavours and treat:ment. 

1.3 INCIDENCE, PRE.VALENCE AND K>RTALITY IN SCHIZOPHRENIA 

The .incidence ·rate is the nmnber of new cases that appears in a given 

population within a given period, while the prevalence rate is the number 

of cases divided by the total number of persons surveyed within a year. 

Gillis stresses the fact that schizophrenia occurs anongst all races and in 

all parts of the world, manifesting itself in different ways because of 

cultural differences. He gives an overall incidence rate of 0,6% of the 

pop.ilation <Gillis, 1986:73). Kaplan and Sadock see the incidence rate as 

1 per 1 000 of the popilation. For the age group 15 and over, the rates 

are given fran 0,30 per 1 000 to 1,20 per 1 000 (Kaplan and Sadock, 

1985:194> <United States figures). '!he revised DSM III gives a rate of 

between 0,2% to 1% for Europe and Asia (DSM III-R, 1987:192). 

Incidence and prevalence rates are influenced by diagnostic criteria and 

various high rates were found in the past which researchers felt were 

perhaps unreliable because of different criteria used before. (Incidence 

rates as high as 9,0 per 1 000 were, for example, found in Denn:ark by 

Fremming in 1951, acording to Gelder, Gath and Mayou (1983)). 

Wing Cl978a) points out that schizophrenia can begin at any age, but the 

onset is ccmo:oner anongst younger age group. The risk period is between 20 
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to 39 years. Males tend to be younger at the tine of onset - rrore often 

before 34 years of age. over the age of 35, ~ are rrore likely to 

develop schizophrenia than men CTsuang, 1982). 

~rtality 

Kaplan and Sadock C1985) stress the fact that rrortali ty am::mgst schizo­

phrenics is high because of the high incidem:e of suicide. In about 1% of 

cases they might mutilate their bodies, for exarrple, cutting of parts of 

their bcx:lies. 

Suicide is a tragic and real danger, and it nay occur without clear 

warning. The patient nay feel depressed or he nay react on the commands he 

receives fran hallucinatory voices. 

Suicide rates can be as high as 4% <Kaplan and Sadock, 1985:214) in a grrup 

of schizophrenics, and the rrost significant factor is said to be the 

patient's experience of rejection. This can be the oost traunatic stressor 

for schizophrenics. 

Allebeck and Wistedt <1986:50) note that suicide rrortality can be ten tines 

higher aoong nale schizophrenics, and 18 tines higher arrong female 

schizophrenics, than it is in the general pop.ilation. 

The rrost crucial tine when the patient considers suicide is, apparently, 

during the early stage of the illness, when neither the patient nor his 

family n:enbers are aware of the onset of the illness. The patient usually 

does not understand what is happening to him, while his parents or 

relatives nay be either unaware of his inner struggles or blane him for his 

synptars <Kaplan and Sadock, 1985). 
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1. 4 CDN'.IRIBUTIONS OF THE m:\RLY RESFARamRS WI'IH RE3ARD 'IO DIAGNOSIS 

·AND DIAGNOSTIC CRITERIA 

Gelder, Gath and Mayou C 1983) point out that it was believed in the 19th 

century that only one psychosis existed, the so-called "Einheit psychose", 

as it was called by Griesinger. 

expressions of this condition. 

All mental disorders were seen as 

MOrel <1860) recannended a classification system based on cause, systems 

and outcone. In 1862 the narre denence precoce was given to a disorder 

which he described as starting in adolescence and leading first to 

wi thd.rawal, odd mannerisrrs, self-neglect and eventually to intellectual 

deterioration. Kahlbaum Cl874) described catatonia, and Hecker Cl871) 

wrote an account on a condition he called hebefrenia. It is clear that 

different types of the condition had been already identified at that 

stage. 

E:nil Kraepe!in (1855-1926) 

Gillis Cl986), ~s well as Gelder, Gath and Ma.you Cl983), point out that 

Kraepelin argued against the idea of a single psychosis and suggested the 

distinction between organic and functional psychosis. '!he latter he 

divided into dementia praecox: and manic-depression. He regarded hebefrenia 

and catatonia as subclasses of dementia praecox:, and eventually distin­

guished four sub-types, narrely, catatonic, · hebef renic, p:iranoid and simple 

(Gelder, Gath and Mayhou, 1983; Kaplan and Sa.dock C1985L He sep:irated 

p:iraphrenia fran denentia praecox: on the grounds that it started in middle 

life and was thought to be free fran the changes in eIIX)tion and volition 

found in dementia praecox:. 
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Although Kraepelin saw denentia praecox as progressing to chronic 

deterioration, he did report 13% cooplete recover.y of the condition and 17% 

improvement (these patients could live in the comnunity successfully>. 

:0.lgen Bleuler (1857-1939) 

Gelder, Gath and Mayou Cl983) stressed that Bleuler foo.nded his work on 

Kraepelin' s, also acknowledging the \\Utt of earl Jung. Bleuler was the 

director of Burgholzli Clinic and Professor of Psychiatr.y in Zurich. He 

first used the tenn schizophrenia in 1911, focusing less on prognosis, but 
I 

anphasising the splitting of the psychic functions that he saw as being of 

main inportance in the condition. 

Where Kraepelin failed to· stress the irrportance of the experience of the 

patient, this was emphasized by Bleuler· <Kaplan and Sadock, 1985). His 

main contribution was the intrcrluction of a hierarchy of synptams to 

replace the nere description of clinical phenomena. He had a nore 

optimistic view with regard to outccma, but felt that there .was no cure, 

nerely improvement of the condition. 

The contributions of the following researchers are briefly nentioned, 

according to Gelder, Gath and M.:lyou Cl983): 

Kurt Schneider (1887-1967) 

Schneider identified symptans which he called "symptoms of the first rank", 

nattely, hearing thoughts spoken aloud, third person hallucinations, 

hallucinations in the fonn of ccmrentary, sana.tic hallucinations, thought 

wi thdrawa.1 C or insertion) , · thought broadcasting, delusiona.l perception, 

feelings or actions experienced as made or influenced by others. 
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Karl Kleist <1929) 

Kleist accepted Karepelin's nain diagnostic franework and tried to 

distinguish various subdivisions within schizophrenia. He atterrpted to 

natch these sub-types with specific kinds of brain pa.thology. 

Leonhard (1957) 

Leonhard distinguished two subgroups of schizophrenia: 

Ca) Systematic <catatonias, hebephrenias and pa.raphrenias). 

Cb) Non-Systematic (affect-laden pa.raphrenia, schizophasia and pericxl.ic 

catatonia) • 

Scandinavian psychiatrists . have been influenced by Jaspers 1 distinction 

between process schizophrenia and reactive psychoses. In the late 1930 1 s, 

Langfeldt suggested a distinction between true schizophrenia Cwi th a {X>Or 

prognosis) and schizophrenifo:rm states {with a gocxl. prognosis). 

Zubin and Steinhauer <1981) stress that the nnre reC'ent researchers, like 

M. Bleuler <son of Eugen Bleuler), have a nnre optimistic view with regard 

to outcare. In a 1979 research study of 208 schizophrenic pa.tients, 

Bleuler found that many could live outside hospital. 30% of re-admissions 

were the result of socio-econanic reasons and not psychiatric relapses. 

Other researchers who share the view of a nnre positive outcone are Wing 

Cl978a) and Atkinson (1985, 1986). 

By the late 1960' s there were different diagnostic systems for different 

countries: in Britain and continental Europe, psychiatrists used 

Schn,eider's approa.ch to diagnosis, while in the United States of Am::rica a 
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wider basis existed for diagnosis. 

Sare criteria which were used for diagnosis in the past are: 

Cross-Sectional - Schneider's first rank syrrptans were ~ed in Britain, 

leading to high reliability in diagnosis but not to effective ootccrce­

predictian. It was also found that these syrcptoms coold also be present in 

nania and depressive-disorder. 

Other cross-sectional definitions of schizophrenia can be found in rm 9 

arrl CATEID Cthe research diagnostic system where schizophrenia is nainly 

diagnosed on the synptoms of thooght intrusion - broadcast or thooght 

withdrawal, delusions of controlling voices discussing the patient in the 

third person or cat1I1Enting on his actions). 

IDngi tudinal Criteria - Research Diagnostic Criteria CRDC) were developed 

fran the Feighner criteria <which were developed at Washington University, 

St Louis, arrl include both longitudinal and cross sectional criteria). The 

criteria used in DSM III were developed f ran those of the Feighner and 

Research Diagnostic systems. CNot only is the presence of symptoms signifi­

cant but so is the patient's level of functioning after stabilization of 

the condition, as well as the length of tine required for stabilization of 

the condition) • 

Present classification systems and diagnostic systems have, therefore, 

developed as a result of the contributions of nany researchers over a long 

period of tine. 

1.5 DIAGNOSTIC CRITERIA AND TYPES OF SQilZOPHRENIA 

The irrp:>rtance of correct diagnosis can never be enphasized enoogh. It is 

not only of absolute irrportance for treatment interventions (Atkinson, 
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1986) but also because it affects the patient's response to treatm=nt and 

his behaviour. The patient may not only take over a "sick role", but will 

expect others to treat him likewise. 

Pope and Lipinski <1978> e:nphasize that mis-diagnosis may expose large 

numbers of patients to increased social stigna, potentially irreversible 

neuroleptic damage due to overuse of neuroleptic drugs, or even death. 

Although diagnosis is not regarded as a primary task of the clinical social 

worker, her/his contribution in a therapeutic team is of the utm:::>st 

inportance. The obtaining of collateral and a history of the illness f rcm 

as many significant others as possible is an area where the clinical social 

worker can often make a contribution, to ensure that the correct diagnosis 

is na.de. 

The distinction between schizophrenia and other illnesses is not always 

easy, and Pope and Lipinski (1978> indicate that many of the Schneiderian 

first-rank syrrptoms were reported in 20% to 50% of patients with bipolar 

affective illness. 

Kaplan and Sa.dock (1985> point out that the presence of hysterical syrrptoms 

can of ten colour the clinical picture, especially during the acute phase. 

This .can complicate the process of diagnosis. Other phenarena which can be 

regarded as problerna.tic are obsessive syrrptams that can be present. 

The following considerations are inportant in making a meaningful 

contribution towards the distinction between schizophrenia and other 

psychiatric illnesses: 
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* the clinical social worker should be acquainted with the diagnostic 

criteria of other possible conditions, for exanple, bipolar-affective 

illness, schizophrenofonn-disorder and schizo-affective disorder. In 

this regard the DSM-III-R (1987) is an inportant source of infonnation 

* collateral about the symptans of the first onset of the condition, 

duration of previous relapses, the level of functioning after the 

stabilization of the condition, the tyt:e of medication the patient 

best responded to and other relevant infonnation can be obtained f ran 

the family and significant others, and will be infonnative when 

decisions relevant to diagnosis are being made 

* in the case of the first onset, it is i.np:>rtant that sufficient tine 

be allowed when considering the different diagnostic options, for 

example, in the case of schizophrenia where a pericrl of six rronths' 

duration is required. 

It is relevant for the clinical social worker to know the diagnostic 

criteria for schizophrenia as well as schizo-affective disorder, as this 

will improve her/his observational skills. She/he often finds it inportant 

in the educative role, when families and relatives have to be informed 

about the illness. 

In the past, educating relatives and patients about the illness was greatly. 

neglected. McGill, Falloon, Boyd and Wood-Siverio (1983) see this as being 

due to the fact that there was often diagnostic uncertainty arrongst the 

professionals themselves. The fact that diagnostic criteria are often 

' 
revised, for exanple, DSM III-R Cl987), can be seen as a positive step I 
towards the refining of diagnostic interventions. _ _,.) 

/ 
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Diagnostic criteria for schizophrenia, according to DSM III-R <1987) 

<1987:194-195) are as foll01ilS: (These are taken directly fran the revised. 

DSM-III as they are the i:rost recent, n0t1 also being used. at Stikland 

Hospital.) 

A. Presence of characteristic. psychotic synptans in the active phase: 

either Cl), <2> or (3) for at least one week (unless the symptoms are 

successfully treated.>: 

Cl) Two of the following: 

Ca) delusions 

Cb> praninent hallucinations <throughout the day for several 

days, or several tines a week for several 'Weeks, each 

hallucinatory experience not being limited. to a feM, brief 

IrOil'eilts ) 

Cc) incoherence or rce.rked. loosening of associations 

Cd) catatonic behaviour 

Ce> flat or grossly inappropriate effect. 

C2> Bizarre delusions Ci.e. involving a phenomenon that the person's 

culture would regard as totally implausible, for exarcple, thought 

broadcasting, being controlled. by a dead person> 

C 3) Prominent hallucinations Cas defined. in Cl)(b) above}, of a voice 

with content having no apparent relation to depression or 

elation, or a voice keeping up a running commentary on the 

person's behaviour or thrughts, or b.u or nore voices conversing 

with each other. 
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B. During the course of the disturbance, functioning in such areas 

as work, social relations and self-care is markedly below the 

highest level, achieved before onset of the disturbance <or when 

the onset is in childhcx:rl or adolescence, failure to achieve the 

expected level of social developrent)~ 

C. Schizo-affective Disorder and z..t:iod. Disorder with Psychotic 

Features have been ruled out Ci.e. if a Major Depressive or Manic 

Syndrare has ever been present during an active phase of the 
' 

disturbance, the total duration of all episodes ·of a m:xrl 

syndrare has been brief, relative to the total duration of the 

active and residual phases of the disturbance). 

D. Continuous signs of the disturbance for at least six ironths. 'lhe 

six-IDnth period must include an active phase of at least one 

week Cor less if the synptans have been successfully treated), 

during which there were psychotic symptans characteristic of 

schizophrenia C synptans in A above) , with or without a prodrana.l 

or residual phase, as defined below: 

Prodrantl phase: a clear distinction in functioning before the 

active phase of the disturbance that is not due to a disturbance 

in m:xrl or to a Psychoactive Substance Use Disorder, and that 

involves at least two of the syn:ptans listed below. 

Residual phase: following the active phase of the disturbance, 

persistence of at least two of the symptans noted below, these 

not being due to the disturbance in trood or to a Psychoactive 

Substance Use Disorder. 
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Prodranal or Residual Synptam: 

( 1) Marked social isolation or withdrawal 

C 2) Marked impairment in role functioning as wage earner, 

student or ha:ne-naker 

C 3) Marked peculiar behaviour C for exanple, collecting garbage, 

talking to self in p.lblic, hoarding focxl) 

C 4) Marked inpainnent in personal hygiene and groaning 

CS> Blunted or inappropriate effect 

<6> Digressive, vague, over-elaborate or circumstantial speech, 

or poverty of speech, or poverty of content of speech 

C7) O:id beliefs or magical thinking, influencing behaviour and 

inconsistent with cultural nonrs, for example, supersti­

tiousness, belief in clairvoyance, telepathy, "sixth 

sense", "others can feeI It¥ feelings", overvalued ideas, 

ideas of reference 

C 8 > Unusual perceptual experiences, for example, recurrent 

illusions, sensing the presence of a force or a person not 

actually present: 

(9) A marked lack of initiative, interests or energy. 

Exarrples: Six m:mths or prodramal synptoms with one week 

of synptcms f rem A: no prodrana.l symptans with six rronths 

of synptoms fran A~ no prodranal synptoms with one week of 

symptoms f ran A and six rronths of residual synptcms .. 
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E. It cannot be established that an organic factor initiated and 

maintained the disturbance 

F. If there is a history of Autistic Disorder, the additional 

diagnosis of Schizophrenia is made only if prominent delusions or 

hallucinations are also present. 

The early researchers have already distinguished between different types of 

schizophrenia.. The following types are given according to the revised 

DSM-III-R (1987). 

TYPES OF SCHIZOPHRENIA 

According to the DSM III-R ( 1987) , diagnostic criteria are as follows for 

the various types of schizophrenia: 

Disorganized 'I'ype: DSM III-R (1987:197) 

A type of schizophrenia in which the following criteria are met: 
\ 

A. Incoherence, marked loosening of associations, or grossly disorganized 

behaviour 

B. Flat or grossly inappropriate effect 

· C. Does not meet the criteria for catatonic type 

Catatonic 'I'ype: DSM III-R (1987:196) 

A type of schizophrenia in which the clinical picture is dominated by any 

of the following features: 
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A. Catatonic stupor (marked decrease in reactivity to environrrent and/or 

reduction of spontaneous rrovements and activity) or Imltism 

B. Catatonic negativism Can apparently rrotiveless resistance to all 

instructions or attempts to be rroved) 

C. Catatonic rigidity (maintenance of a rigid posture against efforts to 

be rroved) 

D. catatonic excitement Cexci ted rrotor activity, apparently purposeless 

and not influenced by external stimuli) 

E. Catatonic posturing (voluntary assumption of inappropriate or bizarre 

posturing) • 

Paranoid 'fype: DSM III-R (1987:197) 

A type of schizophrenia in which there are: 

A. Preoccupation with one or rrore systematized delusions or with frequent 

auditory hallucinations related to a single thate 

B. None of the following: incoherence, marked loosening of associations, 

flat or grossly inappropriate effect, catatonic behaviour, grossly 

disorganized behaviour. 

Undifferentiated 'fype: DSM III-R {1987:198) 

A type of schizophrenia in which there are: 



A. Prominent delusions, 

disorganized behaviour 

hallucinations, incoherence, 
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or. grossly 

B. Does not neet the criteria for any of the previously listed types, or 

neets the criteria for the Paranoid, catatonic or Disorganized type. 

Residual Type: DSM III-R (1987:198) 

A. Absence of praninent delusions, hallucinations, incoherence or grossly 

disorganised behaviour 

B. Continuing .evidence of the disturbance, a5 indicated by two or mre of 

the residual symptoms listed in criteria D of schizophrenia. 

1.6 SOllZO-AF'F'E'Cl'IVE DISORDER 

Included in the revised edition of the DSM III (DSM III-R, 1987) are ncm, 

for the first tine, also diagnostic criteria for schizo-affective disorder. 

In the 1980 edition there was no consensus about this aspect, and no 

criteria were given. These criteria are quoted directly, as they are of 

importance for this study. In the Neuro B programn:e, treatm:nt and 

rehabilitation interventions focus on patients who suffer fran the 

impairment caused by both the conditions (schizophrenia and schizo­

affective disorder). 

According to the DSM III-R (1987:210>, these criteria are: 

A. A disturbance during which, at sane tine, there is either a Major 

Depressive or a Manic Syndrare concurrent with symptans that neet the 

criteriurn of schizophrenia 
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B. During an episode of disturbance, there have been delusions or 

hallucinations for at least two weeks, but no praninent rrood synptans 

c. Schizophrenia has been ruled out, i.e. the duration of all episodes of 

a rrood syndrcme has not been brief relative to the total duratiori of 

the psychotic disturbance 

D. It cannot be established that an organic factor initiated and 

maintained the disturbance. 

When the diagnosis is ma.de, the diagnostician can specify whether it is a 

bipolar type (current or previous Manic Syndrorre) or depressive type (no 

current or previous Manic Syndrcme). 

The Ne.iro B Programre, Stikland Hospital, which will be discussed in 

greater detail later, mainly focuses on the pa.tient who falls within the 

chronic group. This is the pa.t.ient who has pa.ssed the active, acu:te phase 

of the illness and who falls within the group described as suffering fran 

residual synptoms <see the section on Residual Syrrptana of the 

Classification Criteria for Schizophrenia, as given). 

These pa.tients suffer frcm irnpainnent in scme aspects of their functioning 

(for exanple, lack of drive and concentration>, as a result of continued 

relapse of the illness. In the pa.st these pa.tients were confined to 

chronic wards of psychiatric .hospitals for the rest of their lives, but 

with the new trend in treatment and rehabilitation these pa.tients can now 

be prepa.red to resurre their lives optinally outside the hospital. 
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Diagnosis remains complicated and diagnostic interventions often differ 

fran one psychiatric hospital to another, while psychiatrists also differ 

in opinion am:mgst themselves. The result is that, a patient may be 

diagnosed differently by several psychiatrists, adding to her/his confusion 

with regard to her/his illness, and complicating her/his response to 

treatment. The clinical social worker has a major contribution here, to 

report various ·aspects o! the clinical picture, using her/his cbservation 

skills. Obtaining infonnation about the patient's behaviour and 

functioning in the past will add to a :rrore accurate diagnosis being made, 

and will facilitate effective planning for treatment. 
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CHAPTER 2 

AEI'IOLCGY 

Through the years, many theorists and researchers have contributed towards 

the search for causes of schizophrenia. Zubin and Steinhauer (1981) 

describe the following six m:rlels in terms of which aetiology was studied: 

1. Learning Theory <ineffectual social and interpersonal relationships) 

2. Ecological <socio-economic and minority status} 

3. Internal Environment (biochemistry and psycho-pathology} 

4. Developnental (factors like attachment, socialization, prenatal 

complications, nutritional deprivations, season of birth} 

5. Genetic <dysfunctional chrorrosomes}. 

6. Neurophysiological <emphasis on the study of functioning of the brain 

of the schizophrenic}. 

2.1 LEARNING THEORY M:>DEL AND THEORIES OF SQITZOPHRENIA 

Sorre of the research efforts in the learning theory m:rlel resulted in the 

fact that many parents and relatives felt guilty about the illness of their 

offspring/family, as the research mainly concentrated on finding the cause 

of schizophrenia in ineffectual social and interpersonal relationships. In 

\ the 1960's, when these research findings we:~- PE~~lent, the goals of 
'-. 

interviewing family members focussed very specifically on finding the 

causes of the illness in the family. Social workers at that tine were no 
-· ·---- -· --

exception, adding to the experience of families that they might be 
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responsible for __ the_illnes~ of their offspring. T\\U ver:y controversial 
'- . -·----·----~-----___.. 

theorists who shared this opinion were Cooper and Laing. <Theorists like 

Szasz also shared this opinion but only Cooper and La.ing's approaches will 

be highlighted because of their controversial stances). 

The stance which these latter theorists took is seen as totally different 

fran the conventional or m:dical approach, where schizophrenia is regarded 

as an illness, where the diagnosis of symptoms is inportant to establish 

the prognosis and treatment interventions. Within this conventional 

approach, schizophrenia is seen as caused by the interaction of several 

contributing factors, for example, biochemical, structural, genetic and 

social gestures. 

Cooper and Laing, however, see schizophrenia as an experience which is the 
\::._ 

result of faulty relationships, especially within the family. Cooper 

C 1967) sees it as an inability to develop through the nonnal social 

learning life situations and a regression to a state of insanity. 

He defines schizophrenia as follows: 

Schizophrenia is a micro-social crisis situation in 
which the acts and experience of a certain i;>erson are 
invalidated by others for certain intelligible cultu­
ral and micro-cultural (usually familial) reasons, to 
the point where he is elected and identified as being 
"rrentally ill" in a certain way, and is then 
confirmed Cby a specifiable but arbitrary, labelling 
process) in the identity schizophrenic patient by 
m:dical or quasi m:dical agents <Cooper, 1967:2>. 

Laing, according to Siegler, Osrrond and Mann, defines schizophrenia as 

. follows, within his conspir~tional rrodel. (It is referred to as Laing's 

conspirational mcdel as he (Laing) believes that parents and professionals 

"conspire" to get the patient into hospital). 
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Schizophrenia is a label which sare people pin on 
other people, under certain social circumstances. It 
is not an illness, like pnetm0nia. It is a form of 
alienation which is out of step with the prevailing 
step of alienation. It is a social fact and a 
political event (Siegler, Osmond & Mann Cl969: 948)). 

Within his psychcxlelic m:x:lel, Laing defines schizophrenia as: 

••• a natural way of healing our own appalling state 
of alienation called nonnali ty. Madness need not be 
all breakdown ••• It ma.y also be breakthrough. It is 
potentially liberation and renewal as well as 
enslavement and existential death. It is not an 
illness to be treated, but a "voyage". Socially, 
nadness nay be a form in which often ••• through 
quite ordinary people, the light begins to break 
through the cracks in our all-too-closed minds 
<Siegler, Osm:md & Mann, 196 9: 953) • 

Cooper C 1967) sees the aetiology of the condition in the system of 

relationships in which the labelled person participates, while Laing, 

according to Siegler, Osmond and Mann C 1969) , recamends the studying of 

the social system to find the cause of the condition. 

These psychiatrists' views with regard to treat:m=nt, staff :members and the 

hospital added to their controversy. Cooper Cl967> feels that the 

rrental hospital often extends and reduplicates the faulty interrelation­

ships of the family, a.rid he sees the hospital as another socii=tal 

institution where individual personalities are "murdered", and where only 

"bodies are cared for" C Cooper, 1967: 97) • Laing, according to Siegler, 

Osmond and Mann, sees the hospital as a place where human beings are 

humiliated and invalidated. Cooper sees staff as also being indoctrinated 

into the tactics to humiliate patients and to violate their rights. Laing 

emphasizes the "conspiracy" of staff with the family to get the patient to 

treatment (Siegler, Osmond & Mann, 1969:948). 
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Treatment is regarded by laing {according to Siegler, Osmond & Mann, 1969) 

as the process whereby the patient changes his subjective experential 

perspective to that of the cbjective view of the therapist. 

Cherrotherapy is of no inportance and is only used to relieve synptans. 

These psychiatrists also cbjected to the fact that.psychiatric pa~ients did 

not have rights. 

The "conunitted" person, labelled as patient and speci­
fically as "schizophrenic", is degraded fran full 
existential and legal status as human agent and 
responsible person to sarreone no longer in possession 
of his own definition of himself, unable to retain 
his own possessions, preclude:] f ran the exercise of 
his discretion as to whan he meets, what he does 
(Siegler, Osm::md & Mann, 1969:948). 

Other contributors within the learning theory m::xiel are: 

1. Fromn-Reichrrann (1948). The rrother's attitude was describe:l by 

Fromm-Reichmann as overprotective, hostile and characterized by an 

inability to understand her children's feelings. She coined the tenn 

"schizophrenogenic rrother", and it was believed that these types of 

attitudes could cause schizophrenia, as the child never matured 

emotionally-. Tsuang (1982) e:nphasized that it was not taken into 

account that these rrothers could have developed this attitude 

as a result of the child's illness. Arieti (1979) stresses that 

adverse assessments of the rrothers of schizophrenics were made 

during a time when drastic changes occurred in the sociological 

role of women in general. It was a period which imrrediately 

preceded the women's liberation . era, when women experienced 

difficulty in rerraining submissive while at the sane time wanting to 

assert their equality. Arieti (1979) feels that no rrother can cause 
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schizophrenia in her child as the child also experiences his circum­

stances in his own unique way. Childhood experiences, and 

particularly the 1rother-child relationship, are only aspects of a 

whole life. 

2.- Bateson, Jackson, Haley and Weakland Cl956) introduced the concept of 

the double-bind. These researchers focused on language and conmuni­

cation to be of primary inportance within the families of schizophre­

nic patients. Bateson identified five ingredients of the so-called 

double-bind situation, of which the contradictory nessages to which 

the child is exposed are regarded as being of main inportance in the 

aetiology of communication deviances. Leff Cl978 > emphasizes that 

the patient is caught up in an intolerable situation where, whatever 

decision he makes, he will be p.inished. For example, this kind of 

interaction was believed to be linked with the poverty of speech 

syndrare or social witlrlrawal. 

3. Lidz, Cornelisen, Terry and Fleck Cl958). According to Leff Cl978>, 

these theorists identified b.o types of family structure which they 

considered to be of inportance in the aetiology of schizophrenia: 

Ca> The "Marital Skew" occurs when one parent yields to the abnoz:na­

li ties and eccentricities of the other. In these families the 

1rothers are found to be the dominant figures, while the fathers 

are passive, providing a poor male identity figure. r-k>thers 

then turn to their sons for the emotional security which the 

husbands are unable to provide. These observations were mainly 

made in the families of male schizophrenic patients. Atkinson 

<1986) stresses the total inad~cy or excessive dominance of 

the parent. 
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Cb) "Marital Schism". These marriages are characterized by conflict 

between the pa.rents - each pa.rent tries to fulfil his own needs 

and, in the process, competes for the child's support in the 

battle against the other pa.rent. Tsuang <1982) camented that 

these families usually had a female child suffering f ran 

schizophrenia. Atkinson <1986) stresses here the coldness and 

hostility of the one pa.rent and the destructiveness towards 

each other. 

4. 

Leff <1978) and Tsuang <1982) comrrented, however, that the sane 

characteristics were also found in families where patients had 

other psychiatric illnesses, or even in families with no 

psychiatric illnesses. It is also emphasized that Lidz only 

did research on a fa1 families and that these characteristics 

were not found in schizophrenic families only. 

'Wynne, Singer, Ryckoff, Day and Hirsh <1958). Leff <1978) 

emphasizes that the tenn "pseudanutuality", which Wynne coined, 

focused on disjointed, fragrrented and irrational patterns of 

interaction within the family of the schizophrenic. 

dysfunctional patterns of interaction were thought 

These 

to be 

causative of schizophrenia because of the influence on the 

cognitive developnent of the offspring within these families 

and eventually the developrent of the characteristic thought 

disorder of the schizophrenic. According to Wynn, there are 

feelings of rceaninglessness, pointlessness and emptiness 

underlying these inabilities to comm..inicate, and these 

attitudes are transmitted within these families • 
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Leff (1978) is of the opinion that these _patterns, although 

present, could not be seen as the cause of schizophrenia. He 

stresses that the families who were studied were referred 

because' of deviant ccmrunication, and it was logical that these 

_patterns ~uld be present in all the families. 

Rund (1986 > confinned that camrunication deviance is an 

outstanding characteristic of schizophrenia families, but not 

the cause of the illness. 

Theorists who contributed towards the description of the family inter­

actional basis of schizophrenia are: 

Bowen (1960, 1978}; Haley (1959); laing (1964, 1965); SCheflen (1978); 

Searles (1959); Polazolli (1978) and Whitaker (1978). 

Hoover and Franz (1972), in their study of the siblings in the families of 

schizophrenics, could find no relation between family relationships and 

aetiology of schizophrenia. 

Leff <1979) enphasizes the follc:Ming aspects about the family: 

Ca) Many of the theories were not easily testable on a practical level, 

for example, the double-bind concept could not be easily defined and 

tested 

Cb) The theories fail to explain why the _patient becares ill, while a 

sibling remains well under similar adverse conditions 

(c) It appears as if the theorists' views of schizophrenia have been 

detennined by their theories of family _pathology, rather than 

vice versa 



Cd) Studies often failed to take the precaution of blind interviewing. 

Often the diagnosis of off spring \Ere known when canparisons took 

place between families with schizophrenic members and those without. 

Confoun.ding was not always ruled out 

Ce) There was a lack of agree:l definitions, e.g. "role", "dominance", 

etc. Researchers consequently did not always rreasure the sane 

aspects of family interaction 

( f) The vast majority of studies were involved with the study of families 

only after the member developed schizophrenia. This situation made 

the evaluation of relevant factors before onset very difficult. 

Dell (1980) is of the opinion that the contribution of the family theorists 

should be seen in perspective. It should be taken into account that 

theorists like Bateson, Wynne and Singer did not propose a different 

aetiology of schizophrenia, but that they contributed to a redefinition of 

the condition. These theorists merely identified the patterns of 

camrunication, withoot claiming that they were causes. Dell feels that the 

contribution of these theorists could have been misunderstocrl in the past, 

and that a linear pattern of cause and .effect within a family can hardly be 

studied. 

2.2 THE EX:nr..cx:;ICAL MJDEL 

Within the ecological rocdel, it was thought that factors like socio­

economic status, minority stat~ and physical and social characteristics 

could be linked with the causes of schizophrenia. 

40 
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Cooper C 1978 > rrentions the research of Barry and Barry C 1961) on social 

class while he, himself, is of the opinion that social isolation could not 

be found a ca.use of schizophrenia. Wender, Rosenthal, Kety, Schulsinger 

and Welner (1974) support the so-called "downward drift" hypothesis, where 

the higher rate of low socio-economic status anongst schizophrenics is seen 

as a consequence of their pathology. 'Ibey sink lower in the social hier­

archy because, socially, they become increasingly ineffectual. As far back 

as 1963, Goldberg and M:>rrison could not find any link between socio­

economic deprivation and the ca.uses of schizophrenia. 

2.3 INTERNAL ENVIRONMENT K>DEL 

According to Zubin and Steinhauer C 1981 > , the focus of the research within 

the internal environment mcx1el was on the biochemistry and psychopathology. 

Kety contributed IIUlCh to research in the field of netabolic processes, 

synaptic rcechanisrcs, honrones and the influence of these processes on 

perception, cognition, attention, rrotivation and other emotional 

conditions. Metaoolic and biochemical factors could, however, not be 

singled out as causative of schizophrenia. 

Arieti Cl979>. 

This is also conf inned by 

The transm=thylation hypothesis was studied during this time. In 1959 it 

was discovered that a biochemical process occurs - in the nonral brain, 

whereby norepinephrine is changed to epinephrine. 'Ibis process is called 

transm=thylation. Many researchers were of the opinion that an abnonnal 

change in this process could be linked.with schizophrenia. Others thought 

that a deficiency in the brain of a substance called serotin could be 

linked with schizophrenia. Arieti <1979) stressed that none of these 
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theories could provide that· schizophrenia is caused by dysfunctional 

biological processes alone. 

2. 4 DE.VEIDPMENTAL MJDEL 

Zubin and Steinhauer <1981) also stress that developnental factors could 

not be singled out in the search for etiological factors. Factors like 

winter birth and cerebral injury after birth may play a role, but could not 

be singled out as being of sufficient causal meaning. This was also 

confimed by De Lisi, CrCM and Hirsch (1986), who reported on findings of 

the international biannual workshop on schizophrenia which was held in 

Austria in January 1986. 

Baron and Gruen C 1988 > stress the greater incidence of winter births in 

individuals suffering fran schizophrenia. They are of the opinion that a 

greater prevalence of viral infections might interact with genetic 

wlnerabili ty, and that this could be a contributing factor that nore 

schizophrenics tend to be born in winter. They could, hawever, not single 

this out as the cause of schizophrenia. It must, therefore, be concluded 

that the developnental m:xlel has also not yet prcduced definite results in 

the search for causes. 

2.5 GENEI'IC IDDEL 

Much research was done in the genetic field and the genetic m:xlel is seen 

as the nost advanced of the six models, according to Zubin and Steinhauer 

<1981). 
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The fact that the offspring of schizophrenics are at risk was supported by 

Hanson, Gottesman and Heston C 1976) , and by Baier, Rosenthal and Wender 

Cl978) in their study of adopted-away offspring of schizophrenics. Heston 

Cl966) also supports the genetic link with schizophrenia, as well as 

Marcus, Auerbach, Wilkinson and Burack Cl981>. 

Arieti C 1979) , as well as Gottesman and Shields C 1982) , are of the opinion 

that geneticists were not able to determine Mendelian laws in schizo­

phrenia. CA Mendelian law describes a pattern of transmission of 

heredi ta:ry traits, as originally defined by Gregor Mendel, a m:>nk). In 

terms of this law, traits are transmitted by genes, but Gottesman and 

Shields Cl982) emphasized that no simple recessive or dominant gene 1:heo:ry 

for the transmission of schizophrenia could be proven through research. No 

individual schizophrenia-related gene has yet ~ identified, according to 

these authors. 

According to Arieti <1979), a child has a 4% to 10% risk of developing 

schizophrenia with a parent or sibling suffering fran the condition. In 

identical twins the chances are 40 tines greater that the other twin will 

also develop schizophrenia. 

He anphasizes, however, that whatever genetic factors operate in schizo­

phrenia, they only provide a biological disposition for the illness. If 

genes carry this predisposition, these genes must be activated by other 

factors to develop the illness. No ccmbination of genes has been found 

that could explain_ the distribution of schizophrenia in families. 

Many families/pa.rents have questions about the genetic transmission of the 



illness. Stancer and Wagener Cl984) suggest that the clinician Cand in 

many cases it will be the clinical social worker) should provide the family 

with infonnation. They then can decide whether to be ref erred to a 

geneticist for an expert opinion. 

2.6 THE NEXJROPHYSIOI.OOICAL M)DEL 

The neurophysiological Ilk:>del focuses on the study of the functioning of the 

brain in an effort to f irrl the cause of schizophrenia. 

importance is: 

Research of 

Gur Cl977) found a link between left hemisphere dysfunction Cleft temporal 

lobe) and schizophrenic-like syrrptans, and it can possibly account for the 

prevalence of thoo.ght disorder in schizophrenia. He confinned this again 

in later studies Cl979). 

According to Gur, Flor-Henry C 1976) had already conf inned left . temporal 

lobe abnonnalities in a comparison of EEG's of schizophrenics, manic­

depressives and controls. Another study mentioned by Gur is that of Inguar 

and Franzen Cl974), where abnonnalities in the blocrl supply to the left 

hemisphere seem to be prevalent in sane schizophrenics. 

Baurront and Dirrond C 1973) found a possibility of articulation dysfunction 

between the two hemispheres of the brain, resulting in change in the 

efficiency of the corpus callosum Calso confirm=d by Strauss, Bowers and 

Keith (1984)). 

Weinberger, Bigelow, Kleinman, Klein, Rosenblatt and Wyatt Cl980) confinned 

the presence of ventrical enlargement in the brains of sone schizophrenics. 

44 



45 

' 

These researchers also narre the following researchers who conf inned 

structural abnormalities: Johnstone, Crow, Frith and colleagues Cl976); 

Weinberger, Torrey, Neophytides and others C 1979 >; Weinberger, Torrey and 

Wyatt (1979). 

Another group of researchers who conf inned that there are primary 

structural deficits in sane schizophrenics Cin and arourrl the anterior area 

of the left hemisphere) is Golden, Graber, ' Coffman, Berg, Newlin and Block 

(1981). 

cadet Cl984) stresses the disorders of the isc:rlendritic core of the 

brains tern. 

That structural and functional abnormalities in the brains of sane 

schizophrenics are present, is also confirmed by Anthony and Libertnan 

C 1986) who emphasize the research of Weinberger and Kleinman C 1986) • A 

rrore recent study by Pakk.enberg <1987) conf inned reduced volurres of the 

total brain, cortex and central grey natter, as well as enlarged ventricles 

in the brains of schizophrenics. 

Despite all the research, no single m:xlel could be seen as contributing 

towards a single cause for schizophrenia. 

Zubin and Steinhauer Cl981: 478) present the following figure to surrrcarise 

the various mOaels and to demonstrate the interrelationship: 



FIGURE 2.1: ZUBIN & STEINHAUER 
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Between the two poles of the genetic rrodel and the ecological rrode'\, the 

internal · envirorurent arrl the neurophysiological models lean towards the 

genetic, while the learning theory and developnental rrodels lean towards 

the ecological. 

2.7 VULNERABILITY' MJDEL CVULNERABILITY'-STRESS-<X>PING~EI'ENCE MJDEL) 

Zubin and Steinhauer C 1981) also rrention a seventh model, as none of the 

'previously mentioned rrodels could provide a sufficient cause with regard to 

aetiology. This model, the wlnerability rrodel, integrates the contribu-

tions of each oof the others and provides for their interaction. Within 

this roodel, it is emphasized that no single factor in itself may cause 

schizophrenia, but the interaction arcong factors may be a predisposition. 

Such an individual may sonetimes never develop an episode, depending on the 

degree of his/her wlnerabili ty, type and degree of life events, and 
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rooderating variables present like social net~rks, premorbid personality 

and the physical, social and cultural factors within the environment. 

With regard to the degree of wlnerability of a person, t~ types of 

wlnerability can be distinguished. Inborn wlnerability depends on 

elements fran the genetic, neurophysiological and internal environment 

milieus, while acquired wlnerability represents the influence of prior 

experience (factors fran the ecological, developrental and learning theory 

milieus are here seen as inportant). sane traurratiC experiences Il'B.Y I 

therefore, influence sorre individuals, while others may not. 

As far as triggering events are concerned, according to Zubin and · 

Steinhauer ( 1981) these can be every day events which can lead to a crisis, 

and are not always dramatic incidences. 

Another important group of factors is found in the environment of the 

individual, for exanple, the ~ocial support systens, the networks, or the, 

family rrenbers. Also important within this roodel are the premorbid coping 

skills of the individual. Premorbid canpetence nay be high or lCM, 

depending upon the degree of wlnerabili ty and the presence of triggering 

·events. 

This nodel assunes that the p:itient is not condemned to a life of 

disability and degeneration. Schizophrenia is regarded as episodic and 

sane p:itients then cane through these episodes and can continue their life, 

while others ~uld be entering other episodes. Within this rood~ the idea 

of rehabilitation becanes very i:mportant and p:itients can then be prep:ired 

effectively for life after discharge from hospital. 



) 

The model has been extended and is now called the Vulnerability-Stress­

Coping-canpetence · m:xlel (Anthony and Libennan, 1986). The canplex 

interaction between the various factors are taken into account, but the 

patient can be protected by several factors like the coping and canpetence 

which he/she can obtain through rehabilitation programres which provide 

skill building and a supportive enviromrent. Antipsychotic n:edication 

renains important. 

If stressors can be identified in advance, rehabilitation interventions 

could be planned no re effectively. The research of Vaughn and Leff ( 1976) 

and those of Brown, Birley and Wing ( 1972) , as well as those of Brown and 

Birley <1968) and Birley and Bram <1970), then becOJre very iI11fX.>rtant. 

They found that schizophrenic patients are particularly responsive to their 

social enviromrent. They identified the so-called high EE families and low 

EE families. The atmosphere in the high EE families were influenced by a 

high incidence of critical COlllreilts, hostility and a.notional over­

involve:i:ent when the . illness of the patient was under discussion by 

relatives or families. Research by Tarrier, Vaughn, Lader and Leff <1979) 

also confinned these findings and the possibility of relapse, should 

schizophrenics live under these circumstances. 

Sturgeon, Kuipers, Berkowitz, Turpin and Leff <1981) also confinned these 

findings and stress that the patients living in these circumstances 

experience a chronic state of high arousal that can be linked with relapse. 

According to Arieti < 1979) , the stress threshold which must be crossed 

before a relapse occurs is different for each person and vulnerability 

cannot always be detected effectively. Certain experiences can be 

extrenely stressful for sare, while not affecting others at all. Not only 

48 
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over-stinuilation in the environment can influence the schizophrenic, but 

also understimulation, and a relapse can be precipitated by boredom and a 

lack of rreaningful activities. 

With regard to research over the years concerning aetiology, Strauss, 

Bowers and Keith (1984) corre to the following conclusions: 

* No single genetic factor or triggering experience could be linked 

with the causation of the condi ti.on 

* / · The interaction of various factors like biological, chemical, 

genetic, psychological and environmental can cause a predisposition 

for the condition to develop. 

The therapeutic team at the Neuro B Clinic, of which the writer is a 

member, shares the opinion that schizophrenia is an illness, caused by the 

canplicated interaction of dysfunctional bio-physiological, neuro-chanical 

processes in the brain of the individual, and is influenced by socio­

logical, psychological, environmental and genetic factors which can 

determine the course of the illness. 

' 

The team agrees with Gillis (1986) about the deteriorating course of the 

illness for IOOSt patients, and that it can cause irrpa.irm:nt in the 

functioning of the individual over · a wide spectrum of his life. Arieti 's 

(1979> opinion is shared that relapses of the illness should be avoided at 

all cost, as every relapse can cause further inpainnent. 

The m:dical mcrlel approach of Beels and McFarlane (1982) is found useful, 

whereby schizophrenia is seen as a collection of psychiatric syndrai:Es that 

occur in vulnerable individuals. Diagnosis is very important and chero-
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therapy is vital in the acute phase, to stabilize the patient, and in the 

chronic phase to ma.intain the patient's condition. Without chemothera-

peutic intervention the patient will be unable to benefit fran other 

treatment nodalities, as the synptans of the illness then interfer with his 
. 

functioning (Kaplan & Sadock, 1985, Anthony & Liberman, 1986). 

Factors fran all the llk'.'ldels, as given by Zubin and Steinhauer Cl981), are 

taken into account. The team agrees with Arieti Cl979) that the predisposi­

tion to develop the condition can be transmitted genetically. The opinion 

is shared that individ:m.als suffering frcm schizophrenia are very vulnerable 

and very sensitive to stinuli fran their enviromnent. It is, therefore, 

in:p:>rtant that stimuli fran the environment should be m:::mi tared, depending 

on how every individual is uniquely influenced. In this regard the 

research of the systems and · camnunication m:x:lel which brought the 

inportance of the environment of the schizophrenic patient forward has 

significance. 

A useful tool with regard to the assessment of stinuli fran the environment 

and in obtaining infonnation about the presence of a family history of 

nental illness Cand, therefore, also schizophrenia), is the genogram. 'lhe 

responses of patients can, for exanple, give an indication of how stressful 

he/she experiences relationships with other family n:embers, while responses 

about family nental illness can also be obtained. This infonnation can 

assist the clinical social worker to nonitor stressful experiences of the 

patient in his/her environment. 

As the clinical social worker also renders services towards the family, 

he/she will often be confronted by the question of aetiology. Parents want 

~ 
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to know what their contribution was with regard to the developnent of the 

illness, . and very of ten the social work.er has to explain the inter-

relationship of all contributing factors to parents. 

With the new trend in psychiatry, relatives and families becare allies and 

co-workers for the therapeutic team, and this would never have been 

possible withrut the results of research over the years <proving the 

condition as an illness, and not the results of mistakes which the family ; 

na.de in the upbringing of the child). 

Despite the inpainnent in functionirig experienced by nost patients, it is 

believed that most patients can still be discharged after hospitalization 

and that various professions can assist them to be rehabilitated to live 

outside the hospital, under cirOlIIIStances where they can optina.lly 

function. 

The treatment and rehabilitation prograrme at Neuro B is, therefore, aimed 

at assisting the patient to ensure an optimal life outside the hospital. 

Davis <1971> stresses the fact that Harry Stack Sullivan was one of the 

first theorists to recognize that schizophrenic patients could be treated. 

He.saw the basic approach of treatment as being that of understanding the 

patient, am this will not na.terialize unless the illness is understocrl. 

The reader has already been introduced to sare aspects of schizophrenia in 

the first section of this dissertation. 
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SECTION II 

PSYanA'IRIC 'IRFA'IMENT AND REHABILITATION 

Gillis Cl986) regards the best treabrent of schizophrenia as prirrary 

prevention, but as the cause of the condition is not known with certainty, 

the focus should be on contributing factors. 

Treatment, or secondary prevention, can take place within the hospital or 

outside it. With the acute onset of the illness nost patients are usually 

hospitalized. In this . phase che:rotherapy is the main intervention for 

controllirig the florid psychotic syn:ptoms of the illness <Atkinson, 1985; 

Gelder, Gath and Mayou, 1983) • Chenotherapy is also used to naintain the 

patient during the chronic phase <usually the lCMest possible dose). 

Past treatment rrodalities.· were often negatively portrayed in the media, fo~ 

example, electro-conwlsi ve theraw that was given without anaesthetic, o~ l 
insulin cana where the patient was kept in a cana for a considerable period 

1 
.. 

of tine. Another intervention which added to stigmatization was the fact 

that patients were bound in wet sheets {Atkinson, 1985: Kaplan and Sadock, 

1985). 

Treatment interventions have rapidly inproved since the 1950' s, when 

Chlorpronazine entered the linelight. Patients could leave hospitals and 

could be discharged back into their camrunities, as this drug proved to be 

nore successful in controlling the acute syn:ptoms of the illness and 

improved the patient's functioning. 

As patients were discharged it soon becane necessary to deal with the 

patient in the family and the patient in the conmunity, which led to the 

fact that nore family nanbers and nore people in the comnuni ty becane the 

focus of treatment interventions. This approach for treabrent, which" 
I 
! 

includes chemotheraw, the therapeutic relationship, social support/ 

/ 
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rehabilitation and retraining, is also reccm:rended by the ~rck. Manual of 

Diagnosis and Therapy < 1982) • / 

DEFINITION AND DESOUPTION 

Vitas <1986:58) stresses the rreaning of the word "rehabilitation", nan:ely, 

"to restore original functioning capacity". He favours the definition by 

Kaplan < 1980) , as it inplies that the pursued goals are maximal functioning 

and optimal adjustl'tent of the patient, through physical, nental, social and 

vocational preparation by taking cognisance of his abilities and disabili~ 

ties. Kaplan also stresses the aim of tertia.ty prevention in order to 

alleviate relapses of the illness. <As the patient is taught different 

skills to re-enter the commmi ty successfully, he/she increases conpetence 

in coping , inproved self-irrage and the ability to live optina.lly despite 

suffering fran the illness. 

decrease in the relapse rate). 

These factors can contribute towards a 

Tricoridis <1987) quotes the definition of Wing and his colleagues (1981), 

which describes psychiatric rehabilitation as being the process by which 

the causes of social inpairment <as a result of psychiatric illness) are 

identified, prevented or minimized, while simultaneously assisting the 

individual to develop and use his talents, the eventual aim ooing to 

increase the patient's self-confidence and self-esteem. 

The inportance of recove.cy of social and inst.nmental role functioning to 

the fullest possible extent, through learning procedures and enviromrental 

support, is stressed by Anthony and Libennan <1986). Wallace <1986) 

errphasizes the teaching of physical, errotional and intellectual skills 

which are necessa.cy to live, learn and work in specific enviromnents. 

As previously mentioned, interventions airred at treatnent and rehabilita­

tion will be influenced by the stance which the clinician adopts towards 
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the aetiology of the illness. Anthony and Libennan Cl986) suggest the 

vulnerability-stress-coping canpetence nod.el whereby it is understood that 

psychosocial protective factors can reduce the impact of stresses and the 

prcbability of relapse, if the illness is considered to be of bio-chemical 

origin. It is believed that an individual's ability to cope can, to a 

certain extent, protect him/her against the stressful influences of life. 

Rehabilitation progra.rrrces offer opportunities to build up and acquire 

social skills, thus enabling the patient to obtain support fran the 

environment and, eventually, assisting him/her to function optimally in the 

canmunity. 

Psychiatric rehabilitation is undertaken fran a specific philosophical 

point of view, based on certain assumptions: impaired and disabled persons 

do not only need skills and environmental supports, but these skills and 

supports can also lead to inproved functioning in specific roles (Anthony 

and Libenna.n, 1986 >, better coping with stress and even reduced relapse 

rates CLibenna.n, Mueser, Wallace, Jacobs, Eckman and Masse!, 1986). 

Strategies Cdevelopnent of patient skills and environmental resources) are 

aim:rl at optinal role fulf ilrrent on physical, emotional, social and 

intellectual levels (Anthony and Libenna.n, 1986 > and the reduction of 

relapses (Wallace, 1986). 

Anthony and Libenna.n Cl986) distinguish three overlapping phases in the 

process of rehabilitation: 

Ca) Assessoent 

CU.rrent deficits, inpainnent, psychopathology, strengths and skills are 

identified and assessed with regard to the patient as well as the type of 
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resources which he/she can utilize in the environment Calso errphasized 

by Wallace C 1986)) • Rogers, Cohen, Danly, Hutchinson and Anthony C 1986) 

identify this as the diagnostic phase. 
' 

It is inportant to know that dysfunction or abnonnali ty in certain brain 

areas can cause impairm:mt in specific areas of functioning. Attention is 

again drawn to the findings of Gur <1979), who stresses the possible link 

of deficits in the left hemisphere in brains of schizophrenic patients and 

impainnents such as poor self-cii.re, social withdrawal, abandornnent of 

family responsibilities and emplo~t incapacity. 

When the clinician assesses a chronic schizophrenic patient, certain 

impairm:mts are associated with the disease Cas indicated in Section I, 

where residual characteristics -were discussed) . catterson, Bennett and 

Freudenberg <1963> also recognise the importance of assessment, as well as 

Bennett <1978 > • 

Cb) Planning Phase 

Goals are set and interventions chosen, and patients are taught to achieve 

the set goals <Rogers and co-workers, 1986 > . Anthony and Libernan C 1986 > 

stress that the patient's level of functioning be raised to the level 

required by his/her environment. This planning, in conjunction with 

environrcental rranipilation is undertaken at this stage. 

Cc> Intervention Phase 

The rehabilitation plan now takes place, to teach and irrprove the patient's 

skills and to assist him/her to adapt to the environrcent - to improve 
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support or to lessen the demands, or to develop resources (Rogers and 

co~rkers, 1986). 

Libennan, Mueser, Wallace, Jacci:>s, E.ckman and M:issel Cl986) identify a 

basic rehabilitation mcrlel, which involves the patient in role-playing, 

with rrode]Jing, pranpting, feedback and reinforcement by the therapist. 

These authors also distinguish the problem-solving model, where general 

strategies are utilised for dealing with a vast variety of social 

situations. Role-playing not only enhances behavioural performance but it 

also focuses on the patient's ability to perceive and respond to incaning 

social stimuli Chc:M' the patient perceives social messages fran his/her 

envi rornrent ) • 

Anthony and Libennan Cl986) feel that these interventions should only be 

undertaken when a trusting, mutually respectful and errpathetic relationship 

exists between the therapist and patient while, for best results, Libennan 

and co-workers Cl986) recormend a corrprehensive rehabilitation prograrme 

with the characteristics of continuity of care, supportive camnunity 

services and the availability of cherrotherapeutic interventions. 

Several authors acknowledge that psychiatric rehabilitation is a lengthy 

. and complicated process. Olshansky C 1980) refers to patients' impainnents 

such as untidiness, over-dependency and their break f ran reality - which 

may complicate deinstitutionalization. Glynn and Mueser (1986) regard this 

as an ongoing challenge to mental health practitioners, and Libennan 

<1986:540) sums it up: 

But it is schizophrenia that poses the· greatest 
challenge to the rehabilitation practitioner. 
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Olshansky's <1980) opinion is that it is inperative to recognize the 

chronicity of schizophrenia and the limitations in its treat:nent and 

rehabilitation, if one is to obtain significant irrprovement in the patient. 

He believes that it is only possible to achieve this by encouraging the 

patient to accept the importance of suitable work where he can achieve 

carrpetence and self-fulfilnent <even sheltered employnent>. Olshansky, 

therefore, recon:m:mds that general psychiatrists should open the door to 

colleagues who specialize in re~ilitation psychiatry. 

The fact that a person who suffers fran schizophrenia is an unique 

individual, is nost important during the course and outcate of the illness 

<Strauss, 1986). Patients can, to a certain extent, control their symptans 

and decide what type of assistance they require; also they are able to make 

decisions as to whether to co-operate with the treat:nent or not. 

Strauss sees the rreaning and value of psychiatric rehabilitation as being 

an opportunity for the person, as an individual suffering fra:n the disease, 

to again integrate his functioning: 

The rehabilitation field needs to :pirsue actively the 
possibility that it can help with the basic process 
of reintegration and that this process may be a major 
aspect of healing and perhaps even recovery (Strauss, 
1986:722). 

That he considers rehabilitation as valuable, is evident: 

• • • I would like to praise, but encourage, rcoti va te, 
and even spread scree guilt to :pish further those 
involved in rehabilitation research and practice to 
integrate their work and training rrore completely 
with the notion of the person as a person and with an 
enquiring mind about the still unknown nature of 
rrental disorders (Strauss, 1986:722). 
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HIS'IDRICAL PERSPECT'IVE 

Libennan and co-...urkers (1986 ), state that the need for psychiatric 

rehabilitation results fran the fact that anti-psychotic drugs alone cannot 

remedy the negative synptans of mental disorders and that there are often 

serious side effects to such medication; nor can drugs teach patients the 

necessary coping and survival skills. These needs, therefore, have to be 

met through various other interventions. 

Libennan (1986:541) camrents on the problem of the "revolving door" 

(hospital-admission-brief-treatment-discharge-relapse-readmission) which 

has to be addressed, as it confinns the insufficiency of synptana.tic 

treatment and aftercare. He mentions factors, sup:i:;:orted by the research of 

Anthony and Libennan (1986), which play a significant role in considering 

psychiatric rehabilitation as a :i:;:ossible solution to the "revolving door" 

proolems: 

(a) Rehabilitation in psychiatry was inspired by successes in physical 

rehabilitation and has developed its CMn vulnerability-stress­

coping-campetence m::xiel, as discussed earlier. 

Cb) The iooral therapy era of the nineteenth century influenced psychia­

tric rehabilitation, as the focus of therapy falls on a carprehen­

sive assessment of various disablements in the areas of work, play 

and social activities, as also the• recognition that structured 

activity has therapeutic value. 

(c) Since the two World wars, vocational rehabilitation progra.rmes have 

ircproved tremendously and an increasing number of physical rehabili­

tation progra.rmes are being camrenced, to include and assist patients 

with psychiatric disabilities. 
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Cd) Commmity mental health supports the need for preparation of the 

patient to inprove his/her functioning when resettled outside the 

institutionalised environrnent. 

Ce> Psychosocial rehabilitation centres, such as Fountain House in 

Observatory, arrl Horizon House in the USA, provide examples of 

successful multi-service, psychosocial rehabilitation centres, where 

schizophrenic patients are assisted to cope with their environment 

rather than succurrb to it; health induction rather than synptan 

induction is encouraged, arrl there is f inn belief that m::>st psychia­

trically disabled patients can be prcrluctive. These centres teach 

patients the necessary skills, over a wide spectrum of functioning, 

to enable them to live optirral lives in the caamunity. 

As mentioned. previously, the increasing trend in the Rep.lblic is ~ utilize 

rehabilitation facilities to prepare patients for lives of optirral 

functioning 1n their conmunities. 
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CHAPTER 3 

TRFA'IMENT AND REHABILITATION INTERVENTIONS FOR '!HE PATIENT 

(Secondary and tertiary prevention) 

60 

It is of the ubnost inportance that the i;:s.tient is cherrotherapeutically 

stabilized before airJ other treatnent intervention is undertaken. 

According to Kaplan and Sadock Cl985), the i;:s.tient will only benefit fran 

other treatnent interventions if he is cherrotherapeutically stabilized. 

Hyman and Arana C 1987) stress the following principles of prescribing 

psychiatric medication: 

3.1.1 The medical condition of the i;:s.tient should be known to the practi­

tioner and the interaction of the drugs that could either increase 

the toxicity of prescribed drugs or decrease the effectiveness of 

the psychiatric drug 

3.1.2 Diagnosis should be accurate to ensure effective treatment 

3.1.3 Specific target symptoms should be identified, which should be 

evaluated after cherrotherapy has been 'given C to evaluate whether 

these conditions respond to treatnent) 

3.1.4 Adequate dosages should be given 

3 .1. 5 Patients should be told and educated about possible side-effects, 

for exanple, a dry rrouth 
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3.1.6 Dosages should be kept as simple as possible 

3.1.7 Influence of alcohol or other drugs should be evaluated 

3.1.8 careful supervision is needed in the case of psychotic patients who 

cannot verbalize how the dosages are affecting them 

3.1.9 Observations about the patient's response to cherrotherapy should be 

docurrented. 

1.10 Consultation is reCanrrended when there is doubt about the 

diagnosis. 

Schizophrenic patients usually respond to one or rrore of the phenotiazines 

<according to Atkinson, 1985) , such as <the brand narre is given in 

parenthesis): 

Chlorprana.zine CLargactil, 'lhorazine); 'lltloridazine CMelleril); 

Trifluoperazine CStelazine); Fluphenazine decanoate CModecate); 

Fluphenazine enarthate CMcditen); Flupenthixol decanoate CDepixol); 

Fluspirilene CRedepin);, Haloperidol CHaldol, Serenace); Trifluperidol 

<Tri per idol ) ; Pim:::>zide < Orap) . 

At Nruro B Clinic the following, long-acting chemotherapeutic drugs are 

used: 

Fluphenazine decanoate CMcdeca.te); Clopenthixol CClopixol>; Flupenthixol 

CFluanxol) and Pipotiazine Palmitate CPiportal). Good response is received 

fran Clopenthixol CClopixol), which is the drug rrost recently evaluated at 

Stikland Hospital. 
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" Clozapine CLeponex> is used as well, having recently been tested in Europe, 

according to Hyman and Arana C 1987). 'Ihls is described as a non-neuro-

leptic drug, with less rooter side effects than others drugs evidence. 

Gillis Cl986) emphasizes the irrportance of these drugs. They do not cure, 

but control synptcms of the illness - such as delusions, hallucinations, 

psychaootor overacti vi ty, inpulsi veness or paranoid reactions. He also 

stresses that the so-called negative synptcms, or secondary synptcms, like 

the inpainnent which the patient has suffered fran previous attacks, are 

usually not changed to any significant extent. Other treatment modalities 

here are of importance, for exanple: Psychotherapy, group therapy, 

industrial therapy, and so on. 

These drugs can also cause many side effects which can add to a patient's 

suffering, for example, dry roouth, constipation, drowsiness, blurred 

vision, akathisia <patients exi;>erience this condition "as an intensely 

unpleasant need to move") (Hyman and Arana, 1987:28>, and the patient is 

very restless. Rigidity or stiffness nay be experienced, or akinesia 

(diminished spontaneity> (Atkinson, 1985). 

Side effects also irentioned by Hyman and Arana C 1987) are: acute dystonia 

C acute rnuscular rigidity and crarrping, usually in the muscles of the neck, 

tongue~ face and back), thickness of the tongue, or difficulty in 

swallowing. These conditions are very uncomfortable and frightening for 

the patient, and they are treated with anticholinergic drugs like 

Benztropine C~ogentin); Biperiden CAkineton); Procylidine CKemadrin>, or 

Trihexyphenidyl CArtane, Tremin). 
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Sane patients develop a rrost serious idiosyncratic reaction to neuroleptic 

drugs, called Neuroleptic Malignant Syndrare CNMS) • 'lhe symptan.s of NMS 

are rigidity, fever and autonomic instability (for example, instability of 

blood pressure - both hyper and hypostolic). Patients are usually confused 

and often mute, and seizures or cone might also be present. Death can 

occur if the condition is not properly diagnosed. Death usually occurs as 

a result of respiratoz:y failure, but is also known to occur fran cardio­

vascular collapse, arrhythmias or renal failure. The treatnent of the 

condition usually involves adjusting the neuroleptic drug ~ the lowest 

possible dosages of a lower-potency drug, such as 'Ihioridazine, while 

interventions like adequate hydration, cardiac rroni toring, ' rroni toring of 

urine rutp.it and renal function should also be undertaken. SOO.iurn 

dantrolene might help to relax the muscles and may decrease rigidity and 

hyperthennia. 

The clinical social worker can make a valuable contribution by rrotivating 

the patient to take his m:dication regularly and infonning the patient of 

the effects of the m:dication. Patients should be aware that, for optinnlm 

efficacy, the m:dications must be taken as prescribed. This education of 

the patient with regard to his m:dication is also recanrrended by McGill, 

Falloon, Boyd and Wocrl-Siverio (1983). Therefore, the clinical social 

worker should have a sound knowledge of m:dication and its effects and 

side-effects (Nelsen, 1975) . It is often necessaz:y for the social worker 

to explain side-effects· of m:dication to the patient and his family, 

especially during horre visits when the m:dical staff is not present. The 

patient who knows that his decreased sexual drive might be the result of 

the Mellaril which he is taking can be rrotivated to discuss this with his 

psychiatrist and another drug might be substituted. 
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After the acute phase, naintenance on chem:::>therapeutic drugs is regarded as 

being of vital importance. Not only is this emphasized by Gelder, Gath and 

Mayou (1983) but research findings by Leff, Hirsch, Gand, Rhode and Stevens 

<1983) also proved this. They found that relapses are nore likely to occur 

when patients stop taking their medication. These findings have also been 

confirrred by Hc~arty, Ulrich, Mussare and Aristigueta Cl976). 

Some long-acting grugs are given in the fonn of m::mthly intramuscular 

injections, for exanple, Fluphenazine decanoa.te (M::rleca te > • These 

injections simplify aftercare, as patients then remain cherrotherapeutically 

stabilized for at least cme nont.h. Any person involved in the after care 

of psychiatric patients can confinn that discontinuaticm of drugs is a 

major prc:blem, resulting in relapse and possible re-admission to the 

psychiatric hospital. The patient suffering f ran schizophrenia is no 

exception and, even rrore so, is the patient who does not understand his 

illness. The patient who is still in the phase where he denies his illness 

nay easily stop medication. The clinical social worker can, in such a 

case, play a vital role by notivating the patient not to discontinue his 

medication. 

As medication is not the cmly factor for consideration when relapse of the 

condition is at stake, stressful life events should also be nonitored, as 

proved by the research of Schwartz and Myers Cl977b). 

The patient's family and ccmnunity are decidedly inportant, with regard to 

both acute cases and chronic cases of schizophrenia. Beels and McFarlane 

(1982> recomnend the approach. of Goldstein, Rod.nick, Evans, May and 
I 

Steinberg ( 1978 > for acute cases, and the Anderson or Falloon-Libennan 
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model for the treatment and follCM-up of long term <chronic) patients. 

These will be discussed later. 

3.2 PSYCHOTHERAPY 

Much controversy surroonds the question of whether the patient suffering 

fran schizophrenia has the ego strength to cope with the demands of 
\ 

psychotherapy. Gelder, G'3.th and M3.you C 1983) stress the possibility that 

this intervention may cause over-stimulation and subsequent relapse. 

Hcwever, they enphasize that there is a lack of evidence as to whether 

psychotherapy is :rreaningful to the schizophrenic patient, or not. Kaplan 

and Sa.dock C 1985) see this type of intervention as being different f ran 

psychotherapy undertaken with neurotic patients. The f6cus is more on 

everyday, practical day-to-<la.y coping rather than depth interpretations of 

internal motivations or solving parent-child conflicts. 

As far as the relationship between therapist and patient is concerned, 

Kaplan and Sadock C 1985) , as also Nelsen C 1975) , emphasize that 

relationship-building might be a difficult and lengthy process, charac-

terized by long silences, awkwardness, inappropriate discussion or apparent 

disinterest. The schizophrenic patient is lonely, but also defends against 

closeness and trust. The patient may become suspicious, anxious, hostile 

or regressed with the therapist who attenpts to build. the relationship. 

The patient might also expect the therapist to rreet all his needs, for 

exarrple, inappropriate sexual demands and over-de~dency. Frustration 

might follCM when the therapist cannot rreet his demands, and the patient 

rray lose interest in therapy, thinking that the therapist does not really 

care. 
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Kaplan and Sadock C 1985) warn that the therapist may easily feel anger, 

disappointment, irritation, enbarrassment, guilt, frustration and 

inadequacy as a result of the resistances which the patient presents. They 

stress, ho~ver, that the schizophrenic patient does appreciate a therapist 

who understands him and his psychosis, and who does not feel upset by what 

he/she discloses to the therapist. 

In approaching the schizophrenic patient, Kaplan and Sadock. C 1985) consider 

M. Bleuler's three principles of importance: 

Ca) There should be a steady, quiet appeal to the patient's healthy ego, 

and his dignity and responsibility should be appreciated. 

Cb) The patient's attention should be stiimllated by dramatizing reality. 

This will ensure that the patient awakens fran his world of autism. 

Cc) The environment of the i;:atient should not be too demanding or 

over-stiimllating. 

There should be flexibility in interventions. The therapist, for exanple, 

may take the patient out for nea.ls or may receive and accept gifts. The 

aim should always be that the therapist wants to convey that she/he wants 

to understand the patient, that she/he has faith in the patient's potential 

as a human be~ng - no matter how disturbed, hostile or bizarre he may be at 

that particular moment. 

M3nfred Bleuler has indicated, according to Kaplan and Sadock. Cl985), that 

the therapist should accept the patient as a brother or a sister, rather 

than observing the patient rrerely as a person who displays inappropriate 
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behaviour and is different fran the therapist. The approach which these 

authors recanm:nd is that of simple directness, sincerity; appreciation of 

personal distance and privacy. Exaggerated wannth might seem threatening 

to the i;atient. 

Nelsen Cl975) warns that the therapist should guard against giving mixed 

m:ssages. Such issues should be addressed inmediately they arise. The 

clinician can spell out how she/he can help, the limitations which are 

experienced, and what the i;atient himself needs to atterrpt. Unrealistic 

hopes and expectations should be discusserl. and dispelled. 

Fmpathy is of prine importance in the therapist's approach, and the 

i;atient' s strengths should always be emphasized. Atkinson Cl985) stresses 

the long teim, one-to-one relationship in which support and practical help 

and advice are given to the i;atient, helping him to care to terms with his 

situation. 

Sane chronic i;atients will benefit n:ore fran psychotheraPY' than others, 

depending on the degree of impai.rment as a result of schizophrenia, and 

also depending on whether a non-threatening, supportive and e:npathetic 

relationship·can be established between therapist and i;atient. 

The Anerican Journal of Psychiatry recently p.iblished an account by a 

i;atient who errphasized the value of psychotheraPY', canbined with charo-

theraP.f. This i;atient stressed that he/she also had to deal with the 

emotional factors of the illness which he/she expressed as follows: 

Even if ned.ication can free the schizophrenic i;atient 
fran sane of his to.rment, the scars of emotional 
confusion remain, felt perhaps n:ore deeply by a greater 
sensitivity and vulnerability <1986:68). 
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The difficulty experienced in establishing a relationship with, and· trust 

in, the therapist was emphasized by the patient, but the value of the 

relationship was also established.. The patient regarded. this relationship, 

together with psychotherapy, as being the :aost important aspects in his;1ler 

treatment, thus enabling him/her to carry on with life. 

article, the patient strongly recamended psychotherapy as 

In the above 

• • • [a] fragile ego left alone remains fragile. It 
seens that there rrust be sate balance that can be 
achieved. so that schizophrenic patients can receive the 
benefits of psychotherapy with therapists who are 
sensitive to their special need.s and can help their 
egos anerge, little by little. 

Tuma, May, Yale and Forsythe Cl978> addressed. the question of whether 

personality characteristics and behaviour of therapists may influence 

treatment outcor:re in schizophrenic patients. The work of Rogers (1967), 

and of Truax and co-workers (1971>, are mentionerl. They stressed qualities 

such as anpathy, warmth and unconditional regard as being characteristics 

of effective therapeutic interaction. Other factors which neerl evaluation 

with regard to the therapist are: ego strength, stress tolerance, ability 

to cope with aggression and dependency, conveyance of acceptance and 

canpassion, intellectual resoo.rces, knowledge and skills with regard to 

specific treatment interventions. These authors stress the neerl for 

further research in this field. 

The writer concludes that there is a place for psychotherapy as an 

intervention in the treatment of schizophrenia. Certain principles and the 

approach to be adopterl are i:nportant, however, to ensure optimal results 

for the patient, while the therapist shoo.ld be preparerl for involvement on 

a long-tenn basis. 
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Fran this relationship, the patient's coping abilities are also discussed 

and assessed. This process of assessment, as part of the process of 

rehabilitation, can lead to the planning of m:>re appropriate ways of coping 

with life. 

Anthony and Libenna.n (1986) stress that the process of rehabilitation 

starts directly when the florid synptans of the condition stabilize. The 

areas which can be focused on are: self care <including rredication and 

synptan nanagement}; family relations; peer and friendship relations; 

avocational and employment; m:>ney management; residential living; recrea­

tional activities; focrl preparation, as well as choice and use of public 

resources. Conpetence in the abovenaned areas may inprove the long-te.rm 

prognosis of the patient. 

Glynn and Mueser ( 1986 > recamn=nd the use of assessment and evaluation 

procedures to rreasure the impact of interventions. They mention the 

Clinical Frequencies Recording System C CFRS > to evaluate patient behaviour, 

functioning, progress, and staff responses to patients' behaviour. Other 

procedures which can be used are the Tim=-Sanple Behavioural Checklist 

('!'SBC} , which gives particulars about the functioning and response in areas 

like appropriate facial expression, social orientation, appropriate current 

activities and crazy behaviours (for example, laughing loudly and 

inappropriately in public}. 

Wallace C 1986 > reviews several assessment instrunents which are suitable 

for the rreasuring of functional living corrpetencies of patients, for 

example, the Katz Adjustment Scale <1983) Cfor the assessment of synptans, 

expected activities, recreation and leisure activities}; Personal 

Adjustment and Role Skills Scale CPARS, 1968) Cto assess synptans, 
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substance abuse, general conmuni ty functioning) ; Social Behaviour and 

Adjust:nent Sea.le CSBAS, 1980) (to assess synptaas, role perfo:nnance, 

d:>jective burden, household distress); Psychiatric Status Schedule (PSS, 

1970) <to assess symptans and instrurrental role perfomance) • Others are 

Psychiatric Evaluation Fonn CPEF > , Current and Past Psychopathology Scale 

CCAPDS) and SOcial Adjust:nent Sea.le (SAS). Wallace does point out that 

none of the abovenamed scales is totally adEquate in the assessment of 

living skills. 

Lukoff, Libennan · and Nuechterlein (1986) · recamend interviewer-rated 

inst.rurrents to assess symptanatology. 

Brady (1984) recamrends the use of questionnaires and direct behavioural 

cbservations in sinnllated social situations (role play), or in real 

situations, to assess the p:i.tient's type and degree of inpainnent. 

Responses on questionnaires might be influence:l by misinterpretation, and 

this has to be taken into account. '!he patient's response in a real 

situation can be assessed much more effectively. In Neuro B, for example, 

p:i.tients are taken on ootings into the carmmi ty. '!heir responses in 

different situations, for example in a restaurant, are then assessed and 

discussed, with a view to learning better coping strategies shoold the 

patient experience,proplems in this regard. 

Once the assessment is ccmpleted, planning is inplanented to teach the 

go.a.ls of improved functioning. Brady C 1984) reccmnends the following 

strategies to improve social skills: instruction, coa.ching, nodelling, 

behavioural rehearsal C role play), feedback, social reinforcanent, hOireWOrk 

assigments .Cin Neuro B, this latter strategy is an important one, which is 
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usually undertaken during week-ends at hare) , and generalization training 

Cwhere p:ltients enter into natural situations, for example dances, to 

practise skills). At Neuro B, p:ltient.s have, for example, the opportunity 

to socialize with p:irent.s during p:irent/fami.ly meetings. An aspect 

ercphasized by Li.beman and colleages C 1986 > is problem-solving. Spencer, 

Gillespie and Eki sa " Cl983) stress the signi.f icance of video-tapes, 

remedial drana and discussion. They found video-tapes to be roost effective 

in the training of social skills. 

At Neuro B, p:lti.ents have the opportunity of developing a therapeutic 

relationship with various members of the team, over a peri.crl of six roonths 

and even longer. Trust can therefore develop during this tima, which also 

enables the clinician to continue the relai;:ionshi.p throughout the rehabi­

litation process, and when the patient is discharged and followed up in the 

comnunity in an after care prograrme. 

3.3 GROOP THERAPY 

Another intervention which can be :rreaningfully used is that of group 

psychotherapy, which can apply to both the inp:ltient or the outp:itient. As 

treatment conditions have changed in psychiatric hospitals, .this interven­

tion has becon:e roore meaningful for numbers of schizophrenic p:ltients. 

Yalon Cl983) even recc.:mrends this intervention for confused, psychotic 

inpatients. Of ten these p:ltients were considered unsuitable for group 

therapy, but Yalan feels that they, too, can benefit, providing the 

therapist uses special techniques to involve them in the group. As the 

Neuro B prograrme does not cater prirra.rily for psychotic patients, further 

discussion would be inappropriate here. Suffice to say that Yalan's 
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reccmnendations in this regard are highly valued in the treatment of 

psychotic pa.tients. 

Tee group situation is also the place where skills training, to a great 

extent, can take place. Neuro B offers a six-100nth prc:gra.rme and the team 

rrenbers are in a fortunate position where they have group m::mbers remaining 

in the group for a considerable length of ti.Ire. (Other inpa.tient wards may 

experience a rapid turnover in their group nenbers) • '!he pa.tients of 

Neuro B do, however, experience several handicapping factors and they have 

to contend with these, together with their existential prd:>lems of ordinary 

. living, such as loneliness, isolation, conflict with authority, anger, 

intimacy and dependency. Yalan C 1983 > stresses the group rrenbers' need for 

support and, therefore, the inportanee of a positive, non-judgmental and 

accepting therapist-pa.tient relationship. The pa.tient should experience 

the value of a therapist who v~ues him, respects him, and appreciates his 

dignity. 

Schizophrenic pa.tients are often inclined to view the group sessions as 

threatening. Therefore, the group therapist has a special role in creating 

an atrrosphere in which even this type of pa.tient will feel free to express 

his feelings and ideas. 

Another factor which is 'to the advantage of the group therapist is that all 

m:mbers in the group suffer fran the sarre illness, i.e. schizophrenia, 

together with the advantage that team nenbers ranain constant during the 

group sessions. Cohesion can, therefore, be reached amongst group m:mbers, 

and the pa.tient-therapist relationship has time to develop. 
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In the inpatient setting, group psychotherapy is nerely -a part of other 

treatment interventions, such as chem::>therapy, psychotherapy or industrial 

therapy. The following recornnendations fran Yalan C 1983 > are particularly 

neaningful in the Neuro. B prograrme: 

3.3.l That grcups should neet daily to irrprove their cohesiveness and to 

facilitate group interaction. This is useful with schizophrenic 

patients, where the fonna.tion of relationships with the therapist 

and with other members in the group is a lengthy process. 

3. 3. 2 '!he fact that a grcup consists of between six and ten patients 

allows sufficient tine for involvercent of each member. 
' 

3.3.3 'Iherapeutic grcups need to be goal oriented. Goals should be 

realistic, considering the degree of the illness. (The severely 

impaired patient who has poor social skills should, for example, 

have sufficient tine to adjust to being in the group situation 

before his verbal participation is anticipated}. 

3.3.4 Therapeutic factors, also nentioned by Yalan, which lead to 

neaningful grcup experiences for patients, are: 

3.3.4.1 Giving them hope that they will also benefit 

3.3.4.2 '!he realization that others in the group have similar 

problems 

3.3.4.3 Infonna.tion they obtain within the group can help them to 
/ 

try out new behaviour, for example, self-relaxing 

exercises 



74 

3.3. 4. 4 The patients realize that they can assist others if they 

share their own experiences 

3.3.4.5 The patients can be re-educated to using rrore appropriate 

behavicur in coping with life, instead of persisting with 

the patterns which they have practised in ·their prina.ry 

family grcup situation. A method of re-education 

favoured by Anthony and Liberman C 1986 >, for example, is 

prcblem solving 

3.3.4.6 Social skills training can be irrplemented, using role 

play , and other techniques. Spencer, Gillespie and Ekisa 

C 1983 > found video-tapes to be ITOst effective in social 

skills training 

3.3.4.7 Patients can benefit by m:xlelling the therapist and 

fellow group members. This is stessed by Brady (1984), 

Libennan and his colleages (1986 > as being especially 

valuable in shaping, coaching, feedback and reinforcement 

of behaviour. 

3.3.4.8 Patients can learn how to openly express their feelings 

3.3.4.9 Existential themes in therapeutic groups focus\ inter­

action· on situations such as isolation, death, feedan, 

responsibility and meaninglessness, and group members can 

discuss their experiences 
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3.3.4.10 Group cohesion is of vital importance for the patient who 

lacks m:aningful relationships outside the group 

3.3.4.11 Inter-personal learning is possible - the behaviour which 

die patient displays in the group situation will be 

similar to that which he displays outside the group. 

Maladaptive, interpersonal patterns which are identified 

within the group can be focused upon imnediately and the 

' patient can be taught nore appropriate fonns of coping. 

Yalan Cl983) emphasizes certain strategies of leadership for such groups: 

3.3.5.1 Structural importance is stressed, characterized by the therapist's 

decisive but flexible personal style, mode.Ding behaviour to the 

patient, and even sharing her/his own feelings with the patient 

3.3.5.2 Orientation and preparation of the session by intrcx:lucing new 

members and stating the goals of the group 

3.3.5.3 Consistent, coherent group procedure is important for poorly 

functioning patients; however, in the early stages of group 

psychotherapy this is i~rative 

3.3.5.4 Frcm an approach of support, the patient's contributions are 

acknowledged, i.e. what he says is, taken_ seriously. The therapist 

will also discourage self-ilefeating behaviour and encourage 

positive behaviour. The patient must always be treated with 

dignity 
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3.3.5.5 Certain situations such as anger and conflict are som::!tin:es evident 

in the group situation, and they need to be dealt with as they 

arise. Patients should be encouraged to follOW' the therapist's 

m:xieJling, thus being ootivated to talk about any disagreements 

before·their feelings becorce out of hand 

3.3.5.6 Therapist self-disclosure, when used appropriately, facilitates in 

building up trust in the therapeutic procedure. 

Yalan <1983 > stressed the follOW'ing major differences between inpatient and 

outpatient groups: 

outpatient groups serve as nore independent treatment interventions, while 

inpatient groups are usually part of a comprehensive system of other 

treatment interventions. Patients who form part of out-patient grrups 

also have less contact with one another between group ireetings. They live 

. in the camruni ty and have to cope on their . own between neetings, and this 

can increase their need for the neetings where they feel supported and 

accepted. The writer has experienced this particular phenanenon, where 

out-patient support groups are eagerly attended because patients experience 

warmth and acceptance within them. 

Davis ( 1971) used outpatient group psychotherapy to enable chronic 

schizophrenic patients to remain in their comm.mities. Davis found that 

the establishnent of a group relationship was nost difficult because of the 

apathy and dependency which the patients exhibited on the therapist. Payn 

C 1978) also experienced this when he intrcduced outpatient group 

phanrB.cotherapy. . He fourrl that patients derive rrore benefit fran group 
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interaction than they do fran individual contacts, e\ren though the group 

process is slow and, initially, the nanbers of the group focus their 

attention on the leader of the group. 

Payn Cl978) defines group phannacotherapy as being. the group neetings of 

patients where they first neet each other and receive their prescriptions. 

While the prescriptions are being made up, the m:mbers continue with their 

discussions. Payn' s main goals are to get the patients to converse with 

one another, then to express their feelings, to recognize and m:x:lify 

inappropriate feelings and, eventually, to change their behaviour. He 

describes the results: 

Pha.tmacotherapy alone would, at _best, only keep the 
patients out of the hospital. Pha.miacotherapy in a 
group leads them to feel that sareone cares about them. 
And as this feeling grows, a ne>\T feeling emerges: they 
care about soneone (Payn, 1978:99). 

Davis C 1971) records the following benefits achieved through group 

tr~tmant: socialization - schizophrenic patients have a desperate need 

for others yet they have a difficulty in relating to others. Once they 

have adjusted to their group situation, they are able to socialize better 

and also experience the sense of rreaning sorrething to somebody else. At 

the sane tine, their interest in life can be stinulated, thus decreasing 

feelings of isolation and apathy. 

Group :p;ychotherapy, therefore, plays an i.nportant role in treating and 

rehabilitating the schizophrenic patient - even those who are severaly 

disturbed or impaired providing the therapist evidences special 

characteristics and skills which she/he is able to utilize fully in setting 

out to achieve optimal functioning of the patient. 



Atkinson <1985) mentions other treatment interventions like industrial and 

occupational therapy, where the patient is assessed, evaluated and trained 

towards optimal functioning in a work or employment situation. The 

occupational therapist plays a major role in these interventions, and as 

part of a therapeutic team this therapist's contribution is of tremendous 

inp:>rtance. 

3.4 'IRFA'IMENT AND REHABILI'mTION PROORAMMES 

Over the years, several prcqra.mres incorporating treatment and rehabilita­

tion interventions have been described. Spadoni, Smith and Hines <1969: 

549) reported negative results in a milieu setting which operated on the 

principle of family therapists where schizophrenia was regarded as a 

disturbanc-e of cornnunication which developed as a result of pathalcqic 

interaction with the patient's parents. Milieu treatment alone was being 

provided and psychotic behaviour was seen to be distinguished ItEssages 

which had to be decoded by staff members, by way of interpretation or 

confrontation. No drugs were used and the authors reported "distressing 

results". 

Ryan and Bell (1983) also report a negative outcane with their research, 

where treatment interventions were undertaken f ran a psychoanalytic 

perspective and focused on difficulties in the early parent-child 

relationship. These findings indicate that the programrre's emphasis, on 

revealing the patient's feelings and transference phenarena., led to neglect 

of the practical psycho-social problems. 

Glynn and Mueser <1986) report on Paul and Lentz <1977) , whose research 

78 
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canpared traditional hospital treatment with two corrprehensive treatment 

and rehabilitation progrannes which airred at enhancing the patient's 

functional independence. Their findings indicated that a social learning 

progranne - based on learning principles such as associative learning, 

problen-solving, reinforcerrent, modelling and punishment was m::>st 

effective. 

Gunderson Cl980) feels that the follCMing characteristics of the progra.rrme 

are highly relevant to a positive outccme: 

3. 4.1 Distribution of responsibilities and decision-making between staff 

and patients • 

. 3.4.2 Clarity of the progra.rme, as far as its aims and objectives are 

concerned, as well as roles and leadership. 

3.4.3 A high level of staff-patient interaction. 

Baker, Woods and Anderson C 1977) focused their research on a programrce with 

these characteristics:. 

3.5.1 Individual therapy. 

3.5.2 Chemotherapy. 

3.5.3 Education in cooking. 

3. 5. 4 Contact with the canrruni ty, by IIEans of holiday carrps and bus 

outings. 

3.5.S Staff members wore ordinary clothes rather than uniforms, to prarote 



staff-patient ccmnunication. 

for discharge. 
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Patients were also properly prepared 

The average hospitalization period was one year, and the findings of this 

research were positive, in that patients could maintain an optimal level of 

functioning outside the hospital environment, once they had been prepared 

through this progranne. 

Vinutha, Kshana, Sreenivas, Maheswari and Venkatarama.iah (1980) also 

reported a postive outcon:e with their research, where they conducted a 

four-m::>nth, eight-step progra.nrce in Asia, to prepare patients for life in 

the comnunity -.particularly life in halfway houses. 

Positive findings were also the.outcare of research conducted by Dincin and 

Wi theridge ( 1982) , who used a comprehensive rehabilitation prograxme which 

focused on individual casework, vocational rehabilitation, social rehabi­

litation {particularly proble:n-solving training), the provision of 

residential facilities, and an academic progra.nrce where basic skills were 

taught. 

It will be impossible to establish the perfect rehabilitation progra.nrce, 

but Bennett <1978) emphasizes son:e important variables, apart fran the fact 

that progra.nrces should be tailored to meet the needs of the individual: 

3.6.1 Rehabiliation can change disabilities, attitudes and competence, 

but this is a slow process 

3.6.2 There should be a balance between over-stimulation and under­

stimulation as both these conditions, even in a trea:tn-ent and 
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rehabilitation programne, can lead to a relapse. Anthony and 

Libennan (1986), as well as Strachan Cl986), agree that over-

stimulating rehabilitation prograimnes can cause relapses. 

3.6.3 '!'he process of rehabilitation should take place in a series of 

step.s, during which social expectations are gradually increased. 

3.6.4 Bennett sumnarizes the characteristics of successful progrannes by 

stressing the provision of opportunities for patients to develop • 

skills and corrpetence together with other people. 'lhese skills 

will then enable thern to deal with the needs, demands and challen-

ges of society. An incentive systern of rewards and punishment, as 

well as an evaluative system, shaild fonn part of the progranne so 

that the patient may experience support when he/she faces eroc>tional 

discanfort in trying to cope. At the sane tine, the opportunity 

should exist for the correction of inappropriate behaviour and 

responses. 
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CHAPTER 4 

TRFA'IMENT ·AND REHABILITATION INTERVENTIONS INVOLVING '!HE FAMILY 

It is an undeniable fact that social workers are usually involved with 

families. Over the years, historical developnents have shaped and 

influenced the interventions and roles of social 1N0rkers. The field of 

psychiatric social 1N0rk is no exception. Recent developnents in 

rehabilitation have involved the treatment and rehabilitation process, as 

families are llDst often the major sc:urces of supp:>rt for the pa.tient. 

Phanna.colog'ical advancerrents since 1950 have enabled rrore pa.tients to live 

outside of the hospital environmant, thus extending the services of the 

social work.er to include family m:mbers, relatives and significant others 

in the camnunity. The realization that schizophrenia is an illness brc:ught 

about by bio-chemical dysfunctioning in the brain, and that it is not the 

result of family interactions, brc:ught other significant changes to the 

role of the clinical social 1N0rker. Leff Cl979) describes hCM eager 
~ 

professionals are to experirrent with new ideas in treatment. 'Ibis also \ 

occurred when family theorists started their 1N0rk in the 1950 1s. Th ) 

contributioos of Bateson, Lidz and ~ >iere eagerly studied an: l
11 implerrented in treatment mcx1els in the 1960 1s. As is often experienced 

with new interventions, the 1N0rk of these theorists with schizophrenic I 
families brought disillusiornrent sare thirteen years later, ~J 
effectiveness was found to be severely lacking. 

As professionals . looked for
5 

other causes outside the family, the medical 

m:>del ca.ne into perspective and, as a result, llDre sophisticated assessment 

tools were implemented, for example, the CAT-scan. 
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In research which followed, the focus was not only on the bio-chemical 

causal factors but farciily research continued, focusing on factors which 

were considered important wi t.h regard to the course of the illness. The 

research of Brown, Birley and Wing <1972) and Vaughn and Ieff . Cl976) . is 

important in this context, emphasizing that family stressQ_m_g_an influence 

the course of the illness. This research was confi.nned by Moline, Singh, 

Morris and Meltzer Cl985) on a mixed population of caucasian and Black 

subjects. 

The change in focus is also emphasized by Lewine Cl982 >, Beels and 

McFarlane C 1982) and Clarkin and Glick Cl982 >. These latter researchers 

emphasize that the family theorists have now noved to new target 

populations, for example, families disrupted by divorce, drug abuse and 

other problens .. 

AJ;E.rt fran the fact tha.t family therapy, as recamended by the family 

theorists, was ineffective with schizophrenic fami_!-_~es_, it also 2roved to 

be harmful. The experiences of Terkelsen Cl983) and Grunebatun Cl984) are 

important in this context. They observed that it was har'!!:l': ... J?Ossible for 
------------

~e J;E.tient to remain in on canbined family discussions because of his 

symptcms and impainnent. The patient invariably dropped out of therapy 
,....::..._:::_ _____ . --,--- . ----·-·- ···-------

while the family members desperately needed supp:>rt and assistance to cope 
--~~ ~ .... --....-,.~~·-

with the patient. It becane clear that a different philosophy was needed, 

as were different goals, strategies and techniques, when a schizophrenic· 

patient and his family were being treated. 
-----·----·- ~ 

~----

Regarding the philosophy of family therapy with schizophrenics and their 

families, Anderson (1977) recorrm:nds the canbination of the medical model 
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and the family theory models: the patient's illness is seen as the focus, 

while the irrportance of the influence of family variables are taken into 

account. Bernheim Cl982) emphasizes that the aim in this type of family 

therapy is not to cure the illness but rather to relieve as IlUlch of the 

stress as possible and to increase the abtJ.i ty ___ of __ Q9.tj_l patient and family 
---~- ----------·--------------- -- - ---..._ ____ ,_ 

to live with the illness nore effectively. As family nanbers beccme part 
--~~-.·--· --~--. ·--- -·-----· ---·-' ~--·-· --------- - ·-·-·· ···-- -

of the therapeutic team, the words "family treatment" are recomnended in 

preference to "family therapy" (Hogarty, Anderson, Reiss, Kornblith, 

Greenwald, Javna and Madonia C 1986)). 

Prirra.rily, the therapist does not focus on changing the family structure 

and helping the patient becone independent like in family therapy. Som: 

patients are so impaired and as a result so dependent on their families, 

that this intervention can cause a relapse of the condition. The therapist} 

realizes that the patient nay rena.in irrpaired indefinitely, therefore l\ r vf: 

she/he will concentrate on supporting the family, educating than and ( 
l 

helping than to see to their own needs as a family C~ernheirn, 1982). ~ 

Before the type of intervention recomnended by recent researchers is 

examined , the needs of patient's family nanbers are highlighted. 

4.1 THE INITIAL CONTACT 

Whether the patient is admitted to hospital for the first tine, or nore 

than once, an admission is never easy on the family. 

Anderson Cl977) emphasises the tunnoil of the family's circumstances. 

Admission could be the last resort in a line of previous mishaps for the 
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family - several other treatment efforts could have failed and they are, 

perhaps, over a long pericxi the observers of declined functioning in their 

child. Feelings of guilt and srume, together with feelings of being 

failures as parents, are often present. other experiences might be those 

of hopelessness, despair and anger. Grunebaum C 1984) and Atkinson C 1985) 
. ~,. 

emphasize the emotional pai~ which parents experience when they have to 
_:;.---~ ·-- - - .. 

contend with a child which is suffering the acute symptoms of 

schizophrenia. Kanter and Lin Cl980), COstell, Reiss, Berkman and Jones 

C 1981) , Scharf stein and Libbey C 1982) , Terkelsen C 1983) , Bernheim C 1982) 

and others, like Arieti Cl979), also refer to these experiences of the 

parents. 

A couple's need for support in their confusion was recently expressed to 

the writer by parents who followed an ambulance which was conveying their 

son Ca high school :p.Ipil) to hospital, for admission after a psychotic 

breakdown. What 1T0.de this situation even rrore traurratic for the parents 

was the fact that this particular admission was in tenns of Section 9 of 

the Mental Health Act (certification). As events leading up to their 

child's admission had taken place after hours, there was nobody available 

to explain the various procedures to than and to help alleviate their 
0 

bewildennent. All too often, unfortunately, staff members will have too 

little tirre to meet the needs of the family in such a crisis. 1,, ....... 

The role of the clinical social ~rker is, however, of trerrendous 

inportance in such a crisis. Anderson C 1977) reconmends imnedia te contact 

with the family, that is, on their child's admission to hospital or as soon 

as possible thereafter. Hospital procedures should be clearly explained, 

and infonna.tive attention given to the experiences which the parents are 

going through - this is essential in the formation of the therapeutic \ 
./ 
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relationship which will be required for the renainder of the treatrrent 

progranne. Families are usually m:ist receptive to assistance which is 

offered them during a crisis pericd such as this. 

At the tine of admission, only essential infonnation is obtained fran 

parents and relatives. Long interviews are liable to cause them additional 

stress and increase their own feelings of guilt and despair •. '!he personal 

style of interviewing by staff members and the clinical social worker can, 

if not '6a.rin~Iy approached, add to the parents' feelings of guilt and 

responsibi.litY for their offspring's condition. Nelsen < 1975 > mentions 

various factors which affect parents during admission procedures, for 

example, disguised accusations and biased questioning. Certainly any 

questions relating to a family history of psychiatric illness need to be 

handled with support, dignity and total understanding. 

Appleton <1974) nentions that staff have been known, throogh their 

attitudes and behaviour towards the patient's family, to instil feelings of . ', 

rejection in the family fran the outset. Beels and McFarlane <1982) stress 

that after World War II, when all problems were linked with the psycho-

, social aspects of life, the m:ither of the child was often blamed for 

his/her problems. Weitzman ( 1985) points out that it is not only 

schizophrenic patients who often care f ran dysfunctional families - various 

dysfunctional patterns are also present in families of anorectic patients, 

child abusers and drug addicts. 
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4. 2 ORIENTATION OF THE FAMILY '10 THE 'IREA'IMENT AND REHABILITATION 

Here, the role of the clinical social worker ensures adequate explanation 

of treatment interventions and assur.ing the p:trents of. the vital inp::>rtance 

that they co-operate in the treat:Irent and rehabilitation progranne. 

Infonnation about the onset. of the illness, the various stressors, and 

inf onnation about the progranne will be provided to the pa.rents. Kanter 

and Lin C 1980) point . out that the limitations of services should be 

nentioned, in order to assist the family to set realistic aims. The family 

should, for example, knew that time is an inp::>rtant factor in the treat:Irent 

·of any psychiatric illness, in contrast to sane physical conditions which 

can be treated and cured within days. It is not uncc:moc>n for pa.rents to 

express their f:rustration when their child's condition does not appear to 

improve over a time pericrl of three months.or longer. 

Not only are interviews with individual families meaningful, but groo.p 

orientation neetings are reca:mended by Scharf stein and Libbey C 1982 > and 

Beels and McFarlane Cl982). 'Ihese help to bridge the gap between the hare 

and the hospital environments. These orientation groups utilize concepts 

of family theory <to fonn an alliance with the family); groo.p theory ('where 

it helps to talk about problems and for p:trents to be aware that there are 

others, like them,· in similar circumstances), and of p:ttient education 

theory (that education of the relatives/p:trents eventually leads to. 

successful adjust:m::!nt of the p:ttient>. Scharfstein and Libbey <1982:575) 

emphasize this aspect: 

Involving families of the institutionalized chronic 
nentally ill in ongoing therapy and guidance does not 
stand a chance of being successful if ~ cannot 
ensure support and C'OOperation fran the families and 
institutional staff. 
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Shalld i;:arents '/relatives' needs for support not be net, or should they 

feel guilt as a result of staff behavioor, Terkelsen Cl983) m:ntions that 

the following reactions can result: i;:arents nay reject the therapist; they 

nay deny the serioosness of the illness by minimizing the synptans, or they 

nay desperately try to repair the presumed damage. If, for example, they 

feel resi;x>nsible for their child's condition because of nari tal conflict, 

they nay superficially try to solve their problems. The consequences of 

this self-help could place additional stress on the patient's siblings and 

other nenbers of the family. 

Atkinson <1986) and Guneba.um Cl984) emphasize the fact that grief is an 

important en:otion, and. that i;:arents shoold be allowed to iroum as they see 

and d:>serve their child in circumstances which are totally unfamiliar to 

than. As the treatnent pericrl proceeds, their child's impairnent will 

becane more and nore obvioos to than, and i;:arents cane to realize that they 

have lost the child they used to knOW'. The impairm:nt of inappropriate 

behaviour, loss of insight, deficits in thinking and prd:>lans in relating 

to others are obvious nanifestations of schizophrenia, noted in i;:atients 

who , are referred to the Nairo B progra:rme. Parents need assistance in 

working through all the stages of the nourning process. 

Parents also have deep c6ncern and nany questions arise a.bout the future of 

their child, for example, what will happen to the child when they Cthe 

i;:arents) die or are unable to cope. These aspects of involvement with the 

p:irents are existential to a great extent, as the tragedy of the illness 

brings feelings of hopelessness, neaninglessness and desp:iir. 

Me:nbers of the therapeutic team at Neuro B of ten experience this mourning 
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of the parents when they are confronted with the tragedy of this illness, 

which jeopardizes the. bright young lives and chances of their offspring. 

The approach of Yalan (1983) is very useful, concentrating not only on 

the reality of the illness but also on the hope that patients will be able 

to function optimally through treatnent and rehabilitation prc:qranmes. 

The question does arise: what should be the characteristics of therapy 

interventions with this particular type of family? 

4.3 FAMILY 'IREA'lMENT : AOJTE SOIIZOPHRENIA 

Beels and McFarlane Cl982) recom:rend. the IOOdel of Goldstein, Rcrlnidt, 

Evans, May and Steinberg (1978) for patients suffering fran acute schizo-

phrenia, as also for their families. These researchers reported a 0 % 

relapse rate for patients whose families 'Wl:re involved in this type of 

prc:qramre, as compared with a 48% relapse rate for patients whose families 

'Wl:re uninvolved in the programrce. (It m.ist be stressed that the patients 

were also chaootherapeutically stabilized). 

In this m:del, the family therapy offered is a six-session, crisis-oriented 

family approach, with the following cbjectives: 

4.3.l 

4.3.2 

Assistance .to patient and family to accept the fact that the 

patient has a psychosis 

Assistance in identifying stressors which could be an added 

burden on the patient and the.family 
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4.3.3 Realization that the patient is wlnerable and sensitive to his 
I 

environment 

4.3.4 Avoiding factors which can encourage a relapse. 

The primary goal in therapy is to help the patient and significant others 

to experience the event of psychosis IIDre positively; to talk about it 

openly and not to "hide it away". Fran an open perspective, they might be 

helped to set IIDre realistic future goals for the patient. 

4. 4 FAMILY mFA'IME.NT AND REHABILITATION : am.oNIC srnIZOPHRPNIA 

Beels and . McFarlane ( 1982 > , as also Atkinson ( 1986 > , emphasize the m:xl.els · 

of Falloon, Libennan, Lillie and Vaughn (1981) and Anderson, Hogarty and 

Reiss Cl980 >. These contributions are in tenns of ·the psycho-educative 

approach and are characterized by: 

4.4.1 

4.4.2 

Patients and their families are seen separately, initially, in 

order to allcw l:x:>th parties to express their feelings openly, 

including any negative feelings which they would feel unable to 

discuss in the presence of each other, or while the patient is 

still psychotic 

Aims are: ed.ucating the family and patient about schizophrenia 

and management; the use of medication; improving ccmnunication 

skills to prarote IIDre positive, less critical, interaction; 

improving the coping ability of family m:mbers within the family 

network; increasing, where appropriate, the independent living 

skills of the patient; reduction of family stress 



4.4.3 

91 

These models :n:ak:e use of educational seminars and hOIMWOrk assign­

nents in order to increase the p::>tential for learning. During 

these seminars, aspects such as diagnosis, phenonenology, 

theories of etiology, and treatment are highlighted, while 

i;:arents have hone assisgnm;nts where they experinent in the areas 

of canmmication and problem-solving strategies, in order to 

decrease the influence of highly em::>tional expression - a factor 

which has been found to be relative to relapse in schizophrenia 

This ,educational programre incorp::>rates different stages <Anderson, Hogarty 

and Reiss, 1980 >. During Phase Ci> the therapist joins the family for 

initial contact and orientation, as previously described. 

Phase Cii) concentrates on the education, during workshops_, of the family 

n:enbers, as previously discussed.. 

Phase (iii): The family and i;:atient are interviewed together again, after 

the i;:atient has also been educated. about the illness and after cherrothe­

rapeutic stabilization. HClllE! assignm:nts and tasks are of vital importance 

in this phase. 

Phase (iv) focuses on Irl1'lintenance of the i;:atient in the family and the 

ccmnunity. 

During Phases <iii) and (iv), SClllE! of the contributions of the family 

theorists can be utilized.. The aim is not to investi9ate the etiology of 

the illness but rather to use the inf onnation to inprove effectiveness of 

the family in coping with the i;:atient. Skills in problem solving and more 
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effective conmunication can be taught through role rehearsals in typical 

day-to-day situations, and this can lead to a nore supp:>rtive and 

understanding hone environment for the patient. 

Nelsen <1975) stresses the value of ccmbined sessions with the patient and 

his family, emphasizing the diagnostic value of observing family dynamics. 

The patient's inpainnent, for exanple, with regard to appropriateness of 

effect, reality testing, judgment, frustration tolerance, or the ability to 

question or admit negative feelings, can be observed -. but so can the 

family members' resp:>nses to these impainnents be noted. 

Bernheim < 1982) reccmrends a similar intervention, which he calls 

"Supp:>rtive F~ly Intervention", with similar focus p:>ints, nanely, the 
I 

education of the family with regard to coping with the patient in every day 

life situations, as well as understanding that realistic aims should be 

set. Hunter Cl985) and Glick and Spencer Cl985) advise a similar 

intervention to benefit both patient and family appropriately and 

effectively. Other authors in favour of this approach are McGill, Falloon 

and Boyd-Siverio Cl983). They recoom:md family sessions at hone. 

Libennan, Wallace, Falloon and Vaughn <1981) are of the opinion that the 

problem of the so-called "revolving door" Ca pattern of frequent discharge 

fran and re-admission to hospital) can be minimized thrrugh these 

Inportant considerations in the education of families are: 

4.4.3.1 That highly-expressed errotion in families has been found to be 

linked with relapses anong schizophrenics. 'Ihe earlier findings 

of Brown, Birley and Wing <1972) and Vaughn and Leff (1976) have 
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been confinned. by m::>re recent research by Ieff, Kuipers, 

Berkowitz and Sturgeon C 1985) and Vaughn, Snyder, Jones, Freanan 

am Falloon Cl984). Moline, Singh, Morris and Meltzer Cl985) 

concur, nanely, the increased i;nssibili ty of relapse when 

patients are subjected to hostility, criticism and over­

involvement in his/her hate environnent. 

4.4.3.2 The findings of Klein, Person am Itil Cl972) are important. 

'Ibey stress that in the life of the schizophrenic patient recent 

social events are far m::>re :powerfully related to outcom: of 

treatnent than remote events such as childhocd experiences. 

Family therapists can, therefore, concentrate an present family 

behaviour and resi;nnse towards the patient, rather than on the 

solution of childhocd traumas. 

4.4.3.3 Family nembers are becaning nore and nore involved in treatnent 

interventions. Miller and Cantwell C 1976) looked at the role of 

siblings in the treatnent of retarded brothers and sisters. 'Ibis 

also brings the schizophrenic patient's siblings into focus. The 

age or developnental stage of the sibling or child is of vital 

importance here, and the clinical social worker can play a ma.jar 

role in educating these nembers of the family about the illness. 

It has been this writer's experience that a four year old girl 

alerted her father about her schizophrenic nother's suicidal 

intentions, and a re-admission could be arrangerl. The writer was 

personally involved with the education of this young girl and her 

six year old brother, prior to this specific incident. 
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Play therapy could be a useful intervention in this context, 

depending upon the age of the children or siblings. 

The 'importance of trusting relationships with family members, 

such as adolescents,· can never be over-emphasized. The clinical 

social worker should recognize and understand the stigna which 

youngsters have to live with when their sibling suffers fran 

schizophrenia. 

4. 4.3. 4 Many professionals seek solutions to questions about the outcare 

of treatnent in schizophrenic patients. McGlashan <1986) came to 

the follCMing conclusions with regard to inportant variables 

during different follcw-up phases: 

0-9 years after discharge: characteristics of the patient's 

pre-morbid functioning were the most inportant factor in whether 

the patient could function optinally after discharge. 

10-19 years after discharge: family functioning was seen as the 

rrost inportant aspect. 

20 years and over: here family genetics proved to be of 

importance. A family history of the illness seems to increase 

vulnerability to schizophrenia. 

This researcher considered the following variables important 

for a gocrl outcome: lower incidence of schizophrenia in the 

family; better pre-norbid instrunEntal functioning and when there 

were affective signs and symptoms present, especially depression 

during the illness. 
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4.4.3.5 These educational progranmes can be extended to groups of 

families <multiple family groups) as well as groups of relatives. 

Beels and McFarlane Cl982) stress the advantages of the multiple 

group situation: 

4.4.3.5.1 It is tnssible for ~amilies to slow down, to cane to 

terms with the illness, by observing, by experiencing, 

that ·other parents are in similar ciramstances 

4.4.3.5.2 The opportunity for a family to offer advice, thus 

cultivating that family's sense of personal expertise. 

These groups often have the atmosphere of a self-help 

network, where :rrenbers experience support and 

compassion 

4.4.3.5.3 Individual experiences and differences will be 

discussed, emphasizing that the illness may differ with 

regard to onset, CaJ.rse and outcane 

4.4.3.5.4 Group menbers can be involved in behavioural tasks and 

ma.y feel that they 1 are doing sanething constructive. 

Usually parents or relatives feel hopeless, helpless 

and isolated. '!hey can, in this situation, work 

towards a better understanding of the illness. 

Strachan C 1986) stresses the neaning and value of recent developnents in 

the field, whilst Falloon and his colleagues C 1985) also offer a family 

behavioural problem-solving management intervention. Apart f ran psycho-
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-education, the family members are also taught skills training in 

cc:mnunication: a clear camunication is enhanced by active listening, 

being s:pecific about requests, and. the expression of positive and negative 

feelings~ and prcblan-solving: the family nembers are trained to pint.x:iint a 

problem, to discuss t.x:issible solutions, evaluate consB:IUences, select the 

best strategy to solve the prcblan, to inple:rent the strategy and to review 

results. Simultaneously, the patient's· medication is decreased to the 

lowest possible dosage. 

Strachan concluded that psycho-e.rl.ucation should be supple:rented by skills 

training of family members. 

Hogarty and his colleagues <1986 > cbtained their best results in a 

programre which concentrated on family psycho-education, social skills 

training and maintenance therapy. In this study, the training of the 

patient to change the em:>tional environn:ent in which he was living, was 

successfully undertaken. 

Strachan <1986> sumnarizes the psycho-e.rl.ucative programres: 

Goldstein and his colleagues < 1978) : focused on 
crisis intervention and did not offer psycho­
education. Falloon and. his colleagues <1986>: concen­
trated on prcblan solving and canmunication training 
of family rcenbers. Hogarty and. his colleagues 
Cl986): stressed the survival skills and manage:rent 
of the patient. 

4.5 ASSISTING RESISIJ:MT FAMILIES 

Sare families are resistant to treatrrent programres because of previous 

experiences with professional staff and. because, in the past, their CMn 

needs have not always been net. Scharf stein and Libbey C 1982) stress that 
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the family's pain must be acknowledged. Beels and McFarlane Cl982) feel it 

is inp:>rtant to distinguish whether the family's resistance is due to 

defensiveness or unco-operativeness. 

Arrlerson <1977> reconmends these steps to prevent family resistance: 

4.5.1 

4.5.2 

4.5.3 

4.5.4 

4.5.5 

. 4.5.6 

4.5.7 

4.5.8 

Establishing llmediate contact 

Getting family members involved 

Structuring of availability - sane m:mbers can only be seen after 

hours, and this needs to be taken into ac'count 

Creation of a good working climate 

Appointment of a family representative 

Conduction of controlled, but supportive, family therapy 

rreetings 

A variety of treatment fonnats should be provided 

Ade:piate after care should be planned. 

The therapist should be prepared for treatment once the family's anxieties 

begin to lessen as as they becom= n:ore receptive to information and 

treat:rrent plans. 

At Neuro B, parents are part of the programre, and regarded as extended 

m:mbers of the therapeutic team. Initially, they are seen separately from · 

other parents, during which session they are intrcx:luced to the hospital 

team, and session procedures are explained to than. During follow-up 
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sessions, i.np:>rtant information is obtained fran them fran tine to tine and 

they are involved in the week-end assigments which patients should 

perfo:i::m. Parents- have an inportant feedback role to play vis-a-vis the 

hospital staff - which will be highlighted later in this dissertation. 

Neuro B also offers an educational progranne once monthly, and a support 

group for parents. Before the patient is discharged, the clinical social 

worker camences joint sessions with him/her and the family, which 

continues after the patient's discharge fran hospital. 

4. 6 THE FAMILY AND AFTERCARE 

I 
It is the writer's opinion that successful treatment and rehabilitation 

interventions can only be maintained by effective aftercare of the patient. 

Fenton, Tessler and Struening C 1979 l found that patients could be success­

fully cared for at home, providing that the services of a multi-

disciplinary team were available to assist the family. Illrie and Ron 

Cl971) emphasize the relevance of effective aftercare in the successful 

integration and reassimi.lation into the camunity of patients discharged 

fran hospital. 

Groups of parents and their offspri,ng begin neeting during the last phase 

of hospitalization. Problems addressed during these neetings are usually 

those of Ca) the stign:a of psychiatric hospitalization; Cb) assertion of 

parental control (whether the :parents should, for example, consider 

independence for their child in viE!".li of his illness and the possibility of 

relapses in the future); (c) conflicting :parent-child expectations C for 

example, planning for a career), and (d) camunication difficulties. 
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Kanter and Lin < 1980 > suggest an af teryare pr01ramre with a focus on 

creating a therapeutic milieu in the pa.tient' s hanE!. 'lbese interventions 

should, ultimately, cormence whilst the pa.tient is still hospitalised. 

Together with other treatment interventions <such as chanotherapy), the aim 

is to analyse family approaches to various situations, encouraging the 

family to develop coping skills, and the successful integration of the 
( 

family into other available resources. In this rega.rd, Beels and McFarlane 

<1982) anphasize that exposure to other families in similar situations will 

decrease the feelings of isolation and high anotional expression which are 

often present in the family which feels it is "alone" with its prcblem. An 

educational prograrm:e for aftercare, with similar aims and cbjectives as 

those for the hospitalised patient, is also suggested by M:Lean, Greer, 

Scott and Beck <1982). 

It is, therefore, concluded that educational prograrm:es for aftercare 

should corn.rence prior to the pa.tient's discharge fran hospital, but that 

they can also be utlized for rutpa.tients and families who have not 

previously been involved in similar rehabilitation programres. 

In:portant considerations for effective aftercare of the schizophrenic 

pa.tient are: 

4.6.l Schizophrenic pa.tients are sensitive to their environment - this has 

been indicated by physical responses to their environrrent <Tarrier, 

Vaughn, Lader & Leff, 1979) - and their reactions to life stressors 

<Wallis, 1972: Schwartz & Myers, 1977a). Over-stinnllation proves to 

be stressful and so does under-stirulation, leading to boredom and a 

feeling of meaninglessness <Wing, 1978b). 
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Because of this, Schwartz and Myers Cl977b) recamend that :patients 

be place1 in aftercare progra.mres which consider the :patient's 

unique res:p:mses to his/her environment. Aftercare will be far more 

effective if the placement is arranged to suit the nee1s of each 

individual :patient. 

4.6.2 Evaluation of msdication is always inportant as sane :patients 

respond less effectively than others to neuroleptic drugs (Marder, 

Van Ka.Irmen, Docherty, Rayner & Bunney, 1979; carpenter, 1986) • 
. 

Where chemotherapeutic na.intenance is required, programned 

intervention can assist the :patient to avoid any. relapses CI.ef f, 

Hirsch, Gaird, Rhode & Stevens, 1973; Wing, 1978b). 

4. 6. 3 canbined. interventions, such as chemotherapeutic na.intenance and 

family education program:res, assist the :patient to function 

optinally in an an:pathetic, supportive and stimilating atm::>sphere in 

the hone environment CWing, 1978b; Hogarty, Schooler, Ulrich, 

Mussare, Ferro & Herron, 1979; Hogarty, Goldberg, Schooler & Ulrich, 

1974; Hogarty, Goldberg & Schooler, 1974; as well as Falloon, Boyd, 

McGill, William.:;on, Razani, Moss, Gildennan and Sinpson <1985)). 

4.6.4 Daycare centres can be valuable in providing families with 

assistance in caring for :patients and, certainly, can reduce 

emotional strain on the family (Byrne, O'Connor and Fahy, 1974). 
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CHAPTER 5 

'IRFA'.IMENT AND REHABILITA'ION INTERVENTIONS INVOLVING 'IHE CXM1UNI'IY 

Apart fran parents, family and relatives the.re are other systeriE involved 

in caring for schizophrenic patients or having contact with them fran time 

to time. It is of major importance that all individuals who care for these 
I 

patients need to be able to recognize the synptans of a. possible relapse 

or, should one occur, to knCM when the patient needs to be readmitted. to 

hospital. 

The clinical social worker, who is usually sericusly involved in a search 

for reliable caregivers, should be aware of each patient's vulnerabilities, 

as '1.'ell as his/her response to the illness. 'Ibis can only be established 

if the social worker cultivates a relationship of trust with the patient. 

caregives need to be assessed in terms of the patient's needs and with 

total consideration being given to his/her vulnerabilities and impairmemt 

<Schwartz & Myers, 1977b). In this regard, clinical social 'WOrkers have an 

educative role, in instructing staff of daycare centres, halfway-houses, 

boarding houses, or any centre which relieves the family in its tasks of 

caring for the patient. Today, many schizophrenic patients are able to 

live outside the hospital envirol'lm9Ilt because staff members of the varicus 

centres have been educated. to cope with their problems. 

Churches and the police are two other systems which have contact with 

schizophrenic patients. It has been this author's unfortunate experience 

with satlt':! ministers of religion who focus chiefly on prayer-healing,· that 

sane schi?:ophrenic patients have been encouraged to forego medication, with 

the result that when a relapse is evident the patient has a greater 
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existential probla.n as he/she often feels roore rejected by Gerl. Serre 

patients go so far as to imagine they are being pmished by Gcd, and they 

may lose all ho~ in life. Ministers of religion need to be fully 

enlightened as to the major role of chemotherapeutic maintenance in keeping 

a schizophrenic patient's c0ndition stabilized, particularly as roost 

patients regard their ministers of religion with res~ and are readily 

prepared to accept their advice. 

Because there are n0t1 nore schizophrenic patients living in their 

comnunities, it follows that police intervention will be r~ired m:>re 

often. '!he author has often felt the necessity for an educative programre 

for the police. A recent incident, where policemen 'lr'ere shot by a 

psychotic patient, ap~rs to have initiated an education progra.rme at the 

police college in Pretoria, where policemen will be trained to deal m:>re 

effectively with such patients. 

In every day life, the clinical social worker is often r~ired to assist 

with this t~ of education. For example, it is not unusual for a clinical 

social worker to accanpany the police when they fetch a psychotic patient. 

In such cases, it is the social worker who knows the patient best and is 

able to advise the police on the roost appropriate strategy to adopt. 

Before any situation deteriorates to the extent where police assistance is 

required, caregivers, ca:mrunity staff and all who are involved with the 

patient should be educated on the illness, maintenance of cherrotherapy and 

admiss~on procedures, to ensure that the patient does not be~ a danger 

to himself or to others. 
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The primary prevention role of the clinical social worker should never be 

under-estimated. The education of teachers, for exarrple, can assist in the 
' 

early detection of the illness in high school pipils since the first signs 

and symptans of schizophrenia very often appear during these years. An 

early diagnosis canbined with chenotherapeutic care can reduce a 

schizophrenic patient's irrpaimient. The author knows of a specific case 

where a high school pipil was successfully treated through the Neuro B 

prograrme. She has been able to resurre her studies, although not on a full 

study prograrnre, but she copes with as much work as she is able to under 

the circumstances. In this case, inpainnent has been restricted because of 

early diagnosis and tircely chenotherapeutic intervention. 

It is also imperative that general practitioners be better educated about 

schizophrenia and rredical schools are, nore and nore, realising the 

necessity for this. With early recognition' of the syrrptans and accurate 

diagnoses by general practitioners, canbined with correct interventions for 

prevention, fewer schizophrenic patients should need to be hospitalised. 

Beels < 1979) emphasizes the rceaning of developing s~pporti ve networks for 

schizophrenic patients. Thi~ intervention has already been recanrrended by 

Speck and Ruveni < 1969) . Friends and neighbours visit and assist families 

in caring for schizophrenic patients on a weekly basis. Through this 

particular intervention, which can begin while the patient is still 

hospitalised, links with other patients and their families can be extended, 

to the ultimate benefit of the patient, who will feel less rejected on 

discharge as he/she will find the necessary support is available. '!his 

support is so essential after a patient's discharge fran hospital. 

successful treat:nent and rehabilitation prograrmes, therefore, provide a 
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variety of interventions on chaootherapeutic, individual, group, family and 

ccmnuni ty levels. Chemotherapy is helpful in reducing the effects of 

schizophrenia in order to increase the patient's ability to benefit n:ore 

effectively fran the other interventions. Strategies like patient skill 

developrent, can then be taught, . thus assisting the patient to cope n:ore 

effectively in the areas of social, family and vocational functioning. 

Patients are thus assisted to assune responsibility for their own lives and 

to function in society as actively and independently as possible. At the 

sane tine, environnental supports are developed to sustain the individual 

in the ccmnunity (Anthony & Libe.mia.n, 1986). 

To surmarize the various roles of the clinical social worker within a 

psychiatric treatment and rehabilitation prograrcu:re for schizophrenic 

patients and their families, the following will be highlighted: 

* the c.btaining of collateral fran family n:erri::iers and significant 

others enables the clinical social worker to contribute towards the 

canplicated process of diagnosis 

* as far as the different treatment and rehabilitation interventions 

are concerned, the contributions are on seconda.cy and tertiary 

prevention levels by fulfilling the roles of educator on the illness 

and the medication, with regard to the patient as well as his family, 

fran the psycho-educative perspective. Other interventions require 

the role of psychotherapist, group and family therapist. Families 

are no longer just educated - they are also trained in certain skills 

to ensure that they cope m::>re effectively after. the patient's 

discharge 
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* as these progranmes are also commmi ty based, the clinical social 

worker also encounters the role of educator of other systems in the 

commmity and is, therefore, also engaged in prinary prevention. 

The next chapter will intrcrluce the reader to the treat:m:mt and rehabili­

tation programne at Stikland Hospital, where the writer is a manber of the 

therapeutic team. 
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SEX::TION III 

CHAPTER 6 - NEIJRO B - STIKLAND HOSPITAL 

6.1 IilSTORICAL PERSPECI'IVE 

The current treatment and rehabilitation prograrme at Neuro B, Stikland 

Hospital CNeuro B) comnenced in 1979-1980, when a treatment and rehabilita-

tion prograrme was established as a result of the many re-admissions being 

experienced, particularly with schizophrenic patients. It was established 
' 

that the increasing rate of re-admissions was, chiefly, due to the fact 

that these patients were not properly prepared for discharge fran hospital 

and that they lacked the necessary skills to cope with aspects such as 

personal care and a structured daily programre. Since 1980, additional 

activities have been introduced into the rehabilitation prograrme, with the 

assistance of the Department of National Education. 

During 1980-1981, a six~nth programme was established, with a therapeutic 

team consisting of a medical assistant, social worker, occupational 

therapist and the ward staff. '!he Department of National El:lucation 

maintained an active interest in the patient, whilst parent groups Cwhich 

net once a m:mth) were also introduced. '!he parents who attended. these 

group meetings were educated about schizophrenia, and they also played an 

active role in fundraising. 

In the early years, the goals of the prograrme were to assist patients to 

be as independent as possible. One of the advantages was that they becane 

accustaned to using public transport. Patients were also required to join 

the local library, thus encouraging them to have neaningful contact with 

canmunity facilities. 
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Since August 1980, patients from other wards within Stikland Hospital have 

also been admitted to Neuro B, so as to afford than the opportunity of 

preparing for discharge from hospital. Ages of patients ranged from 30 to 

35 years and, apart from an occupational prograrme, attention had been 

focused on functional evaluation, such as self care, preparation of meals, 

noney rranagement, creative activities like sport, handwork and various 

other hobbies. There were regular outings to restaurants, museums and 

other canmunity facilities. Criteria for admission to the past prograrme 

were: a diagnosis of schizophrenia, an average intelligence quotient CIQ), 

and the patient being apsychotic. 

Problems with previous prograrmes seemed nainly to lie with the constant 

turnover in staff. However, in spite of this .handicap, nany patients 

succeeded in making the transition to work in the carmunity while living in 

the ward, and parent group rceetings were eagerly attended by parents. The 

findings were that nost patients could attain a higher level of functioning 

once they had been involved in the prograrme. 

During 1982 and 1983, the prograrme becarre increasingly unstructured as a 

result of constant staff turnover, and there was an increasing admission of 

patients who had poor prognoses and little chance of succeeding with the 

programre. 

Owing to the increasing admission rate of young, schizophrenic patients.to 

Stikland Hospital in 1983, renewed efforts were nade to re-establish a 

structured programre. The hospital's Board gave its authorisation and the 

present progra.rme commenced in July 1984. Although the present programme 

is, in rrany ways, based on the 1980 prograrme, it is now supplemented by a 

level systan C see page 111 and Appendix A) • 
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SELEX:TION CRITERIA 

Diagnosis of schizophrenia or schizoaffective disorder. 

Patients should be apsychotic on admission to the ward. 

Age - between 18 and 35 years. 

Patients must be motivated and willing to remain in the program:ne 

for six m::mths. 

No patients who suffer irrpainnent due to alcohol or substance 

abuse are admitted to the ward. 

Patients have an average, or alx>ve average, IQ. 

No patients with criminal records are admitted. 

REFERRAL PROCEDURE 

Patients are referred to Neuro B by general practitioners in private 

practice, and other hospitals such as Tygerberg, Groote Schuur and 

Libertas, or by clinical psychologists who are practising in the canmunity. 

Many of the patients who are referred are first admitted into Stikland 

Hospital's other admission wards. Necessary info:ona.tion regarding. the 

patient's psychiatric history, employnent, psycho-social background and 

other relevant infonnation is then d:>tained, and the patients are screened 

prior to admission to the Neuro B programre. <=•~· 



6.4 THE THERAPEUTIC TEAM 

The therapeutic team consists of: 

* 

* 

* 

* 

* 

* 

the psychiatrist, who acts as consultant 

rredical assistant Crredical doctor) 

nursing staff 

occupational therapist 

clinical social worker, and 

minister of religion. 
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It is often necessary to conduct IQ tests, to establish a patient's level 

of functioning and to plan for his/her future career. The services of the 

· hospital clinical psychologists are then obtained. They are also available 

for psychotherapeutic interventions. 

Parents are regarded as an extension of the team and, as such, they are 

educated to play a positive role, for exarrple, they are helped to evaluate 

week-end activities for the patient. 

6.5 AIMS AND O:s.m:TIVES 

The programne's main objectives are to enable patients to reach their 

optimum level of functioning, by: 

6.5.1 

6.5.2 

6.5.3 

enabling them to work and reside outside the hospital environment, 

or 

to live outside the hospital and work within it, or 

to live within the hospital and work outside. 
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The various members who comprise the therapeutic team have additional aims 

and objectives. For e.xanple, the rredical assistant evaluates the clinical 

condition of the patient, with a final evaluation being made at the end of 

the six-nonth pericrl. '!he rredical assistant is also responsible for 

prescribing medication and evaluating its effectiveness for the patient. 

Manbers of the nursing staff accept responsibility for the patient whilst 

he/she is in the ward, and they attend to aspects such as self care, self 

nedication, ward duties, and also the care and functioning of the patient 

after hours and during week-ends for those patients who remain in the 

ward. 

The occupational therapist evaluates the degree of inpai.rment, particularly 

with regard to the patient's e.mployment ability. This therapist plans 

strategies to overcome problems caused. by the patient's inability to 

concentrate, lack of endurance and lack of drive in the work situation. 

Irrproving the patient's ability to work is a prirre aim of this prograrm:e, 

as is the placerrent of the patient in suitable e.mployrrent. 

Apart from the diagnostic contribution which the clinical social worker can 

make within the progra.mrte, other contributions have been discussed. in 

Chapter 3.1 <ed.ucation with regard to the taking and side-effects of 

rredication); psychotherapy {Chapter 3.2); group therapy involving both 

in-patient and out-patient groups <Chapter 3.3). Family treabnent and 

comnunity involverrent are discussed. in Chapters 4 and 5. 

The patients' religious needs are attended to by the minister of religion, 

who ensures that patients are visited. regularly by their own ministers of 
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religion onc:e they have been discharged fra:n hospital. 

The overall goals are, therefore, supplem:nted by the aims of each 

individual team member. 

6.6 

6.6.1 General Inf onration 

Patients are admitted in grcups of between six and sixteen in February and 

July of each year, for a pericrl of six nonths. All patients on the 

progranne are contracted to remain within the progranne for this length of 

tine. , 

The progranne, which is based on learning theory and behavicural therapy 

·principles, uses a level systa:n. Patients start on level D and progress to 

level A during the six rronths on the progranne. Requirem:nts becare 

increasingly nore demanding for progress to the next level, so as to 

prepare patients for their discharge. 'Ihese requirem:nts are based on the 

here-and-now, every day practical aspects of the patient's functioning. 

At level D,. the patient's functioning is, for exarrple, evaluated on 

physical aspects, such as self care, clothing, making of beds, and other 

basic skills. Psychological evaluation is noted with regard to the 

patient's ability to accept responsibility, conmunication with others, 

self-discipline and insight. Social activities, religious needs and 

activities, as well as employn:ent habits, enduranc:e, work noti vation and 

prcrluction speed are other aspects which are evaluated. 
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Level A sees evaluation, with a viE!'t\I' to discharge, taking place on aspects 

such as leadership, realistic future planning, insight with regard to 

schizophrenia. 

Appendix A gives detailed infonnation into the varicus levels and the 

requirenents which patients are expected to neet prior to progress to the 

next level. inie ultinate aim of this level sys ten is to prepare the 

patient for discharge fran the hospital back into the comnunity. 

Patients are evaluated on a 4-point, weekly scale, with once-m::mthly 

individual assessments. These individual assessm=nts take the · fonn of 

indepth discussions with the patient, concerning his/her progress. 'lhe 

patient thus has an opportunity to discuss various aspects of improvem:nt 

on the different levels of functioning and with coping skills. 

6.6.2 Activities in the Prograrme CA copy of the Weekly Roster is in 

Appendix B) 

A full prograrme is provided for patients between the hours of 6. 30 a .m. 

and 10. 00 p.m. , on a daily basis. This programre includes ward duties, 

such as the Daking of beds and tidying up of the ward as these are basic 

functions which they will be required to perfonn once they are discharged 

fran hospital. Patients on level A, who have been specifically selected by 

their group, act as directors and assist with the evaluation of self care 

and basic duties of nE!'t\I' patients who are autanatically placed on level D. 

For the ma.jor pa.rt of the day, patients are involved with the occupa.tional 

therapy department, where their irrpainnent is evaluated or are they are 
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prepared for suitable employm:mt. There is ample scope for patients to take 

part in sport and recreation. 'lherapeutic ootings, social evenings/ 

activities and contact with other young people in the comnuni ty are also 

arranged for patients. 

Individual team members are available to patients, and the following groops 

are also there for them: 

* '!he doctor's group enables patients to discuss their illness, its 

synptoms, and hew to cope with· the illness. Patients are 

encouraged to read appropriate literature about their illness and 

to ask questions. The aim of this group is to provide patients 

with information about the illness, thus helping them to c:on:e 

to terms with inpairnents and to identify the initial synptoms of 

a relapse once they are out in the ccmruni ty again. Patients are 

taught the basic principles of self-medication and, in fact, 

during the last phase of hospitalization they are taught the 

proper procedures in this regard. They also learn about possible 

side-effects of medication. 

* A week-end report-back group conducted by the clinical social 

· worker, enables patients to discuss experiences which they have 

had over the 'W'eek-end. Eldstential aspects pertaining to the 

stigma. and experience of suffering fran of their illness, the way 

it affects themselves and others in their community, interpersonal 

problems with family or relatives, financial and residential 

prcblems, all fonn part of the patients' contact with the "outside 

world" and are dealt with here <Chapter 3.3). 

* Religious education and activities for patients are an important 

aspect of treat::ment, and patients are in contact with other young 

--------------------~------------··---------
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people in the carmunity who visit them in hospital. 

Towards the end of the prograxme {during the last two nonths of 

it), groups are also available to help patients improve their 

self-image. This group concentrates particularly on self care, 

dieting, choice of clothing for different occasions, and aspects 

such as self-acceptance and the appreciation of others. 

Social skills' training focuses on ·ccmm.inication, assertiveness, sociali­

sation with others, coping with critical comnents, and leadership. This 

training also deals with the improverrent of observation, listening, and 

group co-operation. Skills' training also provides practical training, for 

example, with the preparation of rreals. Staff nenbers are invitei to 

attend functions where the patients have preparei the food and, at tines 

such as these, ideas about recipes, etiquette and table manners can be 

exchanged. 

The above · groups can be successfully conducted by the clinical social 

worker. At Neuro B the occupational therapist conducts them as different 

groups are divided arrongst staff n:embers. other important aspects which 

receive attention during the progranne are: noney managerrent, taking care 

of clothing, fitness, sp::irt, and recreation (for example, p::ittery>. 

Therapeutic outings are undertaken once a m:>nth, when patients are taken to 

restaurants, museums and other facilities in the cormunity, such as 

shopping centres and bioscopes. The aim of these outings is to help 

patients to practise social skills, improve group cohesion and encourage 

socialization between group nenbers, to use public transp::irt and to be in 

regular contact with the world outside the hospital. At the sane tine, 

these are ideal opp::irtunities for patients to relax and for team Iranbers to 

observe them. 



115 

Apart fran daily activities, an evening prcqra.rme is available. Oneoe a 

rronth the patients plan a social evening. '!his can involve inviting 

patients fran other wards or people fran outside the hospital, for braais, 

videos or dances. Initially, the staff plans these evenings but patients 

are expected to accept responsibility for the planning and to beCOllE :trore 

and :roore respcmsible for the functions towards . the end of the treatnent 

prcqram:re. 

Other evenings see patients around the television set, or reading the 

newspapers. They then report back on what they have seen or read. These 

activities encourage their concentration and nemory skills develop:rent. 

They also report back on their other activities, such as outings and social 

evenings, in order to stim.llate observation skills and thought processes. 

Patients are also encouraged to find their CMn evening entertainrrent, such 

as reading and hobbies. 

The progra.mne appears to be a very involved one, if one considers that the 

patients' bedtin:e is 10 p.m. Therefore, the patients' enduraneoe skills are 

gradually increased over the six-m:mth pericrl. Initially, patients are 

allowed to rest during their lunch breaks but, gradually, they are assisted 

to cope with longer hours. Circumstances and situations are, as far as 

possible, simulated with the environrrent outside the hospital. 

Patients also make plans for Friday evenings, Saturdays, Saturday evenings. 

and Sundays. Their activities include shopping, household tasks, 

recreation and socialization with family and relatives. Patients are, 

however, prevented from total withdrawal to their CMn roans for week-ends 

Ca situation that is camronly experienced with schizophrenic pati~ts). 

Parents and relatives are required to canplete a questionnaire by way of a 

report back on how the patients functioned over the week-end. 
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Since 1984 this intervention, where the patients plan activities themselves 

and participate in successful interaction and socialization, as well as 

increased involvercent in the ccmnunity and recreation activities, has 

proved nest successful - as reported by parents and relatives. 'Ibis 

intervention also encourages parents to act as extended team 11Bllbers. 

Apirt fran the service provided to the patient who i~ involved in the 

programre, the family and relatives are also involved. Not only is each 

family treated as an individual unit by the staff who ootain infonna.tion 

f ran them, but they are provided with advice and support should they need 

it. Family evenings take place once a nenth, when families are educated 

al:x.>ut schizophrenia and ha-1 to cope effectively with the sick 11Bllber of 

their unit. In 1987 a parent's support group was established, for parents 

whose children have completed the programi:re C Chapter 4) • 

A well established after-care prograrme exists for ~tients, during which 

they are chen:otherapeutically maintained and involved in follciw-up clinics. 

'!\«:> types of after-care groups are offered - a social-support group and a 

work folla-1-up group. Harre visiting, where the principles and aims of the 

prograrme are extended, is also provided. The therapeutic team, therefore, 

endeavours as far as possible to maintain links with patients who have been 

discharged fran hospital (Chapters 3.3 and 4.6). 

The nest recent develoJ;ltellt is an after-care residential facility, which 

opened in April 1988. This house, "Cleveland I.Ddge", accamrodates patients 

who have been discharged fra:n hospital after completing the programre. It 

is providing an excellent opportunity for extension of the programre, and 

ensures effective after-care and the patients' successful re-establishnent 

in the ccmrunity. 
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6.7 

6. 7-.l Financing 

The! question of finance is a m:>st irrportant one, as a period of ·sixri:onths 

is . involved. Many patients who are admitted to the programme are on 

disability grants and, according to governm:mtal policy, they are allowed 

to receive their grants for only three m:>nths ·Whilst . hospitalised. 

Financial evaluations are done by the.clinical social. worker. 

Patients require the minimum of pocket mney during the six mnth progralmn: 

and during this time they are· invariably assisted by parents or relatives. 

The usual Provincial hospital · accounting procedures apply to patients of 

Neuro B. Sare patients are· nenbers of medical aid funds, either their own 

or their parents. For others who are unemployed, with no outside financial 

assistance, the· ordinaey procedures are adoptea as for other patients irt 

similar cireumstances. Nobody is . turned aWa.y for financial reason5. 

6.7.2 Contracting with Residents 

Patients in Neuro B have resident status. ·: 'lbe team endeavours, as far as 

possible, to assist them in coping optimally with their illness, thus 

enabling them to live optimally in spite of the illness. This approach is 

also favoured by Paul and Lentz C 1977), who advise oon:munication of the 

fact that patients also have certain responsibilities, one of which is the 

undertaking of basic tasks. 

Residents also contract to stay for the full period of six m::>nths. Steckel 

Cl982) sees this as an intervention which specifically outlines anc,l 
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the psychotic episcde subsides, hOW'eVer, the patient continues with the 

prograrme. 

Relapses are regarded as learning situations, where the patient is free to 

discuss the re-appearance of symptoms and the degree of decline in 

functioning which often accanpa.nies these psychotic episcrles. It is usual 

for patients to feel useless and hopeless when they suffer relapses, and it 

is possible for them to lose hope about ever being able to manage success­

fully on their own after discharge fran hospital. At tines such as these, 

patients need much support and rrotivation. 'Ihe approaches of Frankl (1968) 

and Yalan ( 1980 ) have proved useful to the Neuro B team in its efforts to 

m:::>tivate the relapsed patient to a m:::>re meaningful way of life, despite the 

inpainnent of schizophrenia. 

Because of this inpainnent, not all patients are able to attain level A, 

and sane cannot meet all their weekly ccmnitments. Team nanbers attenpt to 

provide each patient with opportunities for advancerrent, and individual, 

optimal levels of functioning are taken into account. Sane patients can 

take a year to achieve the goal of proper self-care. 

6.7.4 Diagnostic Considerations 

As nentioned previously, the diagnosis of schizophrenia is a controversial 

and complicated process. Al though the Neuro B progranne does not aim 

prima.rily at altering the diagnoses of .i;:atients, this has been possible in 

some cases. A . six-rronth pericrl provides an excellent opportunity to 

observe the patient· in m:::>st circumstances, to cbtain collateral and to 

evaluate functioning. These ·are the words of a .i;:atient, knCMil to the 



author, who had been wrongly diagnosed prior to entering the progrm11:re: 

6.7.5 

Die terugtrekking van my diagnose het my net blydskap 
vervul en elke personeellid het 'n bydrae gelewer ••• 
en'ek prd:>eer altyd u "Werk in my gebede op te dra. 

<Translation: The withdrawal of my diagnosis filled 
n:e with joy and every staff nember ma.de a contribution 
• • • and I always try to rea:anber your 1N0rk in my 
prayers). 

Sensory Integration 'Iherapy 
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The Depart:m:mt of Occupational 'Iherapy, Stikland Hospital, introduced this 

therapy to the Neuro B program:re. As the original occupational therapist 

is no longer attached to this hospital, this therapy will be resuned once 

the new ena.:mibent of the position is trained to conduct it. Ayres (1983) 

regards sensory integration therapy as a speciality of occupational 

therapy. 

Because schizophrenia coincides with biochemical dysfunctioning, tactile, 

vestibular, propri~pti ve J speech and language problems are of ten 

present. If there is poor integration between the two hemispheres of the 

brain, the patient may experience problems in distinguishing left f ran 

right, or there may be poor eye-hand co-ordination. 

It has often been observed that schizophrenic patients have difficulty in 

raising their hands above their heads, or playing ga.rres like tennis or 

badminton, as a result of poor integration. With stimulation, these 

handicaps can be alleviated. Patients often enjoy the exercises which take 

place in the fonn of ganes. 
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6.7.6 Physical Activities 

The prograrme provides arrple tine for the :pa.tient t.o :pa.rtici:pa.te in 

sporting activities. In this way, :pa.tients are able t.o re-enter life 

outside the hospital .setting. Scm9 :pa.tients have been able t.o :pa.rtici:pa.te 

in netball and cricket matches for outside sports' clubs, whilst they have 

been involved in the programn:e. 

Levin <1983) found that depression and anxiety decreased significantly in 

chronic schizophrenic :pa.tients who were :pa.rtici:pa.nts in a ten-week jogging 

programre. '!here is nuch t.o positively reco.rmend the inclusion of physical 

activities in such a programre. 

6.7.7 ~rking with The Therapeutic Team 

The therapeutic team who co.rmenced the Neu.ro B programn:e in 1984 was 

subjected to high staff turnover, and at the beginning of 1988 several new 

rrenbers joined the team when others left. The advantage of this turnover 

in staff has been that nore people are being trained t.o run ·such a 

programre and they, in tum, are able t.o train others. Rogers, Cohen, 

Danley, Hutchinson and Anthony C 1986) regard the advantage of training new 
l. 

staff as a challenge, because the structure, service :pa.ttem, roles, values 

and functions of the programre are then also subjected t.o roodi.fication and 

inprovenent. Staff changes also enable aims and cbjectives to be 

reconsidered and planning interventions can be readjusted. 

During a tine of retrospection, the Neuro B team felt that limitations are 

present in the prograrme' s individual reward systern. A taken system is now 

evaluated, whereby :pa.tients are given nore meaningful rewards for positive 



behaviour. Paul and Lentz ( 1977) and Steckel ( 1982) found that neaningful 

rewards initiate new behaviour, reinforcing and shaping positive behaviour 

and, ultimately, boosting the patient's self-esteem. 

Another change which is presently being considered to the Neuro B progran:ne 

is that of including patients who suffer frcm im.paiIIrent as a result of 

other psychiatric illnesses, like bipolar affective illness. It is 

anticipated that the July 1988 intake will include patients frcm this 

category, as well as schizophrenic patients. 

The author regards her position as a member of the therapeutic team at 

Neuro B as a nost neaningful opportunity to learn nore about schizophrenia. 

Getting to knCM one's fellO!fl human beings during their suffering, and 

helping them in their endeavours to cope with the illness, is a 

trenendously emotional experien<::."E! and a privilege. The.re is also the 

fulfilnent of learning frcm other rcanbers of the team, in a united effort 

to offer the patient an optimal life and functioning. 

The Department of occupational Therapy at Stikland Hospital has played a 

major role in the initiation and irrplenentation of the Neuro B progran:1Ie, 

and it is with respect that the author acknowledges this department's major 

role in assisting schizophrenic patients towards a better life and future. 

6.7.8 Other Available Facilities 

Neuro B at Stikland Hospital appears to be the only centre in South Africa 

which offers a specific, conprehensive programre for schizophrenic 

patients. Ientegeur and Valkenberg Hospitals , however, do offer treatment 
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and rehabilitation facilities for inpaired psychiatric patients in general, 

and these two hospitals have rehabilitation wards for this purpose. 

Sterkfontein Hospital concentrates on inpainrent caused by various types of 

psychiatric illness, and distinguishes between patients with lower and 

higher functioning levels. This hospital's interventions are then adjusted 

to ~et the patient's abilities. 

Weskoppies Hospital offers a daily programre for schizophrenic patients who 

are inpatients in various wards. This programre aiIIE to rehabilitate 

patients towards successful re-adjustment in the camunity. a.it-patients 

are also included in the progranne. 

Certain parent-supJ:X>rt grcups have also care into being~ In Rondebosch, 

Cape TCMn, a strong parent-sup{X>rt group offers a well-established service 

to parents, while Stikland' s parent-supJ:X>rt grcup started m:eting in 1987. 

Pretoria's parent-sup{X>rt group is knCMn as "YANA - You are not Alone". A 

similar group in Port Elizabeth established "Carehaven", an after-care 

centre where discharged patients can reside. Other after-care centres are 

located in Johannesburg ( Gordonia) and Rondebosch (Arran Hoose) , where 

patients can also reside once they have been discharged frcm hospital. 

Stikland Hospital has recently established a halfway hcuse for 
I 

schizophrenic patients·, "Cleveland Lodge", which is showing signs of 

becaning a premising residential facility for discharged patients, as 

~tioned on page 116. 
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S:&::TION J:V 

CHAPTER 7 

PATIENTS INVOLVED IN THE Na1RO B PROORAMME 

A total of 56 patients C33 neles and 23 females) have been involved in the 

prograrrrre since it COITD.Yelced in 1984. In this section sane descriptive 

particulars fran their files will be highlighted, together with an account 

of their present circ.umstances and level of functioning. 

Three patients have died since 1984 - two males and one female. '!heir 

particulars are exclude::i when discussing the present functioning of the 

patients. Patients on the February 1988 intake to the prograrrrre are also 

excluded, as they will only canplete their six m::>nth programrre in August 

1988. 

It IIUSt also be taken into account that patients fran the previous intake, 

who fonn part of the sample group, were only discharged fran hospital 

during M3.y/June 1988, and they have hardly had tine to adjust in their 

ccmnunities. 

7.1 SELB:TED DESCRIPTIVE INFORMATION FRG1 FILFS 

This information is collated in Table 7.1 CMales) and 7.2 Cfena.les): 



NO. 

1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 

'mBLE 7.1: SELEX:TED DESCRIPTIVE INFORMATION FRQ.\1 FILES (MALES) 

Cn = 33) 

M)NTH aJL'IURE/ MARITAL OCCUPATION AGE AT 
OF IANGUAGE STA'IUS PRIOR 'IO ONSET 

BIR'IH ONSET (YEARS) 

Sept A N/M U student 20 
Mar A N/M Driver 31 
Feb A N/M Appren technician 23 
Nov A N/M scholar 18 
Apr A N/M Scholar 19 
May A D Police service 20 
Sept E N/M U student 23 
June A N/M Scholar 19 
Dec A N/M Prison Service 21 
Dec A M Dept of Transport 35 
Mar A N/M U student 22 
Oct A N/M U graduate 25 
June A N/M U student 19 
Oct A N/M U student 20 
Sept G N/M Clerk/U student 27 
Nov A N/M Scholar 16 
Mar E N/M Scholar 16 
Feb GR N/M U student 27 
Oct A D Scholar 17 
Nov A N/M Scholar 16 
May E N/M Chef 24 
Aug A M Fanner 24 
Nov A N/M U student 31 
Sept E N/M Scholar 16 
Sept A N/M Clerk 20 
Feb A N/M U student 18 
Aug A N/M Clerk 22 
Feb A N/M Anny 21 
Aug D M Mechanic 27 
July A N/M Clerk 22 
Nov A N/M Scholar 17 
Jan A N/M Anny 21 
Nov E N/M U student 20 

KE!: E = English 
A = Afrikaans 
G = Genrian 
GR = Greek 

N/M = Never Married 
M = Married 
D = Divorced 
U = University 

SCHOIASTIC 
ACHIEVE-

MENTS 

U graduate 
Std 6 
Std 8 
Std 10 
Std 9 
Std 10 
U graduate 
Std 9 
Std 10 
Std 10 
Std 10 
U graduate 
Std 10 
Std 10 
Std 10 
Std 10 
Std 9 
U graduate 
Std 10 
Std 9 
Std 9 
Std 10 
U graduate 
Std 8 
Std 10 
U graduate 
Std 10 
Std 10 
Std 6 
Std 10 
Std 9 
Std 10 
Std 10 
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1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 

TABLE 7 .1.1: SELEr.r'ED DESQUPTIVE INFORMATION FRGi FILES C FEMALES) 

MJNTH 
OF 

BIRTH 

May 
Apr 
.Mar 
July 
June 
June 
Jan 
Nov 
May 
Jan 
June 
.Mar 
Dec 
Aug 
June 
Oct 
June 
Aug 
.Mar 
Nov 
Oct 
Nov 
Oct 

Cn = 23) 

OJL'IURE/ MARITAL OC'OJPATION AGE AT SClIOLASTIC 
IANGUAGE STA'IUS PRIOR 'ID ONSET AClllEVE-

ONSET CYFARS) MENTS 

I 

A N/M U student 22 U graduate 
A N/M Scholar 16 Std 9 
A D Clerk 18 Std 10 
A N/M Clerk 24 Std 9 
A N/M U student 21 U graduate 
G N/M U student 19 Std 10 
A N/M Student nurse 22 Std 10 
E D Clerk 26 Std 10 
'A M School teacher 28 Teach/Di pl 
E M Clerk 27 Std 10 
A N/M College student 18 Std 10 
A D U student 25 U graduate 
A N/M Scholar 19 Std 9 
A N/M U student 22 Std 10 
A D U lecturer 35 U graduate 
E N/M Scholar 16 U graduate 
A D HousaY"ife 18 Std 10 
A N/M Clerk 19 Std 10 
A N/M U student 17 Std 10 
A N/M Scholar 18 Std 8 
A N/M Scholar 16 Std 9 
A N/M Scholar 14 Std 10 
A N/M School teacher 22 U graduate 

KEi: E = English 
A = Afrikaans 
G = Gennan 
GR = Greek 

N/M = Never Married 
M =Married 
D = Divorced 
U = University 

7 .1.1 Gender 
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33 rrales C58,9%) and 23 females C41,1%) have been involved in the Neuro B 

progra.rme since 1984. More m:n than women have also been referred for the 

July 1988 intake. 
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7.1.2 M::>nths of Birth 

Figure 7.1 gives an indication of the incidence of schizophrenia according 

to the months in which the patients were born: 

10 

9 

8 

7 

6 

5 

4 

3 

2 

1 

.... 

.... 

. . . . .... 
. . . . . . . . .... . . . . . . . . 

FIGURE 7.1.2: MJN'IHS OF BIRTH 
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Many researchers have explored the possibility that schizophrenia is rrore 

prevalent amongst those born in the winter rronths, and Baron and Gruen 

<1988) nention SCJ'le studies which report an 8% increase among such 

patients. However, no definite conclusions have been reached with this 

hypothesis. The possibility of brain injuries at birth or viral infections 

between birth and onset of schizophrenia have been investigated, also 
/ 

withcut any definite conclusions being drawn as to whether or not 'they are 

specific contributors to the illness. 

Many of the patients referred to in this study 'were in fact born during the 

South African spring months. A wide selection of variables could have 

contributed to schizophrenia in these patients. Detailed research into the 
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birth circumstances of each patient needs to be conducted, but it is beyond 

the scope of this study. 

7.1.3 Ollture. and language 

A breakdown of schizophrenic patients into the varioo.s language/culture 

groups is as follows: 

Afrikaans patients 46 
English patients 7 
Gennan patients 2 
Greek patients 1 

Neuro B ward foimS part of Stikland Hospital, which serves the northern 

suburbs of Cape Town, together with StellenbOsch and the West Coast, as 

well as the Worcester region. Occupants of these regions are, in the main, 

Afrikaans-speaking. The progra.mrre also acconmodates m3llbers of other 

language groo.ps and the present intake has a Portuguese patient. 

7.1.4 Marital Status 

An analysis of the sanple's marital status is given below: 

Never married 
Married 
Divorced 

Total 

. . 28 
2 
3 

33 

FEMALES 

Never married 
Married 
Divorced 

'Ibtal 

16 
2 
5 

23 

Many patients who fall into the "Never M3.rried" category were still 

scholars and are unlikely to have been married whilst at school. This 

needs to be taken into account for the varioo.s age groups before IIEaningful 

conclusions can be drawn. 
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7. 1. 5 Occupation Prior to Onset of Illness 

Research data reveals the following incidence of the various occupations in 

relation to nale and female patients of the sample group: 

MALES OCOJPATION FEMALES 

10 University students 6 

3 Technicians, drivers 0 
and :rrechanics 

9 Scholars 6 
4 Clerks 4 
2 Anny trainees 0 
3 Government ercployees 0 
1 Chefs 0 
1 Fanrers 0 
0 Housewives 1 
0 School teachers 2 

0 University lecturers 1 

33 'IOTAL 23 
--

7.1.6 Average Age at Onset of Illness 

Average ages of nale and female patients f ran the sample group at the onset 

of schizophrenia are: (these ages of onset are often only the age at which 

the patient is treated for the first tirre. In scree cases the first 

synptans of the illness appeared long before this tirre, but were not 

correctly diagnosed). 

21,7 years 

20,9 years. 
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7.1.7 Scholastic Achievements Prior to Onset of Illness 

An analysis of the sanple group reveals the scholastic achievem:nts of 
( 

male and female schizophrenic patients: 

SCHOLASTIC AOilE.VEMENTS PRIOR 'IO FEMALES 
ONSET OF SCHIZOPHRENIA 

6 University graduates 6 
0 Teacher's Diploma 1 

17 Std 10 11 
6 Std 9 4 
2 Std 8 1 
0 Std 7 0 
2 Std 6 0 

33 'IOTAL 23 
- -

The high incidence of patients in the Std. 10 and University categories is 

remarkable. Without the impainrent of their illness they would have been 

able to rrake a significant contribution to the econany. 

7.2 PRESENT CIRaJMSTANCES OF FORMER RESIDEN'l'S 

It is interesting to note the present circumstances of fonner patients, 

divided into male and female groups: 



. 
TABLE 7. 2: PRESENT CIR()JMSTANCES OF FORMER RESID~ 

(Males: n = 31) 
FINANCIAL 

NO. PRESENT PARTiaJIARS RESIDENTIAL PRE.VIOOS 
OCCUPATION/JOB (DG = Disability PARTiaJLARS ADMISSION 

Grant) 

1 Bookkeeper DG Boarding House Several 
2 IDrry-driver DG Boarding House Several 
3 On long-tenn ward progra.mre * * Several 
4 Sheltered employnent DG Aftercare Centre Several 
5 On long-tenn ward progra.mre '* * Several 
6 Unemployed DG Boarding House Several 
7 Died while on progra.mre * * * 
8 On long-tenn ward progra.mre * * Several 
9 Back with .sa.ne finn Open labour mkt Family 1st adm 
10 Back with .sa.ne finn Open labour mkt Family - 1st adm 
11 Unemployed Family ma.int. Family 1st adm 
12 Day-i;atient DG Family 1st adrn 
13 Back with .sa.ne finn Open labour mkt Hostel at work Several 
14 Hospital post DG Halfway House Several 
15 Clerk Open labour mkt Family 1st adm 
16 I.Drry driver Family business Family Several 
17 Scholar DG Aftercare Centre 1st adm 
18 Clerk Family business Family Several 
19 Unemployed DG Aftercare Cen~re Several 
20 Hospital post DG Boarding House 1st adrn 
21 Hospital post DG CMn Rcan Several 
22 Unemployed Independent Family Several 
23 Bookkeeper Open labour mkt CMn Flat Several 
24 Died while on progra.mre * * * 
25 Hospital post DG Family Previous 
26 Unemployed Independent Family Several 
2T Unemployed Independent Family Several 
28 Technician Open labour mk:t Work Hostel Several 
29 Sheltered employm;mt * Hospital Several 
30 Unemployed DG Family Several 
31 No particulars known * * 1st adm 
32 Clerk Independent Family Previous 

I 33 Clerk Independent Family 1st adm 
I 

REIURNED OR 
RE-<DN'J:RACTED 

Yes 
No 
No 
Yes 
No 
No 

* 
No 
Yes 
Yes 
No 
Yes 
Yes 
Yes 
Yes 
No 
Yes 
No 
No 
Yes 
No 
No 
No 
* 
Yes 
No 
Yes 
No 
No 
No 
No 
Yes 
Yes 

FUNCTIOOING 

Good 
Good 
Optimal 
Good 
Optimal 
Good 

* 
Optimal 
Very Good 
Very .. Good 
Good 
Good 
Very Good 
Good 
Very Good 
Very Good 
Very Good 
Very Good 
Good 
Very Good 
Very Good 
Optimal 
Good 

* 
Very Good 
Good 
Good 
Very Good 
Optimal 
Optimal 
UnknCMll 
Very Good 
Very Good 

....... w 

....... 



'12IBLE 7 2.1: PRESENT CIROJMSTANCES OF FORMER RESIDENTS 

(Females: n = 22) 

NO. PRESENT FINANCIAL RESIDENTIAL PRE.VIOOS RElURNED OR FUNCI'IONING 
OCCl.JPATION/JOB PARTICULARS PARTICULARS ·ADMISSION RE-OONTRACTED 

1 Clerk Open labour mkt Own Flat 1st adm Yes Very Good. 
2 Unemployed DG Family Several No Optimal 
3 SWitchboard operator Open labour mkt Halfway House Several Yes Very Good 
4 Unemployed DG Family Previous Yes Good 
5 DIED AFTER <X>MPLErr'ING PR~ * * * * * 
6 Unemployed DG Boyfriend Several Yes Good 
7 On long-tenn ward programre * * 1st adm Yes Optimal 
8 On long-tenn ward programre * * Previous Yes Optimal 
9 Housewife Husband support Husband & f am Previous Yes Good 
10 Housewife Independent Boyfriend 1st adm Yes Very Good 
11 Part-tine jobs Independent Family Previous Yes Very Good 
12 Accountant Family business Family Several Yes Very Good 
13 Unemployed DG Family Several No Optimal 
14 On long-tenn ward programre * * Several No Optimal 
15 Hoopital post DG Boarding House 1st adm No Good 
16 Student DG Family Several Yes Very Good 
17 Housewife DG Family Several Yes Optimal 
18 Unemployed DG f~ly 1st adm No Optimal 
19 Protected employrrent DG Family Previous Yes Very Good 
20 Scholar DG 0 Family Previous No Very Good 
21 Sheltered employrrent DG Aftercare Centre Previous Yes Optimal 
22 Day patient DG '1 Halfway House Several Yes Very Good 
23 School teacher Open labour mkt Family Previous Yes Very Good 

KE'l: DG = Disability Grant 
Previous Admissions : Five or less 
Several previous admissions : rrore than five 



133 

7.2.1 Present Occupa.tion/Job 

It is interesting to note that many patients fran the sa.nple group are 

gainfully employed: 

MALES 

3 
2 
2 
2 
4 
1 

0 
0 
0 
3 
7 
1 
1 
4 
1 

31 
-

7.2.2 Financial . Incarre . 
Here we have an indication 

its income: 

MALES 

6 
11 

5 

2 
2 
4 
1 

31 
-

OCCl.JPATION/JOB 

Open labour rre.rket 
lorry drivers 
Sheltered employm:nt 
Accountants/bookkeepers 
Hospital posts 
Scholars, students 
Protected employm:nt (family 
arrangem:mts > or part-tine 

School teachers 
Housewives 
I..ong-tenn wards 
Unemployed 
Day patients 
Unknown 
Clerks 
Technician 

'lOTAL 

2 
0 
1 
1 
1 
2 

2 
1 
3 
3 
5 
1 
0 
0 
0 

22 

as to the way in which the sanple group obtains 

IN<Dm FEMALES 

Salary : open labour rre.rket 3 
Disability grants 12 
Maintained by family . 3 
Disability grant and limited 

income (family finn) 0 
Paid by family f inn 1 
No incarre <resident in hospital> 3 
Unknown 0 

'lOTAL 22 

When the group's sources of incare are canpa.red with their qualifications, 

the fact that rcost receive disability grants is indicative of their 

impaired functioning in vocational abilities. 
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7.2.3 Residential Particulars 

As is evident fran the analysis below, families are the main caregivers for 

this particular group of patients, and the importance of family education 

is, therefore, stressed. 

13 
5 
0 
4 
2 
2 
4 
1 

31 

RESIDENTIAL PARTIOJIARS 

Family 
Halfway house/aftercare centre 
Cohabiting with opposite sex 
Boarding house 
Own f lat/rocm 
Hostel at work 
Resident in hospital 
Unknown 

'IOTAL 

7.2.4 Previous Admission Particulars 

12 
3 
2 
1 
1 
0 
3 
0 

22 

Sane patients have undergone a previous admission, or several previous 

admissions, prior to their admission to Neuro B. For the purpose of this 

study, the number of previous admissions is taken as five or less (that is, 
I 

five or less than five admissions), whereas several previous admissions are 

taken to be rrore than five. Other's admissions to the progranne coincided 

with their first admission to a psychiatric hospital. 

MALE'S NUMBER OF ADMISSICNS FEMALES 

9 First admissions 5 
2 Previous admissions 8 

20 Several previous admissions 9 

31 'IOTAL 22 
- -
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7.2.5 Patients Who Recontracted. or Returned for a Second Rehabilitation 

Period 

2 
12 

14 

Returned 
Recontracted 

'lOTAL 

FEMALE'S 

2 
14 

16 

Sane patients are doubtful whether they will cope with the period of six 

m::inths, but for the · abovenamed pcttients, extended periods were necessary. 

This fact is indicative of the long pericd of tine that is needed. to ensure 

sone improvem:mt in functioning. 

7.2.6 Present I.evel of Functioning 

For the purpose of this study, Vecy Good functioning indicates a level of 

functioning where pcttients are psychiatrically stabilized and functioning 

. on a higher level than befor~ they entered the progr~. 

Good.·. functioning neans a level of functioning which is maintained by 

patients who, althcugh significantly irrpaired by schizophrenia, are able to 

live optimally outside the hospital. 

Optimal functioning indicates a level of functioning where patients require 

maxim.mt supp::>rt fran family or the staff of care-centres, and who are 

unable to live independently at all. 

It is irrportant to knav that all 52 patients are functioning in one way or 

another. <Particulars about. one pcttient are unknown). 
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MALES LE.VEL OF FUNCTIONIN; FEMALES 

13 Very Good 10 
11 Good 4 

6 Optimal 8 
1 Unknown 0 

31 22 
- -

Should one look at functioning after completion of the progranne, it should 

be taken into account that the level system, itself, provides the 

opp::>rtuni ty to inprove functioning. The patients who are classified as 

having nvery gocd" functioning, as indicated above, are presently able to 

maintain a high level of functioning after they have completed the 

progranne. Sare have, as rrentioned above, only recently been discharged 

fran the progranne. fl.k>re tine is needed to meaningfully assess whether 

they can maintain this level of functioning over a longer period. 

Future research could be undertaken on a longer tenn than at present, and 

one can also investigate the various aspects which might influence relapses 

at different stages after discharge CMcGlashan, 1986). 

Another irrportant factor is that although patients who are classified as 

having "optimal functioning" are in a chronic ward, they also function 

better than they would at hare, and this is the only way to maintain sarre 

level of functioning in their specific cases. An interesting developnent 

is that one of these patients has now stabilized to such an extent that 

hopes exist for her to be discharged to "Cleveland Lo:ige" - the halfway 

house. This is indicative of the fact that tine is a nost irrportant 

factor. In at least one other case (also a member of this particular 
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group> , the gains were only observed long after she had completed the 

programre. This patient is nCM entering the open labour market. 

The categories of functioning, nanely, "vecy gocrl", "gocxi" and "optimal" 

are, for the p.irposes of this dissertation, only used to help the reader 

fonn sane opinion about the patients' levels of functioning. 



SB:!TION V 

CHAPTER 8 : RESULTS OF SURVEYS : OBTAINED BY (JJE5TIONNAIRES 

Questionnaires -were used to highlight the opinions of fonner residents and 

their parents <or relatives and sp::iuses) about the following: 

In the A section of the Resident Questionnaire, respondents had the 

opportunity to answer questions about the:nselves Cfor exaxrple, to give 

their opinions about the relevance of medication, their furictioning, and 

the like). In the B section, their opinions about scree aspects of the 

programn:: were requested.. 

Appendix C is a copy of the letter which accrnpanied both Questionnaires. 

Appendix D is a copy of the Resident Questionnaire and the Parent/Relative/ 

Spouse Questionnaire is shown in Appendix E. 

8 .1 <JJESTIONNAIRES FOR FORMER RESIDENTS 

The nunber of fonner Neuro B residents is 53, as three patients died as a 

result of suicide[. There was uncertainty about the address and whereabouts 

of one nBle patient, but a Questionnaire was sent to his last-known hate 

address. 

As respondents -were granted the opportunity of remaining anonymous, it was 

hoped that they would feel free to answer the questions honestly. 

Of the 53 questionnaires which were sent cut, 38 were returned - a 

percentage of 71,69%. This is obviously a reflection of the contact which 
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the therapeutic teams attempts to maintain with fonner residents. At 

present, a considerable number of fo:cner residents live in South W:st 

Africa, Pretoria, Durban and the Fa.stem cape. Occasional telephone 

contact with them, or their relatives, is virtually the only method of 

present contact with than. 

ResJ_:X:>nses on the following Questions are highlighted: 

In A section, Question 4 aine:i at eliciting resi:x:>nses about the adequacy of 

education about schizophrenia whilst patients were on the progra.n:ne, while 

Question 5 focused on the relevance of taking medication. These two 

aspects are regarded by the Neuro B team as being vitally inportant, as. 

functioning and optimal living are highly dependent on cherrotherapeutic 

stabilit.y. 

Questions 6, 7 and 8 highlighted opinions about patients' general 

functioning, relationships and work abilities. 

In the B section, Questions 1, · 5 and 9 dealt with the relevance of the 

progra.n:ne, while Questions 2 and 3 requested information about the way in 

which the fo:cner patient had benefitted frcm the progra.n:ne. Questions 6 

and 7 focused on aspects of the programrre frcm which fonner patients felt 

they had gained the m:>st or the least benefit. 

ResJ_:X:>nses revealed much misunderstanding between Questions 2 and 3 and 6 

and 7. 'Ibis could have been due to the questions being unclear. 'Ibey may 

have been better understocrl if the writer had stipilated m:>re clearly, for 

exanple, how Questions 2 and 3 actually related to how the fonner 

residents' functioning had changed, or how or what they had gained, as a 
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· result of their involvenent in the progranne. Questions 6 and 7 could have 

been clearer .if the word "activities" had been used, rather than the ward 
"aspects" • A copy ot the weekly roster could also have been sent to 

patients, to refresh their memories, as scree of the respondents canpleted 

the programre as far back as 1985. 

Responses to Section A of the fonner Resident Questionnaire are as follows: 

TABLE 8.1.1 : RESroNSES 'IO QUESTION 4 

SUFFICIENCY AOOUT EDUCATION ON THEIR ILINESS 

RESIDENTS' RESroNSES NUMBER 

SUf f icient education ......................... 31 

Insufficient education ....................... 4 

Inappropriate responses* ..................... 3 

TOTAL ...... 38 

* By inappropriate responses is rreant that the question 
was not answered appropriately, for exanple, responses 
aoout other issues were given rather than a reply to the 
question asked. 

TABLE 8.1.2: RESroNSES 'IO QUESTION 5 
REL.E.VANCE OF MEDICATION 

RESIDENTS' RESroNSES 

Madi.cation important ...................... 
?4:rlication not irrportant .................. 
No answer ................................. 
Inappropriate response .................... 

TOTAL ...... 

NUMBER 

35 

l 

1 

1 

38 

% 

81,6 

10,5 

7,9 

100,0 

% 

92,11 

2,63 

2,63 

2,63 

100,00 



TABLE 8.1.3: RFS:roNSES 'ID QUESTICN 6 
GENERAL FUNCTION!~ 

RESIDENTS' RFSroNSES 

I 

General functioning inproved ••••••••••••• 

General functioning partly irrproved •••••• 

Inappropriate response ................... 

~ ...... 

TABLE 8 .1. 4: RFS:roNSES 'IO QUESTION 7 
RELATIONSHIPS 

RESIDENTS' RESroNSES 

Relationships inproved ••••••••••••••••••• 

Relationships not inproved ••••••••••••••• 

Uncertain ........................•.•...•. 

Inappropriate response ••••••••••••••••••• 

Still have prcblems ...................... 

~ ..... . 

TABLE 8.1.5: RFS:roNSES 'IO QUESTICN 8 
mRK ABILITIES 

NUMBER 

32 

5 

1 

38 

NUMBER 

27 

2 

1 

1 

7 

38 

RESIDENTS' RESroNSES NUMBER 

Inprovement in work abilities ........... 33 

No improvement in work abilities ........ 3 

No change •••••••••••••••••••••••••••••••• 1 
I 

Inappropriate response .................. 1 

~ ...... 38 

% 

84,21 

13,16 

2,63 

100,00 

% 

71,06 

5,26 

2,63 

2,63 

18,42 

100,00 

% 

86,84 

7,90 

2,63 

2,63 

100,00 
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RESPONSE OF EDRMER RESIDmTS 'IO SEX:'.TION B OF COESTIONNAIRE 

Respondents replied to the question on whether the programme contributed 

towards better adjustaent, as follows: 

TABLE 8.1.6: RESPONSES 'IO QUESTION 1 
WHETHER THE PROORAMME CONTRIBUTED 'J.OA1ARDS BEl"l'ER AOOUS'IMENr 

RESIDENTS' RESPONSES 

Positive responses ........................ 
Negative responses ........................ 

'lOTAL ...... 

TABLE 8.1.7: RESPONSES 'IO QUESTION 5 
WERE EXPEX:'TATIONS MF1I'? 

RESIDENTS' RESPONSES 

EXpectations were net ..................... 
No response ....... ·• ....................... 
Positive and negative response ............ 
Negative responses ........................ 

'lOTAL ...... 

NUMBER 

35 
3 

38 

NUMBER 

32 
1 
1 
4 

38 

TABLE 8.1.8: RESPONSES 'IO QUESTION 9 
w:x.JID RESIDENTS ~ '!HE PROORAMME? 

RESIDENTS' RESPONSES NUMBER 

Would recanm:nd the programme ............. 32 
No response ................................ 1 
Positive and negative response ............ 1 
Negative responses ........................ 4 

'lOTAL ...... 38 
I 

% 

92,11 
7,81 

100,00 

% 

84,21 
2,63 
2,63 

10,53 

100,00 

% 

84,21 
2,63 
2,63 

10,53 

100,00 
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Questions 2 and 3 deal with gains which fomer residents report with regard 

to functioning and with regard to aspects of the prog'ramrce which they found 

mst beneficial. Questions 6 and 7 focus on aspects of functioning that 

WE!re reported as being the least irrproved, and aspects of the prog'rarme 

which were of least benefit. Responses to Questions 2 and 6, and 3 and 7 

will be dealt with sinultaneoosly. 

TABLE 8.1.9: RESPONSES 'IO QUESTICNS 2 AND 6 

ASPEX:TS OF THE PROGRAMME WHICH IMPROVED RE.SIDFNIS' 
RJNCTIONING OR FRCM WHICH mE.Y GAINED 

ASPOCTS OF IMPROJED RJNCTIONING/GAINS 

Readjusb'J)ent ••••••••••••••••••••••••••••••••••••••• 
Life ad jusb'J)ent and hope ••••••••••••••••••••••••••• 
Mciturity and clear thinking •••••••••••••••••••••••• 
Drive •••••••••••••••••••••••••••••••••••••••••••••• 
Socialization and drive •••••••••••••••••••••••••••• 
Socialization, drive and concentration ••••••••••••• 
Socialization and self-ca.re •••••••••••••••••••••••• 
Socialization ••••••••••••••••••••••••••••••••••••• ". 
Socialization and structured leisure tine •••••••••• 
Self-confidence •••••••••••••••••••••••••••••••••••• 
COncentration •••••••••••••••••••••••••••••••••••••• 
Endurance, discipline and independence ••••••••••••• 
Inproved work abilities •••••••••••••••••••••••••••• 
Irxlependence •••••••••••••.•••••••••••••••••••••••••• 
Ccl'nrrllnica. ti on •••••••••••••••••••••••••••••••••••••• 
Socialization and mney management ••••••••••••••••• 
Self-ca.re and assertiveness •••••••••••••••••••••••• 
End'llI°an ce • • • • • • • • • • • • • • • • • • • • • • • • • • • • . • • • • • • • • • • • • • 
Self-ca.re •••••••••••••••••••••••••••••••••••••••••• 
Diagnostic gains, psychiatric stabilization 

and reduced depression ••••••••••••••••••.••••••••• 
Insight with regard to illness, 

physica.l ca.llmess •••••••••••••••••••••••••••••••• 
R€!CJUlar nea.ls and slee:p •••••••••••••••••••••••••••• 
Weight loss •••••••••••••••••••••••••••••••••••••••• 
Daily routine •••••••••••••••••••••••••••••••••••••• 

RESPONSES 

2 
2 
1 
1 
1 
1 
3 
6 
1 
2 
1 
1 
1 
1 
1 
1 
1 
1 
1 

3 

2 
1 
1 
1 



TABLE 8.1.10: RESOONSES 'IO QUESTIONS 2 AND 6 

ASPEX:TS OF THE PROORAMME WHIO:I FORMER RFSIDENTS FCXJND MJST BENEFICIAL 

(to be linked with Table 8.1.9) 

BENEFICIAL ASPEX:TS OF THE PROGRAMME 

Self-care progranme 
Self-llrage grOJ.ps •••••••••••••••••••••••••••••••••• 
Religioo.s t:u.i ti Oil •••••••• ,, ••••••••••••••••••.••••••• 

Sensory integration therapy •••••••••••••••••••••••• 
Staff rrotivation ••••••••••••••••••••••••••••••••••• 
Occu~tional therapy ••••••••••••••••••••••••••••••• 
Groups ••••••••••••••••••••••••••••••••••••••••••••• 
~ca.l in vol venent •••••••••••••••••• · •••••••••••••• 
week-end prC>g'raITlle ••••••••••••••••••••••••••••••••• 
Full prograITlle (helped to regain perspective) •••••• 
Sys:tan of evaluation •••••••••••••..•••••••••••••••••• 
No resi;x:ll1se • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • 
Inappropriate resi;x:ll1se ••••••••••••••••••••••••••••• 
Uncertain ·······~·································· 

'.lt:100.. •••••• 

TABLE 8.1.11: RESOONSES 'IO QUESTIONS 3 AND 7 

LFAST IMPROVED FUNCTIONIOO 

AREAS OF FUNCTIONING LFAST IMPROVED 

Social adjust:Irent, self assertiveness, 
socialization, insight into illness, 
concentration, leader, self-confidence ........... 

RESPONSES 

2 
3 
1 
1 
6 
3 
1 
3 
1 
2 
1 
6 
4 
5 

76 

RESOONSES 

15 

144 



'mBLE 8.1.12: RESroNSES 'ID.QUESTIONS 3 AND 7 

I.FAST BENEFICIAL ASPECTS OF PROORAMME 

(to be linked with Table 8.1.11} 

I.FAST BENEFICIAL AS;i?Ex:TS OF THE PROORAMME 

Proble.ns with staff ····~··························· 
Routine and discipline too strict •••••••••••••••••• 
Duration of progr~ too long •••• : •••••••••••••••• 
Iate bedtirre and week-ends in •••••••••••••••••••••• 
Tao rruch leisure tirre •••••••••••••••••••••••••••••• 
Sensory integration therapy- •••••••••••••••••••••••• 
Self-image group •••••.••••••••••••••••••••.•.••.••• 
'N ••••••••••••••••••••••••••••••••••••••••••••••••• 
Injections ........................................ . 
Not properly prepared for discharge •••••••••••••••• 
Progr~ not pleasant ............................. . 

Other factors 

Stigma of hospitalization ........................... 
Finances ........•...........................•..•... 
Mix with the wrong kind of people •••••••••••••••••• 
UncerWn ••.•••••••.•••••.•••••.•••••••••••••.•.••. 
No response •••••••.••.•.•••.•.••.••••••••.••.•••••• 
Inappropriate response ••• · •••••••••••••••••••••••••• 

~ ..... . 

8.2 CUESTIONNAIRE FOR PARENTS, REIATIVES OR SPOUSES 

.. 
145 

RESPONSES 

1 
4 
4 
2 
1 
2 
2 
1 
l 
1 
1 

~ 

1 
2 
1 
6 

15 
3 

-
76 

Of the 50 Questionnaires sent out, 32 were received back - a response of 

64%. This could have been higher if IOOre parents had been living nearer to 

Stikland Hospital. Many parents live in South West Africa, Pretoria, 

Durban and the Eastern cape, and are not within easy travelling distance of 

the hospital. It was, therefore, not possible for them to be actively 

involved in the program:re. 
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Many pa.rents, relatives or spouses are still interested in the Neuro B 

programne, a fact which is revealed in the many telephone calls confinning 

this interest, which the writer received fran recipients of the 

Questionnaire. Fifteen letters of appreciation 'W'ere received fran pa.rents, 

with identification as to who the respondents 'W'ere. 

The Questionnaire conprises an A and B section. Section A focuses on the 

condition of the forrrer resident, while Section B highlights aspects of the 

programne as experienced by pa.rents/relatives/spouses. 

8.2.l Section A of the Parents/Relatives/Spouses Questionnaire 

Question 4 aimed to elicit responses about the pa.tient 's condition while 

still in the prograrme, while Question 7 focused on present functioning. 

From the responses it is clear to the writer that many responses did not 

take this difference into account. The responses are ~iven as they appear 

on the Qilestionnaires, but respondents concentrated chiefly on the 

pa.tient's present condition. 

This could have been due to the fact that the writer did not stress what 

was required when responding to the question. Many respondents also 

appeared unable to remember, and stated this on the Questionnaires. 

Another factor is that the last number of pa.tients 'W'ere only discharged 

fran Neuro B in June 1988 - a very short tirre before the Questionnaires 

'W'ere mailed out. It is felt, therefore, that there was insufficient tirre 

for a proper evaluation of the pa.tient 's condition, especially where 

pa.rents did not reside near the hospital. 

Responses to Questions 4 and 6 can, therefore, not be regarded as being a 

true indication of how pa.tients' conditions 'W'ere in compa.rison with their 

present condition. 



. TABLE 8. 2 .1: RESPONSES '10 QUESTION 4 
PATIENTS 1 INITIAL FUNCTIONING 

PARENI'S/RELATIVES/SPOJSES REPLIES NO. OF 
RESPONSES 

Indication of improvement •••••••••••••••••••••• 
No indication of ircprovenent ••••••••••••••••••• 
Inprovenent in sate respects ••••••••••••••••••• 
Inproved except for concentration •••••••••••••• 
Inproved except for carm.mication •••••••••••••• 
Inproved but still easily influenced ••••••••••• 
Inproved but still has prd:>lens with table 

na.n.ners •••••••••••••••••••••••••••••••••••••• 

'ID.I'A.I, • • • • •• 

TABLE 8.2.2: RESPONSES '10 QUESTICN 7 
PRESENT FUNCTIONING 

PARENTS/RELATIVES/SPOJSES REPLIES 

13 
3 
6 
1 
1 
1 

1 

-
32 

NO. OF 
RESPONSES 

InprOV'ed ftmctioning ........•....•.•........ _ ... 18 
FUnctioning has deteriorated ••••••••••••••••••• 2 
FUnctioning un.change<i •••••••••••••••••••••••••• 4 
Inproved concentration and drive ••••••••••••••• 3 
Inproved drive ...•......•...........•..•....... 1 
Inproved except for concentration •••••••••••••• 
No resp:>nse •••••••••• ~ ••••••••••••••••••••••••• 

3 
1 

-
'ID.I'A.I, • • • • • • 32 

8.2.2 Section B of the Parents/Relatives/Spouses Questionnaire 
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% 

56,23 
9,37 

18,75 
3,13 
3,13 
3,13 

3,13 

100,00 

% 

56,25 
6,25 

12,52 
9,37 
3,12 
9,37 
3,12 

100,00 

Questions 1, 2, 3Cd), 4, 5 and 6 will be highlighted here (aspects of the 

prClg'ra:rme ) • 



'mBLE 8.2.3: RESPONSES 'IO QUESTION 1 
EDUCATION ABOUT THE ILINESS 

PARENTS/RELATIVES/SPOOSES RESPONSES NUMBER 

Positive responses ......................... 
Negative responses ......................... 
No responses ............................... 

'IOTAL ...... 

'mBLE 8. 2. 4: RESPONSES 'IO QUESTION 2 
CONTACT WI'IH THE 'IHF.RAPEIJTIC TE1\M 

27 
3 
2 

32 

PARENTS/RELATIVES/SPOOSES RESPONSES NUMBER 

SUf f icient ................................. 
Negative responses ......................... 
Insufficient because of distance ........... 

I 

'IOTAL ...... 

'mBLE 8.2.5: RESPONSES 'IO QUESTION 3(d) 
INVOLVEMENT : P.ARmT SUPPORT GRCXJP 

27 
2 
3 

32 
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% 

84,38 
9,37 
6,25 

100,00 

% 

84,38 
6,25 
9,37 

100,00 

<Question 3(d) refers to the supIXJrt group for parents whose children have 

been discharged fran hospital). 

PARENTS/REIATIVES/SPOOSES RESPONSES NUMBER % 

Involved ......... ·• ......................... 7 21,87 
Not involved, because of distance .......... 13 40,62 
Not involved ...... •· ........................ 12 37,51 

'IOTAL ...... , 32 100,00 



Question 4 relates to suggestions askerl for in the Questionnaire. Eleven 

of the 32 resix>ndents made suggestions with regard to the following: 

TABLE 8. 2. 6: RESPONSES 'IO QUESTION 4 
SUGGFSTICNS 

ASPEX:TS RELATING 'IO STAFF NO. OF RESPONSES 

Staff turnover shculd be rerluced ••••••••••••• 1 
M:>re individual neetings with head of team ••• 1 
Attitude of staff shculd be less strict •••••• 1 

ASPEX:TS RELATING 'ID PATIENTS NO. OF RESPONSES 

bot:>re tine requirerl for rest .................. 1 
Financial assistance ......................... 1 
P-t>re household tasks shculd be part of the 
programre ................................... 1 

Higher and lower functioning patients shculd 
I be separaterl ................................ 1 

M:>re professional 'WOrk opportunities needed .. 1 

ASPEX:TS RELATING 'ID 'l'RFA'lMENT NO. OF RESPONSFS 

M:>re alternative nethcrls of treatment than 
n:edication required •.••••••••••••••••••••••• 1 

r.t.>re self-ima.ge gr0.1ps ••••••••••••••••••••••• 1 
P-t>re tine for interaction between parents and 
offspring .•••••••.•••••••••.•••••.••.•••••.• 1 

M:>re seminars for parents .................... 1 

A total of 12 suggestions was made by respondents. 



TABLE 8.2.7: RESPONSES·'IO QUESTION 5 
LIMITATIONS 

PARENTS/RELATIVE.S/SPOOSES RESPONSES 

Could not nane limitations ................. 
Naned limitations .......................... 
Uncertain .................................. 

'IOTAL ...... 

NUMBER % 

22 68,76 
9 28,12 
1 3,12 

32 100,00 

TABLE 8.2.8: LIMITATIONS NAMED BY PARENIB/REl:ATIVES/SPOUSES 

LIMITATIONS NAMED BY PARENTS/RELATIVES/SPOOSES 

Issues relating to staff 

M:>re clinical psychologist involvement •••••••••• 

Progranme activities 

M:>re physical exercise/individual attention 
Greater stress on parent-child interaction 

Others 

M:>re attention to nedication •••••••••••••••••••• 
Creation of professional job opportunities •••••• 
Parents should have opportunity to report back •• 
on fotll'er residents on a regular basis ••••••••• 

Not enough financial back-up for patients ••••••• 
Prograrme too long ••••.•••••••.••••••••••••••••• 

'10rAL ~ ••••• 

NO. OF RESPONSES 

1 

2 
1 

1 
1 

1 
1 
1 

9 

150-· 

Question 6 relates to whether parents/relatives/spouses would recomnend the 

progranme. 31 respondents answered positively - 96,88%. 

Reasons given as to why they would recomnend the prograrm:e were as 

follows: 



TABLE 8.2.9: RESPONSES 'ID QUESTICN 6 
RFASCNS WHY PR~ VOJID BE R.EXXMo1ENDED 

RFASONS NAMED BY PARENTS/REIATIVES/SPCXJSES NO. OF RESPONSES 

Staff ~re of great help •••••••••••••••••••••••• 
Prograime lead to adjustment in life, the 
cannunity, and gives hope ••••.••••••••••••••••• 

Patients' conditions in:proved, they can accept 
illness, gocrl results are obtained 

other reasons: 

For rehabilitation .•••••••••••.••••••••••••••••• 
·Prevented admission to long-tenn ward ••••••••••• 

ro::rA.I, •••••• 

2 

3 

6 

1 
1 

13 

151 

If one · canpares responses to Question 9 of the fonner resident 

questionnaire with Question 6 of the parents' questionnaire, about 

recanttending the prograrrme, it is observed that the majority of fonner 

residents <as well as parents, spouses and relatives) responded positively. 

It is clear that although the prograime is not an instant, miracle solution 

(people still have limitations after completion of the prograime, as 

indicated by responses to Questions 3 and 7 of the B Section of the 

residents ' questionnaire, and 4 and 7 in A Section of the parents ' 

questionnair~, it is still reconmmded by both pa~ents and former 

residents. 

The prograrrme does make a difference, however, and cah be regarded as 

instru:rrental in sone aspects of in:proved functioning, to educate patients 

and their families about ·schizophrenia, while it gives hope for new ways of 

adjustment in cases where functioning is virtually non-existent. 
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CHAPTER 9 

SUMMARY AND CDNCLUSIONS IMPLICATIONS FOR PRACTICE 

1. The theoretical content in Section I was an effort to contribute 

towards understanding the varicus aspects of the illness. Not only 

are particulars about terminology of importance when individuals are 

educated, but so is the inclusion of the m::>st recent diagnostic 

criteria. The fact that these criteria were revised as recently as 

1987, is an indication of continuous study in the field. Inproved 

diagnostic criteria lead to refined diagnostic procedures which will 

affect treatment and rehabilitation interventions m::>re positively. 

The inclusion of the criteria for schizo-affective disorders can also 

be seen in this light. 

'V 

Ccntinued. studies, improve phannacology and the developnent · of :roore 

sophisticated neurophysiological examination :a:ethcrls eventually led to 

increased. confinnation of the bio-chenical origin of the illness and 

that cha:rotherapy, in canbination with other interventions, is the 

roost :a:eaningful in treatment and rehabilitation of schizophrenics. 

It is, therefore, essential that the clinical social worker stays 

abreast of recent research findings, and also utilizes experience, 

' cbservation and listening skills to be able to contribute :a:eaningfully 

to the diagnostic process and to fulfil the role of educator with 

regard to the illness. 

Many questions remain unanswered. However, as also proved by the 

findings of the 1986 Bi-annual International Workshop on . Schizo-
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phrenia, no single causal. factor can be identified and linked with 

aetiology in schizophrenia. 'Ibis presents a challenge to psychiatry 

and research has to continue. That research and studies still 

continue is, for exanple, indicated by recent research on season of 

birth as a risk factor (Baron & Gruen, 1988). 

2. While studies continue in the search for aetiology, treatment and 

rehabilitation interventions are undertaken in tenns of the 

vulnerability-stress-coping-canpetence rcodel, preparing the patient 

for optimal life after discharge fran hospital. The clinical social 

worker's contributions, by fulfilling the roles of psychotherapist, 

group and family therapist, as well as family educator on levels that 

include prircary, secondary and tertiary prevention, are highlighted in 

Section II. These interventions involve the patient, the family and 

the ccmruni ty. Of special inportance here is the psycho~ucati ve 

perspective, in tenns of which education is undertaken - especially 

with families. 

3. As an exanple of a canprehensive treatment and rehabilitation 

programm: where the above. interventions are utilized, a description of 

the Neuro B Progranne is given. Interventions are f ran a holistic 

perspective, where the total person in his total circumstances is 

approached. 

4. '!he rrost important particulars fran the files of the 56 fonner 

residents who were involved in the prograi:me were highlighted, as well 

as infonnation about the present circumstances and level of 

functioning of 53 of them. (Three patients died as a result of 

suicide). As a result of the illness, sane patients can only function 
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optirrally while others shCM rrajor gains. Involvement in the prograrme 

seemed to be instrumental in inproved functioning. 

5. '!\«> sets of questionnaires were used to elicit opinions of fonner 

residents and their parents (or relatives, or spouses). The rrajority 

of the f onner residents were of the opinion that they were 

sufficiently educated about their illness during the progranme, that 

medication can prevent relapse, that their expectations were met 

during the progranme, and that they would recamend the prograrme to 

others in similar circumstances. The rrajority of parents Calso 

relatives and spruses) felt that they were adequately educated about 

the illness of their child (relative, or spouse), that they had 

neaningful contact with the therapeutic team, and that they would 

recorrmend the programre to sorreone else in similar circumstances. 

6. With regard to the future, activities within the prograrme will be 

further developed - to meet the needs of residents. Planning, for 

example, is undertaken to introduce a neaningful system to stinulate 

participation of residents. 

7. As this prograrme is nCM also linked with the residential possibili­

ties of a halfway house, "Cleveland Lodge", rrore possibilities for 

long-tenn research will becatE a reality, like for exanple the 

Chestnut Lodge follCM-up studies, where significant long-tenn research 

was undertaken CMC'Glashan, 1984Ca) and Cb); 1986). 

8. Research in various fields will continue, for example, in the medical 

field, on medication and diagnostic evaluations. In the field of 
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psycho-social aspects of . the . illness, enonnous possibilities can be 

explored, for exanple, the use of play therapy in the education of the 

young child in the family in helping him to cone to terns with his 

parent's illness. The most recent research within the psycho-

educative perspective concentrates much on canbining psycho-education 

with the teaching of skills to parents and relatives, and this is a 

most ~rtant aspect which the clinical social worker is about to 

explore within this context. 

Another field in which research will continue is that of occupational 

therapy, and the way in which patients can be assisted to experience 

their religion more rreaningfully. It is, therefore, evident that many 

future research possibilities can be explored fran this particular 

progra:rme, while the clinical social worker's role will becate 

increasingly more demanding and important. 

9. 'Ihat the progra:rme also offers hope for sate parents can be seen in a 

note fran one of the parents who responded to a question, as follows: 

ons kan nie 'n idee vorm wat tans die toestand soo. 
wees waarin ans kind soo. verkeer bet indien hy nie 
opgeneem was nie. 

<Translation: 
We cannot imagine what our child's present 
condition would be had he not been admitted.> 

10. The progranne, therefore, has undoubtedly many possibilities for 

involving patients and their families in ireaningful treatirent and 

rehabilitation interventions. It is also clear that a clinical social 

worker can make a worthwhile contribution within such a prograrme. 

---oOo--
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APPENDIX A 

THE LEVELS OF THE PROGRAMME - "D" 'IO "A" 
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NEIJRO CLINIC B : LEVEL "D" 

A. PHYSICAL 

1. Getting up . . . . . . . . . • . . • . • . . . . t----+----+----+----+------4 
2. Bed making •••••••.••••••.•••. 

+----+----+----+----+---"'"""' 3. Bathing •••••.•••.•••••••••••• 
+----+----+----+----+---"'"""' 4. Shaving: Men/ladies •••••••••• 
+----+----+----+----+---"'"""' 5. Tidying up of ward ••••••••••• 
+----+----+----+----+-----! 6. Self-care: Ca) Hair •••••••••• 
+----+----+----+----+-----! Cb) Dressing •••••• 
+----+----+----+----+-----1 

C c > Make-up ••••••• 
+----1----+----+----+-----1 Cd) Manicure •••••• 
+----r---+----+----+-----1 

C e > Pedicure •••••• +-----+----+----+----+-----1 
( f > Oral hygiene • • +----+-----+----+----+------1 

7. Wardrche • • • • • • • • • • • • • • • • • • • • • +----+----+----+----+-----I 
Medication ••••••..••••••••••• 8. 

1. Responsibility: 

2. 
3. 
4. 

Ca> Puncblality at activities 
Cb> Ward duties •••••••••••••• 
Insight into functioning ••••• 
Insight into work abilities •• 
Inter-dependenc,y ••••••••••••• 

5. Bcdy-ima.ge ••••••••••••••••••• 
6. Conmunication: 

(a} TcMards fellow residents • 
Cb) TcMards family/relatives • 
{ c > 'l'c:wards staff •••••••••••• 

7. BettaviO\lr •.•.••..•••.••..•..• 
8. Eilotional stability •••••••••• 

.._ _______ .___ __ _._ ___ ..__ __ _. 

9. Problem-solving nethcrls •••••• 
10. Self discipline •••••••••••••• 

+-----+----+----+----+-----1 
11. Etiquette •••••••••••••••••••• 

C. SCCIAL 

1. EV'ening exercises • • • • • • • • • • • • +----+----+-----+----+----1 
2. Socializing at neals ••••••••• +----+----+----+----+----1 
3. Sp:>rt activities ••••••••••••• 
4. Evening activities ••••••••••• \---------\--------------5. Week-end activities • • • • • • • • • • +-----+----+----+----+----1 
6. Leisure activities ••••••••••• .__ __ _._ ___ .___ ________ ....__ __ __. 

D. PAS'IORAL 

1. Attending church services 
2. Pastoral groops • • • • • • • • • • • • • • .__ __ _._ ___ .___ __ _._ ___ ..__ __ __. 



E. OCCUPATIONAL 'lHmAPY DATE 
1. Work habits: 

Ca) Personal presentation •••• 
Cb) Social presentation •••••• 

2. Work canpetence •••••••••••••• 
3 • Work endurance: 

Ca) Phy"si cal ••••••••••••••••• 
Cb) Psychological •••••••••••• 

4. Production speed: 
Ca ) Accu.racy ••••••••••••••••• 
Cb) Quality of work •••••••••• 

5. Motivation for work: 
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Ca) Intrinsic •••••••••••••••• t-~~~;-~~~r-~~----'1--~~----'1--~~--1 

IDTAI. •••••••••••••••••••••••• 

P:ER.cmTM;E ••••••••••••••••••• 

PASS % ••••••••••••••••••••••• 

A 50% PASS IS REQUIRED 

DATE PRCMOTED 'IO LEVEL "C" ......................... 
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NEDRO CLINIC B LE.VEL "C" 

A. PHYSICAL 

1. Getting up 
2. Bed making 

................... 
3. 
4. 
5. 
6. 

Bathing •••••••••••••••••••••• 
Shaving: Men/I.a.dies •••••••••• 
Tidying of ward •••••••••••••• 
Self-care: (a) Hair •••••••••• 

(b) Dressing •••••• 

;-----+----+----+----+----I 
t-----+----+----+----+----1 
;-----+----+----+----+----I 
;-----+----+----+----+-----! 

( c) Make-up ••••••• r----+-----+---+----+----1 
< d > Manicure • • • • • • r----+----+----+----+-----1 
Ce) Pedicure •••••• 

t-----+----+----+----+----1 Cf) Oral hygiene •• 
t-----+----+----+----+----1 

7 • 'Wa.rdrci:>e • • • • • • • • • • • • • • • • • • • • • 
t-----+----+----+----+----1 8. l4edica.tion ••••• · •••••••••••••• 
t-----+----+----+----+----1 9. Washing & ironing • • • • • • • • • • • • ,__ __ __,_ ___ .__ __ --'----"'-----.1 

1. Responsibility: 
(a) Punctuality at activities 
Cb> Ward duties •••••••••••••• 

2. Insight into illness ••••••••• 
3. Insight into functioning ••••• 
4. Insight into work abilities •• 
5. Inter-dependency ••••••••••••• 
6. Bcx:ly-inege ••••••••••••••••••• 
·1. Self-inege ••••••••••••••••••• 
8. Ca:nmunication: 

(a) Towards fellOW' residents • 
Cb) Towards family/relatives • 
Cc) Towards staff •••••••••••• 

9. Behavioo.r •••••••••••••••••••• 
10. I..ea.dership •••••••••••.•••••••• 
11. Enotional stability •••••••••• 
12. Rea.listic future planning •••• 
13. Problem-solving rrethcxls •••••• 
14. Professional objectives •••••• 
15. Self discipline •••••••••••••• 
16. Etiquette •••••••••••••••••••• 

·c. $)CIA'[, 

1. Evening exercises •••••••••••• 
2. Socialfzing at meals ••••••••• 
3. Sp:>rt activities ••••••••••••• 
4. Evening activities ••••••••••• 
5. Week-end activities •••••••••• 
6. 
7. 

leisure activities ••••••••••• 
Integration with carm.mity 



D. DATE 

1. Attending church services •••• 
2. Church activities •••••••••••• 
3. Pastoral graips •••••••••••••• 

E. CXXDPATIONAL THERAPY 
1. Work habits: 

Ca) Personal presentation •••• 
Cb) Social presentation •••••• 

2. Work canpetence •••••••••••••• 
3. Work endurance: 

Ca) Physical ••••••••••••••••• 
Cb> Psychological •••••••••••• 
Cc> Coping with stress ••••••• 

4. Production speerl.: 
Ca> Accuracy ••••••••••••••••• 
Cb> Quality of \<lr'Ork •••••••••• 
Cc> Quantity of \<lr'Ork ••••••••• 

5. M;)tivation for work: 
Cal External ••••••••••••••••• 
Cb) Internal ••••••••••••.•••• 

'IO'rA.I. .•••••••••••••••••••••••• 

PERCENTAGE ................... 
PASS % ....................... 

l 

CA pass of 70% is re:;iuirerl.) 

DATE PRCMOTED 'IO L.E.VEL "B" ......................... 

REMARKS: .............................................................. 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
• • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • * • • • • • I • • • • • • • • • • • 

....................................................................... 
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NEIJRO CLINIC B LEVEL "B" 

A. PHYSICAL 

1. Getting up 
2. Berl naking 

................... ................... t-----+----+----+----+-----i 
t-----+-----;---+----+-----i 

3. 
4. 
5. 
6. 

Ba.thing ••••.••••••••••••••••• t-----t-----t----+----+-----i 
S~ving: Men/ladies •••••••••• -----------------­
Tidying of ward •••••• ~. • • • • • • +-----+-----+----+-----+-----& 
Self-care: Ca) Hair • • • • • • • • • • +-----+-----+----+----+----1 

Cb > Dressing •••••• +-----+-----+----+----+-----i 
(C) .Make-up ••••••• t-----+----+----+----+-----i 
Cd> Manicure • ·~ •••• t-----+-----+----+----+-----i 
Ce> Pedicure •••••• t-----+-----+----+----+-----i (f) Oral hygiene •• 

7. Clothing - suitability ••••••• 
t-----+----+----+----+-----i 

8. Medication ••••••••••••••••••• 
9. Washing & ironing •••••••••••• -----------------------

B. PSYCBOIOOICAL FUNC'l'Iamli 

1. Responsibility: 
(a} Punctuality at activities 
Cb) Ward duties •••••••••••••• +-----+-----+----+----+-----i 
Cc> With regard to own needs • 

2. Insight into illness ••••••••• +-----+-----+----+----+-----i 
3. Insight into functioning • • • • • +-----+----+-----+----+-----i 

4. Insight into relapse symptans. ------------------
5. Insight into work abilities •• ------------------
6. Inter-dependency • • • • • • • • • • • • • 1-----+-----+----+----+----1 
7. ,Bcxly-.i.rra.ge ••••••••••••••••••• +-----+-----+----+----+-----i 
8. Self-.i.rra.ge • • • • • • • • • • • • • • • • • • • 1-----+-----+----\o----+-----i 
9. Ccmrrunication: 

Ca) Tc:Mards felJ.ow residents • -----------------­
(b) Tc:Mards family/relatives • -----------------­
( c > Tc:Mards staff • • • • • • • • • • • • i-----+-----+----+----+-----i 

10. Betlavia.ir • • • • • • • • • • • • • • • • • • • • +-----+-----+----+----+-----i 
11. I..ea.dership • • • • • • • • • • • • • • • • • • • t-----+----+----+----+-----i 

12. Enotional stability •••••••••• ------------------
13. Realistic future planning •••• ------------------
14. Problem-solving n:ethcx:1s •••••• t-----+-----+----+----+----1 
15. Professional objectives •••••• 1-----+-----+----+----+----1 
16. Attitude regarding discharge • +-----+----+----+----+-----i 

17. Self discipline •••••••••••••• ------------------18. Etiqu.ette • • • • • • • • • • • • • • • • • • • • .__ __ ......_ __ __. ___ ....._ __ ........, __ ___. 

C. SOCIAL 
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D. PAS'l'ORAL 

l. Attending church services •••• 
2. Church activities •••••••••••• 
3 • Pastoral grcups • • • • • • • • • • • • • • · 

1. Work habits: 
{a) Personal presentation 
Cb> Social presentation •• ~ ••• 

_________ _.._ __ ,......_._ ____ .._~ _ __, 

2.. Work competence • • • • • • • • • • • • • • P---~----+----\----oo1------.i. 
3. Work endurance: 

Ca> Physical ••••••••••••••••• 
<b> Psychological •••••••••••• 
Cc> Coping with stress ••••••• 

4. P.roduction speech 
<a> Accuracy ••••••••••••••••• 
Cb) Quality of work •••••••••• 
{c) Quantity of work ••••••••• 

5. Motivation for work: 
<a > EXterria..l ••••••••••••••••• 
( b ) Internal ••••••••••••••••• 

roTA:I.. •••••••••••••••••••••••• 

PER.cmTJ\(;E ••• · •••••••••••••••• 

PASS %· •'•·• •••••••••••••••••••• 

{A pass of 80% is required) 

DATE PRCMOTED 'IO LE.VEL 11A11 ......................... 
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---------------~-----··--·---------

NEIJRO CLINIC B : LEVEL "A II 

A. PHYSICAL DATE 

1. 
2. 
3. 
4. 
s. 
6. 

Getting up 
Bed. naking 

................... . ................. . 
.Ba.thing ••••••••••. • ••••••••••• 
Shaving: Men/ladies •••••••••• 
Tidying of ward •••••••••••••• 
Self-ca.re: Ca) Hair •••••••••• 

Cb) Clothing •••••• 
< c ) Make-up ••••••• 
Cd) Manicure •••••• 
Ce) Pedicure •••••• 
Cf) Oral hygiene •• 

7. Clothing - suitability ••••••• 
8. 
9. 

~ca.tion ••••••••••••••••••• 
Washing & ironing •••••••••••• 

1. Responsibility: 
(a) Punctuality at activities 
<b> Ward duties •••••••••••••• 
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< c > With regard to own needs • +-----+-----1----+----+------t 
2. Insight into illness ••••••••• +-----+-----1----+-----+------t 
3. Insight into functioning • • • • • +-----+-----1----+-----+------t 
4. Insight into relapse synptans. +-----+-----1----+----+------t 
5 • Insight into work CC111petence • 
6. Insight: work circumstances •• 
7. Inter-dependency ••••••••••••• 

8. Bcxly-irra.ge • • • • • • • • • • • • • • • • • • • ------------------
9. Self-irra.ge ••••••••••••••••••• 
10. Co:munication: 

Ca) Towards fellow residents • 

(b) Towards friends •••••••••• ----------------­
Cc> Towards family/relatives • 
Cd) Towards staff •••••••••••• 
Ce) Towards employer ••••••••• 

11. Be:tiaviC>\lr •••••••••••••••••••• +-----+-----1----+----+------t 
12. r..t:.a.dership • • • • • • • • • • • • • • • • • • • t---_....----t----i------r-----1 
13. Ehotional stability •••••••••• 
14. Realistic future planning •••• t---_....----t----i------r-----1 
15. Family relationships ••••••••• 
16. Problem-solving methods •••••• i-----4-----+----+----+----i 
17. Professional objectives • • • • • • i----_....----+----+----+----i 
18. Attitude regarding discharge • 
19. Self discipline • • • • • • • • • • • • • • i-----4-----+----+----+-----4 
20. .Etiquette • • • • • • • • • • • • • • • • • • • • ...._ __ ...._ __ __. ___ ......_ __ __._ __ ___.. 



C. SOCIAL DATE 

1. Evening exercises •••••••••••• 
_______________ ,.__ ______ __ 

2. Socializing at rreals ••••••••• 
________________ ,.__ ______ __ 

3. Sport activities ••••••••••••• 
________________ .,._ ______ __ 

4. Evening activities ••• ~ ••••••• ·+-----+----r---__.,__ __ -1------1 
5. Week-erid activities • • • • • • • • • • +-----+----r---~P-----1------1 
6. Leisure activities ••••••••••• 
7. Integration into ccmruni ty ••• .__ __ __........._ __ _,__ __ __..__ __ __._ __ __. 

D. PAS'IORAL 

1. Attending church services 
2. Church activities, e.g. 

youth rreetings •••••••••••••• 
3. Pastoral graJ.ps •••••••••••••• 

E. ocaJPATIONAL THERAPY 

1. Work ha.bi ts: 
<a> Personal presentation •••• 
<bl Social presentation •••••• 

2. Work canpetence •••••••••••••• 
3. Work endurance: 

<a> Physical ••••••••••••••••• 
<b> Psychological •••••••••••• 
(c) Coping with stress ••••••• 

4. Production speech 
(a) Accu.racy • • • • • • • • • • • • • • • • • +----......P---+----i-----+-----4 
Cb) Quality of work •••• ~ ••••• 
(c) Quantity of work ••••••••• ___ __... ____________ _ 

5. »::>ti va ti on for work: 
Ca> External ••••••••••••••••• 
Cb) Internal ••••••••••••••••• +----~---+-----'i-----+---~ 

rorAI.. ••••••••••.•••••••••••••• 

p~~E • •• • • •·• • •• • •• • ••• •. 

PASS% ••••••••••••••••••••••• 

CA maintaining level of 80% is required) 
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APPENDIX "B II 

WEEKLY ROSTER 

NEIJRO B CLINIC 

PATIENT'S NAME: ......................................... 



TIME 

06h30-07h00 
07h00-07h30 

·07h30-07h45 
07h45-08h30 
08h30-09h30 
09h30-10h00 
10h00-10hl5 
10h15-llh30 
llh30-12h00 

12h00-12h30 
12h30-14h00 
13h00-14h00 
14h00-15h00 

15h00-15h15 
15h15-16h00 

16h00-16h30 

16h30-16h45 
16h45-17h00 
l 7h00-l 7h45 

l 7h45-18hl5 
18hl5-19h00 
19h00-20h00 
20h00-2lh00 
2lh00-2lh15 
2lh15-2lh30 
2lh30-22h00 
22h00-06h30 

NEJRO B CLINIC : WEEKLY ROSTER 

M:>NDAY 

Getting up ••••.••••••••••••••.••••• 
Evaluation by directors <residents) 
and of ward duties •••••••••••••••• 

Breakfast and nedication ••••••••••• 
*Administrative n:eeting ••••••••••••• 
Occupational therapy ••••••••••••••• 
'!'ea. •••••••••••••••••••••••••••••••• 
Occupational therapy ••••••••••••••• 
Individual apf:X>int:m:nts with staff' 

rrernl:::>e!rs ••••••••••••••••••••••••••• 
Lunch and nedication ••••••••••••••• 
Appoint:m:nts with team rrernl:::>e!rs ••••• 
Week-end reI:X>rt back groop ••••••••• 
Appoint:m:nts with family rrernl:::>e!rs ••• 
Social skills groop •••••••••••••••• 
Occupational therapy ••••••••••••••• 
'!'ea. •••••••••••••••••••••••••••••••• 
Appointments with family (staff> ••• 
Occupational therat;¥ ••••••••••••••• 
1st & 3rd weeks: doctors' infonna-

tion grcup .••••.••••••••.•••••..•• 
2nd week: preparation for cooking 
grcup ......•.......•.............. 

4th week: rehabilitation groop 
<budgeting and other) ••••••••••••• 

Withd.rawal of funds •••••••••••••••• 
Medication ••.•••.••••••••••..•••••• 
Personal chores, eg. letter-writing, 

ironing, etc • ••••••••••.••••••••.• 
Fitness groop in hospital hall ••••• 
SUp~r ••••••• • •••• • ••••• • • •••••••• • 
Entertainment assignments •••••••••• 
Leisure tine and 'IV •••••••••••••••• 
Med.ica.tion •...•...........•..••••.. 
Leisure tine and 'IV •••••••••••••••• 
Bath and preparation for bed ••••••• 
Bec:i-tine •...••...••........ · . · · • · · • 

................ 

................ ................ 

. .............. . ................ 

. .............. . ................ ................ 

................ . .............. . 

. .............. . ................ . .............. . 

. .............. . 

. .............. . 

. .............. . ................ ................ 

. .............. . 

............. '• .. ................ 

................ 

................ ................ ................ 

* At the administrative ~eting residents fulfil the roles of 
secretary and chai:cman and Minutes are taken. At the sarre 
tine, residents' skills are improved in these areas. 
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'I.UESDAY 

TIME ACTI.Vl'lY 

06h30-07h00 
07h00-07h30 

07h30-07h45 
07h45-08h30 
08h30-09h30 

09h30-10h00 
10h00-10hl5 
10hl5-llh30 

llh30-12h00 

12h00;;.12h30 
12h30.;;.14h00 

14h00'-14h30 
14h30-15h00 
15h00;..15hl5 
15h15;_16h30 
16h3016h45 
16h45~17h00 
17h00-17h30 
17h30-18h00 
18h00.;..19h00 

19h00-20h00 
20h00-2lh00 
2lh00-21hl5 
21hl5-21h30 
2lh30-22h00 
22h00-06h30 

Getting up •.•••.••••••••••••••••••• 
Evaluation by directors (residents) 
and of ward duties •••••••••••••••• 

*Clina.te neeting •••••••••••••••••••• 
Breakfast, nedication and washing-up 
Sensory integration therapy 

<presently not on progra.nne> •••••• 
Occupational therapy ••••••••••••••• 
'lea. •••••••••••••••••••••••••••••••• 
Rehabilitation group (budgeting 
and other practical na.tters) 

Occupational therapy ••••••••••••••• 
Residents' individual appoint:nents 
with the team. •••••• .- •••••••••••••• 

Lunch. and ITedication ••••••••••••••• 
Individual appoint:nents with team. 
~rs ............•.............. 

Ieisure tine ....................... 
Occupational therapy ••••••••••••••• 
Occupational therapy ••••••••••••••• 
'lea.. •••••••••••••••••••••••••••••••• 
Occupational therapy ••••••••••••••• 
Draw noney · ••.•..••...•••.••.•..•••• 
Medication •••••••.••••••••••.•••••• 
Physical exercise •••••••••••••••••• 
Sup~r •••••••••••••••••••••• • •••••• 
Personal chores, eg. letter-writing, 
ironing, etc. . .........•.......... 

Entertainment assignments •••••••••• 
Ieisure tine and TV •••••••••••••••• 
Medication ••••.•••••.••••••••.••••• 
leisure tine and TV •••••••••••••••• 
Bath and preparation for bed ••••••• 
Be?cl. tiire . . . . . . . • . . . . . . . . . . . . . . . . . . . 

................ 

. .............. . ................ ................ 

. .............. . ................ . ..... ~ ........ . 

. .............. . 

. .............. . ................ 

. ............. •'. . .............. . ................ ................ . .............. . ................ . .............. . ................ ................ . .............. . 

. .............. . ................ ................ ................ . .............. . 

* The Clina.te :n:eeting is attended by staff and patients, 
where general na.tters regarding the ward are discussed. 
Patients also report back on TV and other news matters 
while they have the opportunity to make appoint:nents 
with staff members. They can make complaints known 
to staff on these occasions. 
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·TIME 

06h30-07h00 
0 7h00-07h30 

07h30-07h45 
07h45-08h30 
08h30-09h30 

09h30-llh45 

llh45-12h00 

12h00-12h30 
12h30-14h00 

i4hoo-14h30 

14h30-15h00 

15h00-15hl5 
15hl5-16h30 

16h3016h45 
16h45-17h00 
17h00-17h45 

17h45-18hl5 
18hl5-2lh45 

2lh45-22h00 
22h00-06h30 

WEDNESDAY 

ACTIVITY 

Getting up •••••••..••••••.••••••••• 
Evaluation by directors (residents) 
and of ward duties •••••••••••••••• 

Climate neeting •••••••••••••••••••• 
Breakfast and nedication ••••••••••• 
1st & 2nd week: groups presented by 

nursing staff ••••••••••••••••••••• 
3rd week: outing ••••••••••••••••••• 
4th week: Occupational therapy ••••• 

1st week: preparation for evening 
social and naking purchases ••••••• 

2nd week: Cooking - lunch in ward •• 
3rd ~ek: outing •.••••••.•••••••••• 
4th week: Occupationa.l therapy ••••• 
4th week: Monthly level evaluation • 
4th week: Monthly level evaluation • 
Residents' individual app::>intrrents 
with the team ••••••••••••••••••••• 

Lunch and nedication ••••••••••••••• 
Individual app::>intrrents with team 
~rs· ••••••••••••••••••••••••••• 

leisure tine ..••••••••••.•••••••.•• 
1st, 2nd & 4th weeks: Occupational 

therapy ..•................•...•... 
3rd -week: OU~ing .•••••••••••..••••• 
1st, 2nd & 4th weeks: Occupational 

therapy ............•..•........•... 
3rd week: outing •••.••••••••••••••• 
'lea. •••••••••••••••••••••••••••••••• 
1st, 2nd & 4th weeks: Occupational 

therapy .....••.................... 
3rd week: outing ••••••••••.••••.••• 
Draw IrOney ••••••••••••••••••••••••• 
Medication ••••••••••••••••••••••••• 
Preparation for evening of enter-

ta.i n1Ilfan t . . . . . . . . . . . . . . . . . . . . . . . . . . 
Physical fitness: hospital hall •••• 
1st week: Social evening ••••••••••• 
2nd week: 
3rd week: Hospital entertainment, 

e.g. dance ............. . 
4th week: Family evening ••••••••••• 
Ma:lica.tion •••••••••••.••••••••••••• 
Ba:i tirre ......•.......•.....•.... ·. 
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TIME 

06h30-07h00 
07h00-07hl5 

07hl5-07h30 
07h30-07h45 
07h45-08h30 
08h30-09h00 

09h00-10h00 
10h00-10hl5 
10hl5-llh30 

llh30-12h00 

12h00-12h30 
12h30-14h00 

13h00-14h00 
14h00-15h00 

15h00-15hl5 
15hl5-16h30 
16h3016h45 
16h45-17h00 
17h00-17h30 
17h30-18h00 
18h00-19h00 

19h00-20h00 
20h00-2lh00 
2lh00-2lhl5 
2lhl5-2lh30 
2lh30-22h00 
22h00-06h30 

'IHURSDAY 

JlCTIVI'IY 

Getting up ••••••••••••••••••••••••• 
Ellaluation by directors (residents> 
and of ward duties •••••••••••••••• 

i\feigh-in grCllp •••••••••••••••.•••••• 
Cli:rna.te rreeting •••••••••••••••••••• 
Breakfast and medication ••••••••••• 
sensoi:y integration therapy Cnot 
being presented at the m:ment> •••• 

Self-image graip ••••••••••••••••••• 
'rea. •••••••••••••••••••••••••••••••• 
Rehabilitation group (budgeting, 

Wills, etc) •••••••••••••••••••••• 
Residents' individual app:>intments 
m th the 'team ••••••••••••••••••••• 

Lunch and medication ••.••••••••••••• 
App:>intments with team nenbers ••••• 
I.eisure tine ···•··•················ 
Pastoral group ••••••••••••••••••••• 
Special group discussions and 
lectures, e.g. family planning •••• 

'rea. ••••••••••••••••••••••••••••• ~ •• 
Sp:>rt activities ••••••••••••••••••• 
Draw ITDney ••••••••••••••••••••••••• 
Meciica.tion ••••••••••••••••••••••••• 
Physical exercise •••••••••••••••••• 
Supper • • •. •. • • • •. • •. • • • • • •. • ·• •• • • •. 
Personal chores, eg. letter-writing, 

ironing, etc •••••••••••••••••••••• 
Visits by family/relatives/friends • 
Leisure tine and "f!.J •••••••••••••••• 

Meciica.tion ••••••••••••••••••••••••• 
I.eisure tine and "f!.l •••••••••••••••• 
Bath and preparation for bed ••••••• 
Beel tiITe ••••••••••.••••••••••••••••• 
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. .............. . 

. .............. . ................ ................ ................ 

. .............. . .............. •.• . .............. . 

. .............. . 

. .............. . ................ ................ ................ 
• ••• J • •••••••••• ................ . .............. . . .............. . ................ . .............. . ................ 
. ............... . 
. .............. . ................ 
•....•....•....• 
................ ................ ................ 



TIME 

06h30-07h00 
07h00-07hl5 

07h30-07h45 
07h45-08h00 
08h00-08h30 
08h30-10h00 

10h00-10hl5 
10hl5-llh45 

llh45-12h00 
12h00-12h30 
12h30-14h00 

14h00-15h00 
15h00-15hl5 
15hl5-16h30 

FRIDAY 

ACTIVI'IY 

Getting up •••..•••••••••••••••••••• 
Evaluation by directors <residents) 
and of ward duties •••••••••••••••• 

Clirna.te n:eeting ...•..•••..•••••.•.• 
Breakfast and rredication ••••••••••• 
Packing for week-end/Ward Rounds ••• 
Clothing maintenance grcup ••••••••• 
Pott:er:y ••••.•..•.••.•....•••..••••. 
Occupational therapy ••••••••••••••• 
'lea. •••••••••••••••••••••••••••••••• 
Pottery •••.•••..••••.•.••.••.•..••• 
Occupational therapy ••••••••••••••• 
APJ;Ointments with team members ••••• 
Lunch and rredication ••••••••••••••• 
Appointments with team members ••••• 
leisure tine ••••••••••••••••••••••• 
Occupational therapy ••••••••••••••• 
'lea. ••••••••• ·• •••••••••••••••••••••• 
Occupational therapy ............... 
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LEITER Aca::>MPANYING QUESTIONNAIRES 

.Maretha Wessels 
99-1119 x 5 

Sir/Madam/Ms 

RESEARCH : NEIJRO B REHABILITATION PRCGRAMME 

Ne.rro B 
Stik.land Hospital 

Private Bag Xl3 
BELLVILLE 

7535 

18 April 1988 
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As you knCM, Stik.land Hospital is a Training Hospital and research has been 
undertaken here f ran tine to time in order to evaluate and improve 
treatnent and services. Research has been done, for example, with regard 
to the efficiency of several types of medication, electro-convulsive 
therapy, as well as depression. 

Presently research is being done with regard to the Neuro B prog-ramrre, 
firstly for nw own study purposes <for the Masters Degre: in Clinical 
Social Work), but also for utilization by the Hospital itself. 

Attached is a Questionnaire on which you will have the opportunity to: 

A. Respond to questions about yourself, mainly focusing on your 
functioning, if you are presently in the progranrre, or have been in 
the past. 

Parents, relatives or spaises will receive the opportunity to respond 
to questions about the functioning of their child, relative or spouse. 

('l\.'o, types of Questionnaires have been ·prepared - one for parents and 
·relatives and the other for residents and forrrer residents). 

B. Evaluate several aspects of the programre, by responding to a 
different Questionnaire. 

You/ ••• 
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You are free to remain anonym?Us as we are interested in your well­

considered, honest and frank opinion. 

As you know, the Neuro B progranne, which started in July 1984, ·has a . 
rehabilitation goal, focusing on the meaningful and optimal functioning of 
the residents. 

Everybody involved in the progranne, ex-residents as well as their parents, 
spouses or relatives, a.re now reqUested to give their opinion in this 
regard. 

This will enable us to evaluate the programne zreaningfully, with a view to 
future planning, adjustment and continuation. 

Yoor well-considered and honest opinion, whatever it may be, on the 
Questionnaires will, therefore, be appreciated, as well as the prorrpt 
return in the envelope that is included for this puqose. · 

Please feel free to contact IIE during office hours <tel. 021-991110) should 
you have any questions or problems. 

Thank you for your co-operation. 

MARE1'HA . WESSELS 
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APPENDIX "011 

QUESTIONNAIRE FOR RESIDENTS/FORMER RESIDENTS 

A. I WITH REGARD 'IO YOORSELF l 

1. Gender: I MALE I FEMALE 

(Please indicate where applicable) 

2. Are you presently: 

I STILL IN NEIJRO B I RE-ADMITl'ID I DISClfARGED 

(Please indicate v where applicable) 

3. In the case of re-admission, what do you regard as the rrost important 
reasons? 

..................................................................... 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
4. With regard to your condition: 

Do you think that you received sufficient infonnation and particulars 
about your illness during your stay in Neuro B? 

(Please indicate v" where applicable) I YES I oo 

Please give reasons for your answer: 

..................................................................... 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
5. With regard to your medication: 

Do you regard the regular taking of nedication as irrportant? (If you 
were told by your doctor that you should take it permanently). 

(Please indicate v where applicable> I oo 

Please give reasons for your answer: 

..................................................................... 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 



6. With r%Jard to your General Functioning: 

Ate you able to identify any changes in your functioning since you 
started the programrre? 

(Please indicate v where applicable) Ins 
could you kindly rootivate your answer: 
CFor exarrple, changes in social behavirur, drive, concentration, 
insight, thought processes) • 
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. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
·-· .................................................................. . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

7. With regard to your relationship with others: 

Ate you able to identify any changes since you started the progranne? 
(For example, can you socialize roore easily?) 

(Please indicate v' where applicable) I ro 

Could you please elaborate: 

..................................................................... 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

8. With regard to your work skills/abilities 

Have you experienced any changes since admission to the programa:e? 
<For example, with regard to endurance, concentration). 

(Please indicate v where applicable) I ro 

Elaborate on your answer, if applicable • 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
• • • • • • • • • • • • • • • • • 0 ••••••••••••••••••• •"• •••••••••••••••••••••••••••••• 
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B. I WI'IH REGARD 'ID THE PROORAMME I 

1. Do you think that the prograrme contributed towards a :rrore successful 
adjustrcent? 

(Please indicate ../where applicable) I YES I ID 

Elaborate1 if necessary • 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

2. In your opinion, how did you benefit the rrost frc:xn your participation 
in the prograrme? 

..................................................................... 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

3. How did you benefit the least? 

..................................................................... 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

4. What were your expectations when you started the prc:XJranne? 

...................................................................... 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

5. Would you say that your expectations were rret? 

<Please indicate / where applicable) I YES I ID 

Please elaborate: 

................. •· .................................................. . 

. . . . . . . . . . . . . . . . . •· .................................................. . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
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6. Which aspects of the prograrme helped you to adjust the rrost, given 
your present circumstances? 

................................................................... 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

7. Which aspects of the prograrme helped you least, considering your 
present circumstances/adjustrcent: 

..................................................................... 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

8. Should you IIEet sareone with the sane illness as yourself, would you 
recamrend the programme to him or her? 

(Please indicate / where applicable) I YES "-' ro=---.t 

Could you kindly elaborate: 

..................................................................... 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
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APPENDIX "E" 

QUESTIONNAIRE FUR PARENTS/RELATIVES/SPOUSES 

A. I WITH R.EX;ARD 'IO YOUR SON/DAUGHTER/RELATIVF/SPOUSE I 

1. Your son/daughter/relative/spouse is/was involved with the Neuro B 
prograime (presently or in the pa.st>. 

Gender: !MALE I FEMALE 

<Please indicate where applicable) 

2. During which Yec:tr/years was he/she involved? . ...................... . 
3. For hew long? . ...................................................... . 
4. Did you observe or experience any change with regard to his/her 

functioning while he/she was involved in the programne? 
(For exanple, social behaviair, concentration, wor~ abilities, self 
care, illness, thought processes or adjustnent in general> • 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Please give particulars: 

Ca> With regard to any changes that you observed: .............................................................. 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . • .................. " 
................................................................ 

Cb) Hew long after admission (approximately> caild you observe any 
change? ...................................... ·-...................... . 

(c) What aspects of his/her functioning irrproved nost during 
involvement in the prograime? ................................................................ 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Cd) What aspects of his/her functioning improved least during 

involvement in the programrce? 

............................ ~ ................................... . 
·······-························································ 
................................................................ 
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5. Is your son/daughter/relative/spouse back in the conmunity? 

(Please indicate / where applicable> I oo 

6. If discharged, when . ................................................. . 
7. HCM is he/she functioning presently? 

8. 

(For example, with regard to social behaviour, work abilities, self 
care, drive, concentration, adjustment to society in general) 

...................................................................... 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . ~ ............................................ . 
If there was a change in his/her functioning after discharge, 
after discharge did this take place? 

how long 

. C If applicable> ................................................... 
What kind of change took place C if applicable> : 

...................................................................... 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
9. Was he/she re-admitted to hospital after corrpletion of the programrre? 

(Please indicate I where applicable) I YES .._l _00 __ __. 

If the answer is "yes", how many admissions? 

What \YOUld you regard as the nost important reasons for these 
admissions? 

...................................................................... 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ,• .......... . 

B. I WITH REGARD 'ID THE PRcx;RAMME I 

1. Do you think that you received enough infonnation with regard to the 
illness of your son/daughter/relative/spouse? 

(Please indicate / where applicable) I oo 

Will you please elaborate on your answer: 

.................... • ................................................. . 



2. Do you think that you had enough opportunity to have contact with the 
therapeutic team which was involved with the treatment of your 
son/daughter/relative/spouse? 

(Please indicate / where applicable> I YES I ID 

Please give reasons for your answer: 

...................................................................... 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

3. In your opinion, what is the value of the following: 

Ca> Family/parents' evenings: ....................................... 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

(b) Week-end tasks: ................................................ 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Cc> Individual interviews with rrembers of the therapeutic team? 

................................................................ 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Cd) Are you involved in the parent support groo.p? 

(Please indicate ./ where applicable> I ID 

Would you like to becane involved in the parent support group? 

(Please indicate ./ where applicable) I YES I ID 

Are you aware of the aims and ci>jectives of the group? 

(Please indicate v' where applicable) I YES 

179 
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What would you say are the aims and d::>jectives of this group? 

................................................................. 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

4. Are there any suggestions that you would like to make with 
regard to the alteration or inprovement of the prograrme? 

.................................... • ............................ . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

5. Which limitations in the programrre, in your opinion, need 
attention? 

................................................................ 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

6. Should you neet somebcrly with a similar psychiatric problem to 
your son/daughter/relative/spouse, would you recanrcend the 
progranne? 

(Please indicate ./ where applicable) 

Could you please m::>tivate your answer: 

................................................................ 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
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