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o] ABSTRACT-

This \sfudy examines the causal processes under-
lying individual non-user responses to community mental
1

health care. With the.continuing trend toward community-

based delivery of megtal health services in the United

% L

States and Canada it is essential to understand the

response of non-users to potential mental health facilities

Ty -

near their home.

The analysis is based on a simﬁ&e‘yet comprehensive

conceptual model of the individual response process. The
S . )

desirability of a future mental health facility near a
person's home is regarded as primari;y a function of

attitudes toward the mentally ill and perceived mental

health facility impacts. Attitudes toward the mentally

ill are -themselves regarded as a function of personal non-

]

attitudinal cﬂgracteristics. Facility impécts are viewed

]

as a function of facility characteristics and characteristics

of the local ngighbourhood. The latted also influence

fgcility desirability. - "
These relationships are stated in a causal médel

of the response process which is described by a set of )

ri .

‘nineteen hypotheses. Each hypothesis describes a'sgecific

‘relationship in the model. .The irical validity of the

causal model and the hypotheses are tested using data

collected in an extensive quesé&onnaire survey-of metropolitan

- ~ "
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Tqrﬁnto, Ontario residents. Respondents were randomly
chosen from census enqméra%iophareas with~aﬁd without
existing mental health facilities. The.sample was strat-
ified by two levels of Weographic location and three
leveis Ef.social c;assﬁ

The“intervariable correlations and direct effects
géﬁimated by path analygis generally support the hypotheses,

. [}

with some'exceptions.‘ several neighbourhood variables
weré-found to have non-significant effects on perceived
mental health facility impgcts and facility desirability.
This was due t?'a mismatch in the units of analysis.
Neighbourhood vadriables were meﬁsured at_;he éensﬁs,tract
or enumeration area level and attitudes toward chili;ies

were measured at the individual level. Awareness of a

neighbourhood mental health facility did not significantly.

L m—

influence fdoility impacts or facility desirabil
. v . »

PerSOnal‘non;ettitudinal factors were g-f

Lye.

¢

have significant effeéﬁs on attitudes to#ard %h
ill. Atfitudes toward the mentally ill ;ere, in
the m;st powerful predictor ﬁf percéived faciliﬁy pacts.
Completing the causal sequence, attibddes toward the men-
tally ill and perceived facility impdqts e*ert strong
antecedent infl;ence; on faciliﬁy desirabiiity.

o Although the direct influence of neighbourhood

factors on facility desirability is limited, their indirect

S -..



_and perceived facility impacts exert significant direct

effects via perceived facility impacts increases the

total influence of. several of these variables quite

markedly. Facility impacts also act as an intervening

variable for the influence of attitudes toward the men-

.

tally ill on facility desirability. Distance from home
has a significant effect on facility dasirability. Closer

locations are viewed as less desirable rather than more

undesiralei\ . .

A post hoc test of the specification assumptions
underlying the structure of the causal model confirms

the major relationships between attitudes toward the men-
' .

tally ill, perceived-facility impacts and facility desir-
ébility. Individual mnon-attitudinal factors are found

- to have pervasive influences on’ reactions to facilities,

Hence,the .ihtervening role of attitudes toward the mentally
i1l bet@een personil factors and reactions to facilities

is undermined.

Overall, . the results indicate'Lhat personal non-

attitudinql'factorg, attitudes toward the mentally -i1l1l

/

-

influences on facility desirability, From a ‘theoretical
. i .
point of view, these findings constitute a significant

- i

advance, ¢larifying many of .the questions and ambiguities

s ous J .
characterising previous reseaxch. n terms of practical

implications, the results suggaé&ihfmong other things,

.
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that the widespread acceptance of community mental health

care is dependent upon fostering, by means of pubiic

education campaigns, positive attitudes of non-users to

the mentally i1l and the facilitiés that serve them.
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< CHAPTER 1

- INTRODUCTION -

This thesis examines the caégal processes under-
lying individual non-user respbhses to communit; mental
health care. The thesis has its origins ;n the trend
to commﬁﬁify-based mental‘health services that has in-
creasingly‘chara::;:}séd.the delivery of psychiatric
treatment and care in North Ameiica since tgz early 1960s.

The policy of deinstitutionalisation has had a
number of important and complex impacts on the psyc¢hiatric

. £
profession and the users of community mental Health.servicesw
(Smith, 1975a; N.I.M.H., 1976; Wolpert and_Wolpert, 1976;

Dear, 1977a). Moreover, non-user residents of neighbourﬂood;___f///

occupied'b§ community mental health facilities have also

been affected by the transition to community mental health
care (Armstrong, 1976). 1In particular, extensive opposition
to the introduction of'community mental health fa;ili fés
has been reported both in thé academic literature and in
the media. .

Geographical interest in the incidence and delivery

of mental health care has increased markedly in the past

decade. Several research themes in this'field are cur-



rgntly being.pursued by geographers (Smith, 1977),. One
suéh theme seeks to‘explﬁin, in behavioural terms, the
manifestation of non-user reactions to cﬁm@unity mental
heslth care (Wolpert et al, 1975;‘Ta&10¥ et al, 1979;

Dear and Taylor, 1979)}. Geographical perspectives on .

this topic stem from two sources: first, citizen opposition

]

can block the. siting of a mental heaIéh facility, ahd '
thereby upset-the pattern of client ;cces;ibility to a
decentralised service system; ,and second, proximity to
mental health facilities apparently intensifies opposition,
leading to spatial variation in community responses to
facilities. -

The reaEtion cof non-users to the mentally ill and
- the facilities that serve them is of major importance to
the community mental health movemenﬁ'for at least two
reasons. First, the ability of the mentally ill to par-
ticipate in community life is a direct outcome of their
acéeptance or rejection by host community residents (Segal
and Aviram, 1978, Ch.5). Second, potential conflict Sif-
uations resulting from 'the location of neighbouthood mental
health facilities affects the willingness of localigovefn—
ments to provide or permit the provision of services )
(Capaiuola, 1977; Rumer) 1979). Rabkin (1975, pp. 1-2)
has noted that the increaséd contact between the mentally

ill and host community residents may engender friction and-

=4




tﬁat'.if-t‘h-e f-é_fce of puBlic attitudes i.s; not)‘aken into
account, the eventual outcome may be an exacerbatlon of
.public fears accompanled by a retreat to custodial care
.and removal from tge cowmunity. . , .
Numerous studies have examined attitudes toward

the meg;ally.ill. Rabkin (1975, 1980) reports on over

: "

one hundred such studies that have been_publishe; since
_tﬁe sec®wnd world war. The covariates, of attitudes toward
the mgntaliy i1l are thus well established within the
confines of this literature. #owéver, comparatiQely few
of these‘stud%es hq:e examineq attitudes toward thg .
mentally ill in the context of community.mental health
care. Moreover, only one study has examined_?he extent

to which attitudes toward the mentally ill translate into
attitudes toward community mental health facilities -
(Taylor et al, 1979). As =a ¥esﬁlt, numerous guestions
c;ncerning_individual response ‘to community mental health
éare remain unanswered. For ex mple: to what extent do
attitudes toward the mentally ill mediate the influence

of pérsonal non-attitudinal factors on reactions to éom-
munity mental health facilities?; do mental health facility
impacts mediate the influence of attitudes toward the
mentally ill on responses to potentlal facility locatlonsﬂ-.

c

and,what role do personal and nelghbagrhood factors play

in the response process?



The central importance of non-user responses to
. -

the s%ﬁiﬁg and opegations of community mental healgh
.faciiitie; demands that these guestions and ambiguities‘
be clarified. Attaining such a clarificétion is the
major objective of this thesis. In order to fulfill thié
objective, two' interlocking queétions must be addressed.
First, cén a simple yet comprehensive model be formylated
*
bhat'satisfactorily captures the pattern of relationships
lnfluencing individual reactions to commun%ty mental
health care?; and sgcond,'how can thié model be operation-
alised in order to de;ermine empirically the Pattern of
causal effects? A study addressing these-two guestions
will substantially ;dvance ége theoretical and empirical
understanding of non-user responses to community mental

health care. More generally, it will contribute to on-

going efforts to gauge the degree of community acceptance

S

or rejection of the méntally ill and the facilities.ihat

serve them.. . .

1.1 oOverview of the Study

This is the first study to examine the pattern
of causal effects underlying reactions %to community mental

health care. The conceptual framework employed in the

dissertation owes much to the on-going efforts of Dear

and Taylor (1979) and their associates to analyse reactions

"to neighbourhood mental health facilities. A number of

v

S
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fundamental assumptions that characterise their concept-
ualisation of the response process are carried over into

this study.

Community mental health catre is viewed as comprising,
on one hand, the mentally ill and, “én the other hand, com- - .

munity mental health facilities. The nature of responses

to these two primary dimensions is thought to have a méj?r

influence on the degree-of acceptance or rejection ofg;eigh—

‘ . . a
bourhood facilities by non-users. Such respenses cannot,

however, be viewed in 'isolation from individual non-attitudinal

characteristics and characteristics of "the individual's

s

> ‘
residential environment. Thus, even at a general level,
Rt

the pattern of causal influences underlying individual
L]

_responses to community mental healthacare i51Very compléx.
N Previous research has identified numercus co-
variates.of attitudes- toward the mentally ill,and the in-
Eluence of neighbourhood factors on the integraﬁiph of the
mgntally ill and mental health facilities has-béén examined

g
by several researchers. Also, it has recently been estab-

, . %
lished tég& attitudes toward the mentally ill are accurate

predictoxrs of réspﬁg;;; to mental health facilities.

The conceptual model for this study. postulates
. .

attitudes toward the mentally ill to be a functicn of personal

N

’

non—attitudinai factors; perceived mental health facility

impacts on local neighbourhoods are regarded as ‘a function

- ’



of facility characteristics, attitudes towarﬁ users and

contextual factors; and, the desirability of a future mental
healthrfacility near a person's home is regarded as a
i

function of attitudes toward users, perceived facllity

iﬁpac;s and neighbourhood factors. Also, distance from
_home is thought to influence facility desirability. This

Y . C s . . :
gonception of the individual response process constitutes

a significant advance over existing research in three
reséécts. First, it allows a clear staﬁement of the factors
known tovco—vary with responsés to the mentally ill and
mental health/-facilities. ~Second, based upon existing
research it allows the stdtement and emﬁiriéal examination

of a set of hypotﬁeses describing each of the postulated

. —
relationships in the response process. Third, it allows

the antecedent causal influences of spec}fied variables on

attitudes toward the mentally ill, perceived mental health

. »
zility impacts and facility desirability to be empirically

examined. ’

Path ;nalysis is employed éo eétablish'the caﬁsﬁl
l1inks within the conceptual model. Although path anaiysis
typicélly relies upon ofdinary least squares regressiocn, it
allows the rese?rcher to move beyond the estimation of

direct effects, the basic cutput of regression, and calculate

the indirect and total effects of one variable on another.
o
it ]

Asher (1976; p.67) describes the relative benefits of path

LY Kl
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analysis over alternative analytical ﬁechniques as follows:

. . . -~
';..path analysis allows one to examine the causal processes

underlying the obse&wed relationship§ and to estimate the

relative~importance of alte:natﬂve paths of influence.

The model testiﬁg peimitted by path analysis further en-

courages a more explicitly causal approach in the search

-

for explénétions of the phénbmena-under investigation®',
Path analysis is especially applicable #p ?;l—

filling the major objective of tﬁﬁs thesis. The 'ident-

ification of the direct, indirect and total causal 'effects

of variables influencing the desirability of future mental

health facilities not only allows the theoretical aﬁbiguities
and guestions surrdunding non-us’er responses to be clarified
bgt it also has important impliqations fof-the Planning

and location of future facilities. . ‘

y T

1.2 Organisation of the.Study -

.

The thesis consists of five sections, each of which
constitutes a separaie chapter. They are as follows: the

éonceptual model; a causal model of individual responses

- . toa

~ .

to community mental health care and the statément of hypotheses;

the research design; the results of ‘the path analyyiég and,

a ‘'post hoc test of the specification éssumptions ﬁnderlying

the structure of the causal model. : \k;/ N
. - , - . .
: The relationships between the fact theaught to

PRENECHR SR



| s

~ | .

+

-influence individual responses to commurity mental health

care are outlined in Chapter 2, Early on in &ﬂe'chaptép,
a conceptual model of the response process is presented

and subsequent sections discuss specific links in the
model. ' |

Chapter 3 presents a causél model of the response
précess. This medel constitutes the operational version
of the concepFual framework discussed in the previous
chapter: A.set of nineteen hy%Ptheses describing the
relationships ih the modei are stated for subsegquent
empirical hﬁalys}s.

The rgsearch design is outiined in Chapter 4. The
data for tﬁe thesis were collected as part of an eggénéive

questionnaire survey of metropolitan Toronto residents.

The sampling procedure employed in the-Toronto study and

the content of the survey instrument are reported. Also

L]
LY r

the compiﬂation of land use data for each sampled census

tract is outlined.

Ihé empirical fesults are presented in Chapteré‘

5 and 6. In Chapter 5, the ﬁypotheses describing the

.

causal model are empiriéaily tested, first by‘the;bivari§te

‘correlations and subsequently by the direct, indirect and

- ! .

total effects estimated by path analysis. 1In chapter's,
the validity of the linkages specified in the initial path

model are evaluated in a post hoc test. As a result of

-



N - ‘ N .
the post hoc test, a revised model of individual responses

to community mental'health care is specified; Furthermore,

’

data, problems and the unsupporﬁed'hypotheses are examined.
. Y :

In the concluding chapter ‘the resu}fs of the

.

. original and post hoc ﬁqth analyées are 'summarised. Theo-

e » ‘_ i
2'-retical and methodological advances on existing research

Zi:‘ kh/@{@ identified. The préctical significaﬁce of the results
. e ' .

: ¢ I . . . . +
are discusfed and suggestions are made for future research.

s
[

an

-
.
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CHAPTER 2

THE CONCEPTUAL MODEL

In this chapter a simple yet comprehensive con-

ceptual model of individﬂgl responses to community mental

health care is outlined. It is argued that this conceptual

— - A -
model is capable of explainind“ﬁmpirical outcomes such as

-

i1l and community.mental health acilitiesl as well as the
a a .
causal sequenceé which leads to these outcomes. In the

the acceptance, rejection or rﬁrejection'of the mentally

first-sectidn of the chapter the structure of the ‘conceptual

framework 7is introduced and its components are defined.
vSubsequently,-éaéh-Iink'in the medel is examined in detail.

‘2,1 -“The Concéptual Framework ®

g . A basic premise of this thesis is that an.‘under-

... standing of‘ihdividual'responses to community mental health

cate -demands that' a set of explanatory factors be clearly

identified in order for their relative effects to be em-'

piritally-eiaminedl ‘As a fundamental point of departure

B

. , 4 . ] '

1Note that non- rejectlon does not necessarlly constitute
acceptance, where acceptance involves positive~and con-
sclous gestures ‘toward community mental health care on
the part of host community residents. Non-rejection is
simply the absense of overt opposition te the presence
and operation of a mental health facility in a nelgh-
bourhood

10
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in establishing the effects of the numercus factors in-

fluencing ihdividual responses, it is important to recognise
: . _ ., - .

that the acceptance of community mental health care is

largely dependent upon the attitudinal predispositions of

host community residents. In particular,attitudes. toward

the Qon-hospital%sed_mentally ill and attitudes toward the

impact of mental health facilities on residential neigh-

- - -
bourhoods are the focus of interest.

\ Several researchers have shown that the plight of

\,

N

thgpmesii}ly ill in the non-hospital community is, among

other things, determined by the reactions of non-users to

.

coﬁmﬁnity mental health care {Wolpert and Wolpert, 1974;

4

Smith, i975h; Wolpert et al, 1975). It is important
to recognise that nop-user éeactions and the outcomes
accruing from these reactions can hqdé pdsitive aqd
negative impacts on users and-non-users alike. For exanple,
certain neighbourhoods pro;ide the infra-structure necessary

for supporting community mental health care while others

do not (Segal and Baumohl, .1980). The concentration of

facilities 'and hence the mentai}y i1l in the former areas
- L

may have positive agglomeration effects for the users in®
v _ X o

‘" terms of creating informal 'self help' networks and easy

~ -
access to other public services {smith, 1978; Wolch, 1879;
White, 1979). On the other hand,the over concentration

of facilities in<already deteribrating areas runs the risk

. BN
-
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of creating an urban ghetto of ex-mental patients (Wolpert
and Wolpert] 1974; Smith, 1975a; Dear,1977a). Moreover,
the negative external effects on non-user host residénts
greated by the o&errconcentration of facilities and users
may cause opposition to thé-introdudgéon of %urther facilities
(Wolpert et al, 1975).

To the extent that non;user responses are émong
the factors influencing tﬁe success or f;ilure of tﬂe men-
tally 111 in the non-hospital ;ommunity, it is all the more
impértant to clearly ﬁnderstand the non-user response Process.
Investigatofs have only recently begﬁn to examine a£titudes
toward the mentally 1ill in the context of coﬁmunity mental
health care (Segal and Aviram, 1978; Dear and Taylor, 1979;
Rabkin, 1980). Moreover, very few studies have reéognised
that it is necessary to examine attitudes toward the mentally .
;11 in con&q{t:with attitudes toward comﬁunity mental
health faciliq}és in order to assess non=-user responﬁes
(Segal, 1978; )aron, 1980). To this end Dear and Téylor
(1979} have formulated a conceptual model which posits three
sets of factors as funaame;tal to explaining public responses
to coméunity mgntal health facilities. A m&dified version
of Fhei? framework is presented in Figqure 2.1.

?he central components of this model are attitudes
toward the mentally ill and attitudes toward mental health

facility 'impacts. Attitudes toward the mentally ill have

been shown to vary according to the intensity or symptoms

JR U S P - A,
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STATUS
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‘Figure 2.1. Conceptual Model of Individual Responses to Community Mental Health Care
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CHARACTERISTICS

( Modified from Dear and Tcgt_lor, 1979 )
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of the illness in question'(Yamémoto and Dizney, 1967). -
Howevers previous research has found that it is very
difficult to control effectively for sympomatic variations
iﬁ terms of attitudes toward the mentally ill {Lemkau

and Crocetti, 1962), With this is mind the mentally ill

are defined for the purposes of this thesis as, 6 persons

.needing treatment for mental disorders but who are capable

of independent living ocutside a hogspital. Hence the em-

phasis is on.l1ife and treatment in the non-hospital com-

.munity rather than clinical or symptomatic descriptions

of mental iliness;

. . ' oy . ./ .
As depicted in the model, variation in attitudes

toward the mentally ill is regarded as a function of several
. .

personal factors including socic-economic status, demo-

graphié variablei\ésd fundamental beliefs and values

kFigure 2.1). Whereas soqio-economic status and demoqraphic
variables are straightforward,‘a_person's fungamental

beliefs and values are difficult to define.’ fﬁ_essehce

they refer to an outlook on life which embodies religious

and political beliefs and the ﬁundamental values associated
wi;;gthese hnderﬂ;ing principles. 'Although the three

sets of factors‘are separated in Figure 2,1 this is not
meant to imply that they exert totally in@ependent influénces
on attitude§ toward the mentally ill. On the contrary, in

any given situation, there is likely to be considerable

covariation among the factors in terms &f their influence



on attitudes.
Attitudes toward mental health faciiity impacts

are likely to vary according to the design, function and
appearance of a given faci}it? and the characteristics

of its users (Dear et al, 197%). Also the characteristics
of the neighbourhood context in which a mental health
facility is (to be) located are likely to influence non-
user reactions to the 'spill ovér' effects of the facility
on the adjaéent area.

The neighbourhood context is thought to consist

(:; three primary dimensions: 1location, social structure
and physicql structure. The first dimension relgtes to

the geographic orientation of a neighbourhood in éerms

of proximity to the inner city, of conversely, to the
outlying periphery of the Suilt up area. The second re-
lates to the socio-economic and demographic_characteristicg
of a'host neighbourhood population, -And the third dimension
includes factors such as land use mix, type and age of
structures and densidty of development. -fhus, depenging

“on the physical and sécial composition af a given neigh-
bourhood, its location, the.attitudes of host residents
toward the mentally ili and the characteristics of the
facility in question, the impact of a mental health facility

<.

on the surrounding area may be viewed positively, negatively
. Ce . L]
or neutrally by local residents.

Figure/zfl culminates in the perceived désirability



—
of having a/guture community mental health facility located

within certain distances from one's home. It is expected
that this is determined by attitudes toward the mentally

i1l and mental health facility impacts as well as Perceived effects

LY

upon t@e social and physical condition of the neighbourhood,
Clearly, ;f‘futuré mental health facility locations are
viewed as undesirable Aear a person's home this is tant-
amount to the réjectibn of‘commﬁnity mentailheaith care.
Conversely, if future facility locations are regarded as
desirable by local residents, this constitutes acceptance
and steps could be taken to introduce facilities,taking
into account client oriented considerati;ns{éuch as easy
Acceaéfto local services and amehitieé‘(Segal and Aviram,
1978, ch.8). 1If a future facility is regarded as neither
desirable nor undesirable, £his constitutes non-rejection

-~ . and hence ﬁon—oppbsition to the.introduction of community -
‘mental he l1th, care.

[

Distance from home, defined as the physiéal
separation between a person's house and a future mental
Ve _ .
health facility, is also thought to have an important
’ . ;s
- influence on the desirability of future mental health
facility locations. The reason for. this rests on the
generally accepted notion that non-user attitudes .toward
services such as community mental health care depend

primarily-upon the 'spill-over® or‘pefceived effects of a

facilitylcn the surrounding neighboufhood.‘ These spili-
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over effects have nothing to do with the utility of either ‘\\\;;)
.the user or the operator of éhe facility. However, they
. may be pérceived to impinge directly, in a positive or

negative sense, upon the uti;ityﬁgf the non-user li;ing
“in the vicinity of the facility. It is aséumed that the

perceived egternal effects cohstitute the basic set of

stimuli thch govern attitudes toward the mentally ill

and the impacts of commuﬁity mental héalth facilities.

The use of thg term 'perceived' in this contex£ sug?ests

that an indivjdual's attitudes toward the mentally ill

and community mental health facilities may ?e equally

the result of direct.experéence such as a facility al-

ready operating near a person's home, or indiréct ex-

perience, especially in'light of the high profile the

community mental health issge has received in the press

(Isaak, 1979).° ) @

}Pqpting all of the sﬁéps in Figure 2.1 together,

the desirability of a mental health facility near a
person's home depends upon the relative influence of
the preceding factors on each subsequent stage of the
proposed sequence. To sumﬁarise, attitudes toward the
mentally 1il1l ﬁreiﬁiéWed as a function of personal socio-
demographic and belief variables. Reactions toc mental
health facility impacts ;re viewed as a function of

attitudes toward facility users, facility characteristic’s.
. o

and neighbourhood characteristics.. The desirability of
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having a mental health facility loca nearby is regarded

as a function of attitudes toﬁard'ihe_mentally ill, the

contextual setting, perceived igity impacts and distance

from home. As a basis for later hypothesis f&rmulation
-

attention now turns to a more detailed discussion of the
available literature concerned with. each link in the diagram.

2.2 Attitudes toward the Mentally Il1
&

Attitudes toward the mentally ill have been the
focus of extensive research since the late 1%940's The
focus of thid thesis doeé not requiré an extensiyz dis-
cussion of this literature, ho#ever the feader is directed
to several exCellent reviews which crystallize the rationale
for and content of these earlylstudies (Rabkin, 1974, i977,
1980; Jpnes, 1978).

In gene;al, the underiying concern with most studies
‘of attitudes téward the mentally ill has been to examine
changes in public opinion resuiting from post World War II
efforts to educate thé pdblic, especially in the United
States, about mental illness. While these studies serve
aé thé foundation for the measurement of attitudes anad
attituée change, Rabkin (1974) and Page: (1974) point out
tha£ a comparison of their résults is difficult because of
the di&erse methodologies which have been employed. Data
.cpllection methAGs, sample designs, analytical procedureé

and approaches to the interpretation of results differ from
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_‘§tudy to study hence ‘there is often'a lack of coﬁsis?ency
;; conclusioné,'hllowing differing r;searchers to find
support for their own preconceptions (Dear and %éylor,
1979, PP- 4-1 to 4—26)._ ‘ : B
' Despite the many mekhodological inconsistencies
and vérying concltjions, the existing literature on a;—.
titudes toward Ehe mentally ill is importaqtlin the con-
text of this study from both theoretical aﬁg methodglogical
standpoints. In theoretical terms the early studies.indicate
the origins and~e§variates of attitudes toward the mentally
ill and in methodological terms the existing literature
reports the development of severab'different scales for
measuring attitudes, some of which form the basis of the
.scales employed in this study. The latter issue is takén.'
'gp.in Chapter 5. With respect to the former, there is
coﬁsiderable evidence which suggests that measured attitudes
toward mental illness andathe mentally ili are a funétion_of

different demographic and sccio~economic characteristics

associated with respondents.

2.2.1 Soqio-Economic Status

Several studie; have investigated the effect of
socio-economic factors on attitudes toward the mentally
ill and the recognition of mehtal illness 'as such,according
lto socio~economic status. In éxamining data from previous

studies for a relationship between the identification of



,

behaviour in case descriptions as 'mentaliy i1l énd
toleranée of fhat behaviour, Dohrenwend and Chin-Shong
(1967) reasoned that -higher status groups were more apt

to regard deviant behaviour as manifestations of mental
rl

illness than lower status groups., This is rational{iéd
by viftue of the exposure of higher status groups to .
the humanistic, liberal message of the mental health

v
»

profession. In contrast, the(living conditions and ed-

ucational experiences of lower class groups had made themnm

less receptive‘to mental\giflth care and less knowledgeable
i *

of the psychiatric viewp t and its application. Bord

J
groups) will'show any greater tolerance of the

(1971), has\C:wever;questioned_the assumption that those
\:§§;i:d toe this 'enlightened; ;:kgg;gyive (i.e. the ﬁigher
sta .

mentally ill. _He suggests that although expressed at-
titudes among higher stagus groups appear to be moPe\\

éhlightened, reactions will reqain largely rejecting in
: T
nature. . . '
Recent research exfmiring £he effects of socio-
economic sta£us on attitudes toward the'mentally ill in

Toronto, Canada has shown quite conclusfvely-that higher

socio-economic status is associated with sympathetic and

community mental ‘health oriented Vdows. Correspondingly,

low socio—economilistatus is associated with réjzftinq‘gnd

socially restrictive attitudes (Hall et al, 1979; Taylor

and Dear, 1980).

-

20
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2;2.2 Démographic Characteristics
Aithéugh level of education is typicagly examined
as a measure of socio-economig status, researchers have
fougd that dge and.educetion are closely associated in :
terms of their relationship with attitudes toward the
-mentally ill. 1In particular, ﬁoodward (1951}, Freeman’
(1961) and Maclgqn {1969) have found ghat low age and
high education are relaged to 'gcieptific' and<ﬁore en-
lightened views about mental illness. Tn thé same gontext
Whatley (l1959), Freema; (l??l), Cl;rk and ﬁinks.(lQGG}
and Maclean (1959Y report that increased age and ly&er
education are associated with unsympathetic, zejecging
and socially distant attitudes toward the'mentally.ill.
ﬁé convincing fiﬁdings have been réported conéerning

sex and at£itudgs toward‘;?e mentally ill. ;arina et al
(1972) and Farina (1980) do report significant dlfferences
between the sex of an individual and their w1llingness to
accept an ex-mental patient as a coe-worker. Specifically,

males appear to.bé.less accepting cf ex-mental ?atients in
the workplace than females. Thi; finding is backed udp in
principle by Tavlor énd-Dear {1980) who report that females
are ﬁore"symp&theti; to the mentally ill than males.

There is little research examining.other aemographic
factors and attitudes toward the mentally ill. Taylor apd,

Déa: (1986) have found that married and widowed pefsons are

less sympathetié in their attitudges taward the mentally i1l

C: | i | . _ : .
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l.. . .‘.
than those who are single, separated or divorced. Also,

. , » - —
respondents with young families (under six and between

six and eighteen years) express’'generally more author-

itarian and socially restrictive and correspondingly less

benevelent and community men&ﬁl health attitudes toward

+

\the’ﬁzhta;ly i11. -erey also. report that the..lack of
sigﬁificapt effecfs‘fér n&mber of children over nineteen
Years supporés their expectation tgat_parents with older
families will have fewer concerns about the mentally 111
a#d their children's possible contact with them.

»Clearly Fherg is considerable interdependence.
between these démoéraphic factors Aespite attempts to

‘examine thieir separate effects. Based upon thé findingé
that have Seen summariséﬁ, it seems that‘thg liée ;§cle

has a marked influence on attitudes toward the mentally oo

ill.

2.5.3 Other Qiggonal Factoré

Several studies undertakgn in the United.sﬁates
ﬁave examined racial and ethnic difﬁerence; in attitudes
.toward the mentall§ ill (Lemkau and Cfocetti,_lgsz;
Fournet, 1967; Ring and Schein, 1970). The general
conclusion from this research is that race alone is pot
significantly assqciated with atti;udgs toward the men-
tallg ill. Thig point is made wigh‘the reservation that

it is difficult to isolate attitudes toward thle mentally



¢
ill that are directly attrlibutable to'racial or ethnic 0

background, given the closeN\interrelationship betweén‘
: ) ) ]
ethnic membership and cther soc10—§ignom1c characterlstlcs.
. AL
-Again, there is llttle research examlnlng the:

relationships between other personal factors and attltudes
. L]

toward the mentally ill, Whereas most of the studies.

reported'by-Rabkin {1974, 1977, 1980) quite reaSOnably e

concentrate on examining changes in public attltudes,“
relatlvely few relate attltud*nal changes to the character-
1st1cs of respondents.

Dear and Tayler (1979, pp. 4-1 to 4-26) have -

however found that religious denomination and reqularity .

of church attendance both have 51gn1f1cant a55001atlons

o -~ -
w1th attitudes toward the. mentally ill in Toronto, Canada.

In particular regular church goers are on average more

conservative and iess‘sympathetic in their views than non- Q
, . . .

Eegular attenders. ‘bisaggregated b} denomination, tneir

results indicate that fundamentalist faiths such as

Pentecostalism and the Greek Orthodox Cnuroh hold the moet

conservative ﬁiews,'in contrast to-the‘United Cnutch, the

Salvation Army and'tne Baptist ehuren,whose parishioners

express more benevelent and understanding attitudes;

Ip addition to the effects of reiigion and church

* attendance; Taqur'and'neaquIQBO),report that respondente

,»who have used mental health services themselves, or

(fhose'friends or re}atives have used mental
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" health services, express more sympathetic attitudes toward

the mentally ill. %hese findings are supported by Crocetti

et al (1974) inthe United States. Thus personal experience
. TS . . .
of mental,hga}fh-care, whether.direct or indirect, is .

P - '

significiiﬁﬁy associated with attitudes. ’ [ g

The findings reported in this literature are not
~EN - -

-
always consistent,and the absence of adequate

desi€:s limits the inferehcgs that may be drawh. Moreover,

many ‘'studies fail to examine attitudes toward the mentally
. ' " L}

ill outsidé'the psycﬁiatric hospital (Phillips, 1963).°
.with'theigrowing emphasis on trq&tment in the non-hospital

community, it is perhapé mo¥e important to’cﬁnsider attitudes

toward @ndividualﬁ-displaying symptoms of mental illnes;

but who are capable of inéependent living outside a mental
. R L

hospital. Despite these problems several géneral points emerge from

this literature which help to clarify the current status of

public attitudes toward the mentally ill.

People afE now better informed about mental illness
. - . r

than they were in the past. “Though moral_consideratibns

are still apparent,_mentai illness is

r

to medical and/or socialiproblems than to other possible

, ‘
‘more commonly attributed

causes. Based upon the literature reviewed in- this section’
X ~
enlightened views are more likely to be found_among the young,
| . N |
. well educated and middle class. L ;

The concept that 'mental illness is an illness like

8 o v ‘
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any other' has been widely disseminated and people seemn

to agree that this is an appropriate view (Rabkin, 1977).

As a conseguence of this,more people are looking to the

medical and related professions for relief from Psyehiatgzzxx\\\\

. and emotional problems; howeverk ex-psychiatric patients

are npt treated like ex-medical g@tients when it comes to )\’
- . \

jobg, housing, school admission of\general good will (Page,

\ .

'97?; Houghton, 1980). This has léd several researchers

. o+,
- . to argue that the public does not really accept the medical
. . : , "

hypotheéis and that the stigma of mental illness is socially

more enduring than suggested by the medical model inter-—

. - '
_pretation (SchefX, 1967; Sarbin and Mancuso, 1972).

Rabkin sFBBO) reperts that .the stigma of mental

illness is less than it was twenty years ago, however,

. current attitudes seem to suggest that this has reached
- . AY
a plateau in its descent. Although there now appears to

be a greater acceptance of the mentally ill, a major

portion of the public continues to be frightened and re-
pelled by the notion ofemental illness aﬁd a large social
distance is kepf between the ex-psychiatric patient and
the general public,,espécially when close interpersonal
P :e}ationships are involved‘(Fracchia et al, 1976). o
Wence ,attitudes toward the mentally ill are?gen-
. “ -

erally more enlightened, understanding and receptive than

in the past. However'major obstacles still prevent the

. . i
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widedpread acceptaJZZF:f community mental health care, .
While the links between personal characteristi;s and
aFtitudes toward tﬁe mentally ill in Figure 2.1 are well
established, the same cannot‘be said feor the link be-
tween these attitua%} and the ;erceived impacts of mental
health facilities on residential neighbour¥oods. The
influence of facility-characterisfiés on perceived
facility égpacts is also similarly unaccounted’ for. fThe
literature that relatés to these links is discussed in'

the following section.

2.3 Perceived Mental Health Facility Impacts
" T~

The point was made earlier that community mental

health care is viewed as comprising two major dimensions,

namely the non-hospitalised mentally ill and the facilities

that serve them. Whereas the previously discussed research

ekamining attitudes toward the mentally ill is well deve-

loped, comba;atively little research has attempted.to

k J .
ascertain the influences of attitudes toward the mentally

26

ill and facility characteristics on perceived facility ——
Pl <2

impacts. Facility characteristics include the architectural

design of a given facility, its scale and function, and

the number of facilities located in proximity to each

other. . . ot

In general terms, Dear et al (1977) distinguish

between tén;}ele and intangible external effects of public

- *

ar

s



facilities. . The former include effects which are readily
gquantifiable, such as the potential effect of public
facilities on neighbourhood Property values. The latter
refer to souxces of community reaction such as fears for
personal safety of the safety of children in the vicinity
of certain facilities. )

Structural or architectural'facility char;zteristics
have been shown to influeqce non-user reactions to their
operations (Western Institute for Research in Mental
Health, 1967). Moreover, thelscale of public facilities,
their number and 'degree bf noxiousness' have been sug-~
gested as important‘influences on.non-user.reactions
(Dear, 1976). With reséect to the scale of ocperation, -
larger and more obtrusive facilities are generally regarded
as potentially more disruptive in local neighbourhoods.

The number of facilities concentrated in one areg fs also

an important source of non—ugér opposition (Wolpert and
Wolpext, 1974; Wolpert et al, 1975, Segal and Aviram, 1978).
For community mental health facilities, the degree of
noxiousnes§ is regarded primarily as a functiop of user
characteriséics (Taylor et al, 1979). C@ieﬁt character-
istics are likely to depend upon the services offered by

a given fagility. However, one facility méy fulfill the

needs of several user groups.

Thus, the perceived impact of a mental health

\

—

27
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facility on a neighbourhood is the ;htcome of non-user

attitudes toward the two céntral éomponents of the
facility's operations. The;e include physical and func—
tional 6haracteristics'of the faciiity itself and char-
acteristics of the c;ient group the facility serves.

Since there is often, But not q‘ways, 3 close correspondgnce
between facility characteristics and user characte;istics,
thf\i:mbined outcome of attitqdes toward these tgo factors

will De manifest in the perceived impacts of the faEility

on the neighbourhood,

2.4 Neighbourhood Characteristics and Mental Health
Facility Impacts '

The influence of neighbourhood characté%istics on
perceiwgd mental health facilit§ impacts cﬁn be related
to two grimary factors, nagely the physical and social
charécteristics‘of the {ast h&ighboﬁrhood.

With respect to physical characteristics, land
use mix and condition of t;e neighbourhood are sspecially
important. Taylor et al (1979) suggest that resistance

to mental heallth V\facilities is likely to be lower in areas

of mixed land

\gith a high preportion of industrial and

commercial pr
1)

hoods with

erties. Conversely, in suburban neighbour-
preponderance of residential and open space/

recreational land uses, the presence oE\a cofimunity ﬁental
health facility is more iikely'to be perceiveé'as a threat

to neighbourhood gquality and to property values (Armstrong,

<
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1976; Boeckh et al, 1980).

Typically ,two factors serve to 'neutralise’ per-
ceived impacts in the former areas. First, in areas
whgae zoning regulations are flexible and land uses are
consequently diverse, a community mehtal health facility
could remain almoét invisible, especially if other health
and welfare orient;d‘services abound nearby (Capaiuolo,
1977). Secondly, and a:rthe r;sk of adversely stereo-
typing such areas, the residents, especially if‘they are
transients, may}have little or no incentive to protgct'
the guality.of a‘gﬂighbourhood which is already déter-
iorating. b

By contrast ,the threat of change associated with
the i?kroduction of a community mental health facility
in a homogenoﬁs\fesidential_neighbourhood may evoke ;n
adverse reaction from local residents. Facilities are
more likely to be highly visible~i£ such areas unless
step; are consciously taken.to camouflage them or to down-
play their presence.2 Mo;eéver, local rejidents, especially
if they are home-owners, typically have a greatér 'stake’

in their neighbourhoodr (Olives, 1976). On this basis they

are mere likely to object to the presegge of facilities

~

-~

2For example, the only known community mental health
facility operating in a high social class suburban area
in metropolitan Toronto, Ontaric is located in a church
basement.

™

¢
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serving -'outsiders' such as the mentally ill.

Thus the perceived impacts of community mental
health facilities are likely to differ according to the
land use characteristics of the neighbourhood in which
a person lives. v Clgarly,to characterise only the extreme
caées in this way is.a gross over—simplifi%ipion. In
defense of this, the evidence examining these relation-
ships is not well developed, hence the discussion is
hypothetical by default rather than choice.

The effects of the general social milieu of a
ﬁeighbourhood en perceived mental health facility impacts
can be inferred from the work of Trute and Segal (1976),
and‘mcre recentl} Segal and Aviram (1978) and Segal and

Baumohl (198C). These studies differ from those discussed

.abﬁve and indedqd the focus of this thesis in that they

aré more user oriented than non-user oriented. .That is,
Segal and his colleagues are interested in determining
which combination of factors maximises the reintegration
of ﬁormér mental patients-back into society. To this end
their sﬁudies seek to identify at the census tract level
factors éssociated with the social integration of mentél
heglth fﬁg}lities and chents in residentigl neighbourhoods.
.é‘ 'This work overlaps with Smith's (L&fgb; 1976) .efforts

tq 'identify #gzgg;ourhood characteristics that are conducive

to the recuperation of former mental patients. Smith (1976)

Y/
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identifies three empirically derived neighbourhood
dimensions =- commercial/industrial; lowfunit density;

and transience\—— that predict nonrecidivism more accurately
tﬁan they predict recidivism. On this basis neighbourhoods
v}bwed as undesiraﬁle in conventional terms (such as 'old
and loh%gy' neighbourhoods) may be 'héalthy' locations for

-

ex-mental patients. In these terms, low key communities

'in which relatively few normative demands are placed on

the ex-mental patient appear to be more conducive to in-
tegration than m@re socially demanding contexts.

In general agﬂg;%}nt with this conclusion Trute
and Segal (1976) report, that facilities with the highest
levels of integraticgn a&b found in neighbourhdods having
low sdcial cohesion. These are Eharacte?iséd by a low
proportion of married couples, high rates of single pérent
families, and never married and divorced individuals.
Moreover, there is a low proportion of middle aged in-
dividuals)and‘many older Perso siin such Preas; inco@e -
levels are lo@ gkd there zéf many rented'dwellinds-gug-

gestive of transiency. Alt h t;js says nothing directly.

) -

about the perceived impacts éf mgﬁtal health facilities

/
on the part of host commeﬁi ‘resdldents, the mere fact that

facilities are better integrated im such areas implies that

their 'spill-over' effects on the surrounding neighbourhood

are not perceived negatively by local residents.

(\d.con;zﬁit te the above observatlons, Trute and

&
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Segal (1976) report +hat the social integration of mental
health facilities is lowest in highly cohesive neighbour-~

heoods. In particular, areas with nuclear families and

. ’ . ~ ’ .
homogeneity in terms of racial composi{g;n, class structure

. s
and aducational bﬁfkground, tend to reject the incursion .

1 .
oﬁ/%ental health faciltiies and the mentally ill.

Implicit within the effect of physical and social
nsighbourhood cyaracteristics on perceived facility impacts
ié 2 locational compcnent. \Clearly,the composition of
neigh ourhoods vary markedly over spacé and £§\has been
establishéd that facility impacts vary according to neigh-
bou?hoodﬁc Aracteristics. On this basis it seems reasonable
to.expect hat perceived mental health faciliiy impacts
will also vary‘o§er space.

In this context ‘Hall and Simpson-Hous&ly (1980)
repozt a g@ali but statistically significaht'relationship/
between‘perceived mental health facility impapts and,

suburban versus urban location of respondents. As ex-

pected suburban residence is negatively associated with

.

perceived facility impacts. Piasecki (1975ﬁ>also reborts
spatial bias in community reactions to theﬁﬁpvelopmenf\%f
residential mental health care services in Philadelphia.

His resu;té show that resistance to the ‘introduction of
facilitjes is predominantly eﬁdbuntered in suburban locations,

> Hence it appears that the physical and sGE&al

\ =

v
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characteristics and the locational orientation of a neigh-

bourhood all influence residents' perceptions of mental .

health facility impacts. "It should be noted that these

three dimensions are regarded simply as firqz)dggéx\
generalisations of the contextual setting in which a com-

mu)ity mental health facility may be located. Cleariy.

reg&dential neighbourhoods are a great deal more complex
both to the outside observer and to the local resident
than the above discussion implies (Tuite, 1974; smith,
1975b) . The point here,however,is to keep the response
- -('. " )
sequence depicted in Figure Gil as simple yet as comp-
rehensive as possible in order to clarify the relation-
ships contained therein.
. : Y

4 With reference to Figure 2.1, the criterion

vafiable, the desirability of a future ggﬁtal health
. - o

facility location,is regarded as a function of several

factq;s.‘ These are: attitudes toward the mentally ill,

. , .

social and physical neighbourhood ‘characteristics, perceived
’ ' ’

mental health facility impacts and proximity to home.

A

Attention is now turned to discussing these linkages.

™,
/ ' 5S.

f’ ‘ 2.5 The Desirability of a,Future Mental Health Facility
It" N . N A

-

r

. ability of having a future mental heélgR facility located

. ~According to the logic of Figure 2.1 the Ekéir—

at various distances from Bome is regarded as a function
J . .

of atﬁitudinal predﬁ%@ositions in association with the

.' ‘ . o F 2
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type of neighbourhood a person lives in. One or two
recent studies prpvide some support for the relationships
as specified in Figure 2.1, however verylli;tle empirigal
work has examinea this ;spéct of.the response process.

With respéct to attitudes toward the mentally

.
ill &nd the judged desirability of mental health facilities,
Taylor et al (1979, p. 2B6) report that attitudes toward
the megtally ill are significantly associated with facility
rdesirability ratijgs for thq‘f‘specific distancé Zzones
from home. Specific;lly, attitudes expressing positive
sentiments toward the mentally ill are positively assdédciated
with aesirability for all three_distanée zones. Conversely,
attitudes expressing restrictive and authoritarian sentiments
are negatively associated with desirability. 1In bot@rcésés
the relatibnships Between ittitudes toward the mentally il1
-and‘facility desirability increage with decreasing distance;
This suggests that there.is greatér variation in désir—
ability ratings as the distance between facility and res-
idencegaécréases, Hence, attitudes fbwardjthe mentally
.111, as measured b .Tay;or et _al (1979), appear-to best
predict the judéédyzzsirability ofrfacility locations
within one ?lock of home.
Existing evidence indicates that the area over

which the experienced or expected impacts of a bommunity

mental health facility are felt is highly confined spatially
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(Dear, 1976; Dear et al, 1980). Hence it is possible

that facility locations closer to home will generally

be less desirable, especially for those persons anti-
cipating negative facility impacts. Inlsupporﬂhgf this
poi?t people with a vested interest in their neighgour—
hood are 1iké1y to be opposed to ﬁhe interﬂction of
nearb& mental health facilities for fear of the change

in neighbourhood stability this may entail. Under these

. circumstances the social, pAysical and locational character-
istics-of the neighbourhépd a person-lives in also in-
fluénce whether they-favour, oppose or are neutral about

the location of a men§al health facility near their

home.

1

The desirabilify ef a potential m;ntal'health
facilityAlocation is thus détérmined by attit;dinal
predispositioné'taward the mentally ill and mentai health
facility impacts and the contexfua; setting for the.
facility location, Desirability is also thought to be
sensitive to distance from home, th;uqh Gery few researcﬁers
have %nvestigated this relationship (Taylor'et al, 1579;
Dear et al, 1980}.

In the following chaptg? the links between each
coﬁpbnent'in Figure 2.1 are interpreted'formally iﬁ ofder
subsequently to determine tﬂq,pattern of causal influeﬁces

\

on facility desirability.



2.6 Summary

In this chapter it has been argued that the
desirability of future mental health facility-loeations
is a functio: of personal characteristics, attitudes
tow&rd thé mentaliy ill, neighbcurhood characteristics;

facility characteristics, perceived facility impacts

and the distance the facility is to be located from

home. Attitudes toward the mentally ill are themselves

regarded as a function of personal characteristics.
Perceived mental health facility impacts are a function

of the contextual setting, architectural and functional

‘characteristics of '‘the facility and attitudes toward

the facilitj users., Existing reseg;ch coqfirms some of
the linkages between theselfacto:s, however the cau;al-
processes underlying individua}'responses to community
mental:health care are not well understoéd. Several

potentially important linkages'in the cénceptual model

have not been examined empirically in the existing lit-

erature. The factors and the linkages between them have

been stated in this chapter with a view to clarifying

the present ambiguities.

36
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-3.1.1 The Notion of Causality

(i} Time precedence,

P N

CHAPTER 3

-~

THE CAUSAL MODEL N

This chapter bullds upon the llterature reviewed
in the previous chapter to construct a causal model of
individual responses to community mental health care.

In the firstqé?ction the construction of causal models
is-discussed. The notion of causality, relevant assump-
tions and specification problems are the focus of int-
erest. Following this, a theoretical causal model of
the individual respohge ;;oqéss is défin;d and its

constituent structural equations are expressed in stan-

“dard path analytic form. Finally, a set of nineteen

hypotheses are:presented for empirical analysis.
: - . %

3.1 The Construction of Busal Models \

In order to discuss,thé\qpnstruction of a causal

.model it is first necessary to clarify the notion of

caysality itself, as this has important implicatiops for ~
the model's| structure and parameter.estimat%pn. Three

commonly accepted conditions must hold for X to cause Y:

(ii) Relationship, CoT .

rd
(iii) Nonspuriocusness.



For, X to cause Y, X must precede Y in time. -This@means
a causal relationship is asymmetric or one-way. That

is, if X causes Y with a lag in time, X causes Y

-t t + k
where the subscript refers to time with k > 0. Acbording
to the one-way causation condition Yt + % cannot cause

X, since this would violate the temporal asy

etry. Such

one-way causation makes the equation system r cursive,

which makes parameter estimation mw er than under

reverse causation or non-recursive conditions.
o . .
+ The second condition for causation is the Presence
- - -
of a functiocnal relationship between cause and effect.

- . !
Implicit in this condition is the requirement” that cause

and effect are variables, that is, both take on two or

more svalues.

The third and final condition fof a causal relation-

ship is non-spuriousness (Ssuppes, 1970). For a relation-

ship between X and Y to be non-spurious there must no

'be a 2z that causes both X and Y such that the relationship

. between X and Y vanishes once 2 is ntrolled. “it should

be noted that there is_ﬁn important distinction.between

a $puriou§ vﬁriable and an intervening vari%bLe.' Variable
Z'intervenes betwaen,ﬁ and Y if X causes % énd Z in turn
cahseé Y. Confrolling for'either a spurious wvariable oq’

!

an intervening wariable makes the relationship between X

-

and Y vanish, but while a spurious variable explains f*"“\

- -
N —
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L4

away a causal relationship, an intervening variable

elaborates the causal chain.

3.1.2 Assumptions Required for Model Construction
and Estimation .

Several basic procedures and assumptions govern
the construction and estimation of a causal model.
According teo the-ﬁirst éo:?ition for causaﬁ?ty, an ex-
plicit one-way time order is assu?edrﬁo exist among the !
VWariables aleng causal chains within the model. The
specifié linkages between’variables and their directions
are dEnoted in a flow diagram bywstraight single—héaded'.”
arrows. Curved double—ﬁeaded arrows represent unanaiysed
re}ationships betwden var%ﬁbles. . Where there are ng-
.arrows between variables a zero direct effect is assumed
to exist (Land] 1969). " The relationships between variables
are as;umed to be linear, and, additive where there.aré
rat least two predictors of one ¥ variable (MacDonald,
1977); The recursiveness assqmption embodied in the
tem?orél:sequencing of the model prevents ﬁheléossibility
of feeﬁback loops or reciprﬁcal relationships® between a
dependent or endogenous variable and ope.or more.indépendent
1°°°n - Y)f:

If ordinary least squares regression is used as hd

Or exogencus variables (X

the model ‘estimation procedure, as it ususally is, additional

assumptions related to the general linear model must be
‘ _ =

» : T ~

[ TRV
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made. Specifically, it is assumed that the independent
variables are measured without sampling or measurement

error. Measurement errdr refers to @any deviation from
N ' L 4
the 'true' value of a variable that arises in the measure-

ment process; that is: X. =T + e where T is the true
variable (without measurement error), X is the measured

variable or indiéator of the true variable, and e is the

Measurement error. '
o

Such measurement errcrs are commonplace in much
social 'science data, particularly in survey research
where subjects may provide socially acceptable answers
to questdions rather than diq&igﬁ“their 'true' feelings.
Asher (1976, pp. 62-64) indicates that this assumption

. -~ . . .

is frequently violated. The consequences of such:

violation depends largely upon the nature of the data

concerned and the magnitude of the measurement errors

- . .

in question.

Deegan (1972;p.7)classifies additional assumptions
R ‘ r
required for estimating a causal model, into three cat-
. . ™ .

egories: ‘those necessary for certain mathematical

operations such as determining means and variances; those

_assumptions needed for least squares operations; and

those assumptions relied on for significahce_testing'.

"In the first of Deegan's categories, it must be

assumed that the variableés comprising a causal model
) &

[ T LT A
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are measured at least at an equal interval level of
meésurement. This assumption'ig made with two important
gualifications., First, binary variables (i.e. taking
values of 0 and 1) can be reéarded as interval level;
variables and incorporéted as independent variaples in

the estimation of causal models. Second, there is evidence
to suggest that, tHgﬁgh technically improper, ordinal.
Qa;iablesrpay ?150 be incorporaped in causal models
(MagDonald; 1977). Asher (1976; ép. 64-67) cites the
fesults of éeve;al Monte Caflo'simulation experiments in

support of the latter point.

A second class of assumptions focuss&s on the

nature of the error terms.’ Asher (1976; p. 25) notes several

basic assumptions about the error terms in recursive

S’ v
models. " First, it must be assumed that the error terms

are not co#related at all with.ény of éhe prisr X variables
in the same model. This, in turn (since an error term
s
is a_linear additive function of the relevant X variables),
means that the error terms are uqcorrelated wiéh each other.‘
A further assumption is that of hd;oscedasticity (equal
. dispersion or spread) of the.e;ror terms. If the error
term does.not have constant variance for different values
of an X, (independent) variable, this gives rise té the |

problem of heteroscedasticity which produces inefficient,

but unbiased, estimates of the parameters (MacDonald, 1977).
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The' third of Deegan's assumptions (above) concerns
the applicability of significance tests., 1If significance’
testing is to be undertaken it is under the assumption >

that the error terms are normally distributed.

‘3.1.3 Specification Problems in Model Construction

Causal models afe essentially simplifflfed pictures
of reality {(Caterinnichie, 1979). This is so, not only ﬁb.‘
because there wzll alwqys 5e‘some variables excluded from
a given model, but als; because éhere may be a number of ]
plausibie alterngtivelmodels which render the same pre-
dictions. In order to duplicaté reality as Gsely as
possiblelit‘is desirablé to include onlé%gp-redundant
explanatory variables in thé model. = 7

N - ‘ s

The asyqpetric crdering of relationships in a
recursive model substantially feduces the complexity of
estimating the causal parameters. For example, ten var-

iables have ten factorial (10! =.3,628,000) ﬁossiple

combinations. With the assumption of one-way causal

ordering there are only 45 {n!/2 (n-2)!} possible non-
reciprocal 1inkages. However, the inclusion of re- ) é
dundant variables unnecessarily increases the complexity

. | ‘
of estimating causal linkages even under the recursiveness

~—-assumption.. o -0 N o {
] . A further oblem manifest in the. estimation of e

a causal model, but primarily caused by the specification

2
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of the medel, is that of multicollinearity cr correlated

1ndependent varlables. With intercorrelated independent

.varlables, the standard errors of the estimated causal

parameters increase and, as a result, the power of the
causal effects decrease.Kenny (1979, p.66) notes that multi-
collinearity is a virfually.ever-present problem in causal
aglalysisd Its effects can pe reduced by using large
enough samples to decrease the likelihoodlof ihter—sampﬁ%
fluctuat;ons in paramter estamates, or by exercising
discretisn in the initial conceptualisation of a causal
model (Kenny, 1979, pp. 65-70i.

In situations wheré certain assﬁmptions may not
be met, where data is unavailable, or where Ehere are

spec1f1cation errors in the linkages between varlables,

.

causal modelilng is still a valuable heuristic device.

-

<
As Asher (1976,p.7) indicates, thinking causally about a

pProblem and constructing an arrow diaé:am that reflectS"
the causal processes thought to operat;,‘may fac111tate

the clearer statement of hypotheses and generate addltlonal

1ghts into the topic at hand.

//J * 'The specification of recursive causal models is

-»
.

freguently hindered by deficiepé&es in existing theof%fl

- ' - N -
or a lack of existing evidence. These problems are very
-

relevant to the construction of a causal model representing
2

individual responses to community mental:health care.

\' .
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The literature feviewed  in the previous chapter is sug-

gesﬁive of a general. causal sequence underlying the response
process, however there have been no explicit attempts to
establish the existence of such a causal sequence. The
eXxisting reséarch mereli’shows evidence of covariatioq'
betweén variables such as age of respondenEK;;ﬁ attitudes.
A recursive sequence uniting personal characteristics,
attitudeg toward the non-ﬁospitalised mentally ill, con-
textual factors, facility characteristics, perceived
facility impacts and facility desirabili}y haS.‘not.been
préviously specified. \

As a progression. from the discussion in Chapfer 2
and the pbints made in this section, a causal model of
the individual response process is now defined.

3.2 A Causal Model of Individual Responses to Community
Mental Health Care

Figure 3.1 may be fully described as a multi-
.variate,rrecursive causal model of‘indiGidual responses
to commhnﬁpy‘mental health care; The model beging with
personal non—attitudinai'characteristics and ends With

the perceivéd desirability 0of a mental health facility

\ . .

close to a persont's home.

L4

In lieu of any clearly specified thegry of ind-
ividual responses to communtiy mental health care, the
model is exploratory in form -- both in terms of.the

+
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§ . . Figure T, Causal Mode! Of Individual Responses

To Commugi?y Mental Health Care
NN

4

s
~




)

Figure 3.1 _{gont*'d)

——

N ~_:

_jms\fath model is represented by the twenty

eight solid arrows connecting t e -independent (exogquﬁs)

and dependent {(endegencus) varia . 'The three arrows
from E16' Ele and El9 represent’ residual erro; t;rms
. for the three endogenous va;iables X16' Xl8 and X19
respectively. N ;;.\\\’ 7
\\\;;// The terms Tontained in the models are as follows:
. L xl = Responhdent's age \A . !
ﬁ\\ X2 = Faﬁiliarity withy mental illness
x3~ = Respondent's i- of eduqation A
. X, = Regularity of;churéh-attendance
xs_ = Houseﬁold tenure o ' ';
X6 = Geographic location .
x7,x = "Neighbourhood social status
* xg = Percentage of residential }and use in neighbourhood
‘Xlo - = 'Percentage of commercial land use in neighbéurhood
. xli = P;rcentage of industrial land use in ngighbourhqgg
X1, = Percentagg of instituﬁio;;1 nd uai in ﬁeighbourhdéd
r\/ﬂJzﬁi‘/ Xl3 = ?e#ce?tage of transport ?on nd utilities land use
~ in ne;gwbaarhood //9& !
\ . X14 .= Percentage 'of open space land use in neighbourhood
/,}Tg"ﬁj Percentége of vacant land use in neighbou;hoo&
'x16 = Attitudes’}ngrd'the mentally ill v o
« X17 = Awareness of a ne;ghbburhood men;al health facility
xleh’= Perceived mental health facility impdé;s
. X19 = ‘Desinability of é nearﬁy facility .

4



predictor variable in the model to every subsequent variable

temporal hierarchy specified between_;hﬁ\variables, and

= 2

the nature of the intervariable relationships. The
diagram is constructed in temporal seguence going from
left to right. According to the conventions noted earlier,

the purely exogencus variables (X "+to X_ and X_ to

1 5 6 xlS)

D . . . : . .
are connected , indicating simple association, and directed

lines, signifying causal effects’ are drawn from.each

unless the lihkages are assumed to be zero. Thus, Figure

3.1 is the operational form of the conceptual model discussed(’f$’\¢:\
\ . N . -~
in the previous chapter. . v

The struFfure of the causal modeli(Figuré'3.l)

cloéely paralléls the conceptual model (Figure 2.1) with

one major exception, namely, the influence of facility

[}
characteristics on.percedved facility impacts. 1In the

éesign of the To o menfal health study from which

this thesis is derived, responses to two specific facility

typés (residential and norn-residential) were sought . S
f{sm the with-facilities sample. However, a surprisingly

low level of facility awarene;s in Toronto prevented the
empirical examination of the effeqt of facility character-

istics on perceived facilitytiﬁpacts. Hgﬁce, facility

impacts (Xla) are regarded as a function of attitudes

e

t he iigés connecting the exogenous variables in Figure :
3.1 are-assumed be curved. "
/‘ﬁj Y /—\*—
. ).
. \ ’:\{
NN
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v . ,b
toward the mentally ill (x16) and neighbourhood factérs
(X6 to ﬁls) in the causal model (Figure 32} Compuﬂity
mental health facilities we?e operationally defined to
include a variety of service types (see Chapter 4}, how-
ever the gpecific effects of function, architecture and
client group (other than the mgntally ill defised.i;‘

€qually general terms) on perceived impacts are not ex-

amined empirically in this stud#’

Personal non-attitudinal varia;::§\aggzg/x

nif&cantly covary with attitudes toward the mentdlly ill

» . .
in previglus research (Dear and Taylor, 1979, p.7-

chosen to operationalise the general classes of
- .

characteristics”depicted in the conceptual model. Spe

\ . .

ifically, socio-economic status is measured by household
. .

tenure (Xs)vand level of education (x3); age (Xl) is

included as the maggr demogf phic characteristic; and

fundamental beliefs and v

-

> . -
ues are measured by religious

practide (X4) and ity with mental ilfaiss (Xz).

Religioué practide is also an indicator of exposure to
; ¥
7

norms exerted b

,gther.feople, and o -membefship in vol-

untary - -organifations (Figure 3.1).

variables are presumed to have a silmul¥aneous (within

the broad, time scale of the model), antecedent direct. '

. . 4 - .
effect upon attitudes toward the mentally ill (X..}.

lé

Following the sequenc¢e in the causal model, the

e five independent

48
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perceived impact of a mental health facility on a respondent's

neighbourhood (X is presumed to be a function of the

18)
direct effects of attitudes toward éggﬁQQntally ill and a
set of exogenous variables which characterise a person's
residential environment. Locationél (xe), social class

(x7, xe) and land use mix ﬁestors (Xg to ) are 1n$lgded

xls
~7Ain thé todel as general descriptors of the type of neigh- .
bourhood in which a person lives.
In addition to the influence of attitudinal and

land use fdctors, awareness of an existing mental health

facility (X

is presumed to havéian antecedent causal

¢
influence on peryceived £ ci&ity impacts. Exist}ng research
suggests that mental health, facilities do not necessarily
have the detriméntal neigﬁES\rhoog"ffects_;Eten attributed

: , e\‘///_) LY

to them. Hence,it is important. to inc{ude.facility aware-
ness in the causal sequence in order to detegmine its
inf}yehce on perceived'fécility impacts and subsequehtly ~
con f;cility desirability. Since the awareness varagfle

is neither a situational factor in gho/éame sense a

variables xe to xls, nor a}er-sonal facto:wrms of

Yeriables Xl to X__and x16[ it.js\incldded in the causal
. ’g \. ’ s - -/_;\

model as an isoldted exogenous influencg bn reactions to

-
facilities.

The cgriterion variable in the path diagram is
LY

the desirability of a nearby mental health facility (X,,).

<




. ’h\which'is.the contenti

“u
.

This is Oiewed as a function of the direct and indirect

\ -~

effects of attitudes toward the mentally ill, the nine
exogenous neighbourhood variables and awareness of an =~

existing neighbourhood mental'health facility. Further-

more, the perceived éighbourhood impact of a mental

health faci?fty is presumed to exert a direct effect d&\ ,
facility desirabilit
In support.of thesg paths, it is argued that both
dimensions of community mental health care (the mentally
+ i1l and the facilities that serve them) ére manifest in
the perceiveé impact of a facility on a’ neighbourhqgd. "
Hence, attitudes toward the mentally ill and neiqhbourhood
facgors have a proposed indirect.ef;ecg upon the desir-
,agjﬁity of a futuré facility via the perceived impact of
;,facility upon the negihbou;hoo&. Once local residenfs

have established somqgéﬂgijéf the impact of a facility

on their neighbourhdod,gzither from personal experience

f . 4 -
or‘from expectations, they c _then;;2§3§iiiii/i§sess

the desirability of a' nearby facility. \\\\\\; ,;-,//

Attitudes toward the mentally iliﬁfnd neighbourhood

-

f'\ﬂ T,
‘factoig also -exert antecedent \direct effec®s on perceived
- bl

facility desirabBility. There aYe several reasons for the
inclusion of these paths the moXt 4mportant of
n that attjtudes toward the mentally

5, )
i1l are of primary i etermining individual

50
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Hence, the broad time sequence in the model specifies

S 5

judgements of facility desirability as a fungfion of per-

sonal factors, attitudes toward the two central dimensions

of mental health care,.facility awareness and the generai

) . s

contextual setting for a potential gﬁbility location. 1In
J .

addition to clarifying the causal influences on responses

te future facility locations, the model allows fhe inter-

vening rol@s of attitudes toward the mentally ill and
/ '
e;:igations of perceived facility impacts to be examined

efpirically.

L]

In the following section the variables comprising
. - A !
the causal linkages in the causal model- (Figure 3.1) are

stated as. a set of structural equations which are the
A L)
basis for the empirical analysis of individual responses

.

to communify mental heaftq care.

~ o /
3.3 structural Equations. for the caidkal Model

The linkages between the variables in the causal

model (Figure 3.1) ar?'commonly referred té%in the 1lit-

erature as paths, afd the‘techniqﬁ&tgot/;stimation, though

ordinary~ least squares linear regression, is called path

.

-analysié {Li, 1975)F'.The ferm_path model is used inter-’

changeably with causal model in this thesis.

¢

Path analysis involves, solving a series of linear

structurél equations that are equivalent to the various

- v .
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. - - .
combinations of variables depicted in a causal model.

Thus any variable with one or more single headed arrows ° !

pointing to it is expressed as a Iinear function of the

variables from which the arrows leave. Taking'the

hypothetical example illustrated. in Fiéu:e 3.2, Xl, Xz,
x3 and x4 are observed variables,and.E3, E4 afe uncbserved -
. ' {

residyal or error terms representing the proportion of

R . R \ r . :
varlance 1in the dependent varlable not explained by the

e e _ .

linear combination of the observed 1ndep<§3§nt varmSBleSbB

Follow1ng the conventlons cutlined earlier, the curved - E
. , g o i

double headed arrow between Xl and *ﬁ SLgnlfles an un-

'\explalned relatlonshlp between the two exogenous -variables.

*L ~ I R .
The path model nomgqg}d@hre uses ﬁ to identify the -
path to variable xi from variable Xj. ‘For.the paths
 from the“erroi terms‘(E.), BP. 1is used. Following the v

ie

stralght l%ne arrowg‘:n Figure 3.2, two llnear sgfuctural

equatlons,‘one for each endogenou’Jvarlab e (Xa'andrx ‘;
;
. LI
can be written as follows: . _ Awlj , . |
t . R S, 2 i
= . <. i - ) !
X3 7 Pap¥y * Py, + Py E,l ‘ ) . é
R v -

Loooe T

"This shows that’ X3 ls completely deterﬂ;ﬂ'd b%}‘a,' 5 /ﬁ

s - {
and the unobserved influsnces embodied 1n E3 Slmllﬁfly: -
= : ! o " . .
¥a T Pua¥d PuoXy topyyXg ¥y {3.2) - N
‘ _J A
\ V \ !
P A IT
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L

. Hence, x4 is a function of the three observed variables

2 and X3) and the uncbserved influences in E4.

Noticg\ﬁlso that Xl and xz have indirect effects on X4

viéixa, whicb functions as é potentially powerful inter-
vening variable 4in Figure 3.2. The problem to solve in
a égth analysis is té identify the.p coefficients (for
obsefve@ ana unobserved influénqeéj in the eqaations
once the zero-order cofrelatiéns or covariances betwe%n
the variablesfgfe known.

If we list.the relations in the causal model
depicted iﬂ Figure 3;1, we obtain: ) T

X. to X_ are determiners of X

"1 5 16

X to X are determiners of X and X

6 15 18 T19

le is determined by xl to xS and is a determiner of xl8 and X19,

xl7 is a dete#mlner of xlS and x19 . .

‘ A o )
x18 is determgneq by X6 to xlS' X16 and x17

Xlg‘ls,determ+n?d bg x6 to xle'

These relations, including the error terms (Ei) can be described

. v, o - ' . "
in the same manner as the above structural equations: - .

= + + .
16 - Pren®1 * Pre2¥2 * P1e3®3 * Prea®s * Pies¥s ¥ Preefre (3-F)

» - -

- = + " ) " L . + . -~
18 = Pige¥s " P1g7¥7 * Piga®s * PigoXs * Pimi1o®10 * Pip11¥*11 *
Pig12¥12 * Pyg %13 Y Pisia®aga * Preas*is * Pigie¥iet

P1817%17 * Pigefis , . (3.4)

dAEAE 7 2 E o LA i 3 e
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X = p._.X_ + 4
19 T-P1o6%6 T Pro9¥s * Prog¥g * Prgg¥g + Pigio¥X o * Pro11¥*11 *
' X + i :
Prog12%1, * P; 13K13,?—91914x14 T Prg15%15 * Pigyg¥i6 *
+ : |
P1917%17 * Pio1e¥18 * PrgeFion (3.5) P

-A?}/direct and infirect causal paths in Figure 3.1
are embodied,iﬁ these three expressions. The error terms
315: El& and Ei9 are presumgg to explain the variance in
D

x16' xla-and Xl9 not accounted for by the variables'xl to . -

’

xs, X_to Xl? and x6 to X18 respectively. He?ce X

6 X

16" “1g <
and xlgbdepend partly on Xl to x5 R XG to-xl7, XG‘to x18

and E

and partly on the sp|c1f1c components ElG'>Ela 190 o .

As indicated earliér, it is.assumed that the unobserved

error terms are independent of all preceding Xi variables

(o

and that all Ei ﬁprms are'unc: elated. 1In this sense

™

hresent sources of

variation .not d¢pend NREEEENEEN Eriables in the- causal

model. : AN R

Clégély, equations 368 td: 3.5 must hé?g a sub- ]

.stantive interpretation in order for the calculation of ; —_

path goefficients and residual path coefficiepts to mean K .
anything beyond an exercigé in ordinary leﬁsﬁ squares .
linear regression. 1In éhe folldwing sectiontﬁ set of
ninetedn hypothesgé are defi;ed, each concerned with. a P

. ;o o )
'specific link in the causal medel, in order to determine -

. L . o

)
*“j
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the nature of'the causal influences uhderlying individual
respd{ses to community mental hea&th care. The hypotheseé
are derived‘frpm the diécussion of the concéptual mode :
in the previous chapter, T 5
3.4 Hypotheses t , . ro
4
The fitrst five hypotheses all relate to the paths -
between pérsonal chanactefistics'and individual attituéés \
toward the mentaliy 111.
. . R
HYPOTHﬁSISrl; there is an inverse relgt%onship bereen_ ;
- fespondent's age and favourability of a%- . 7
ltitudes toward the mentally ill.
H!POTHESi there is a.direét rélationship_betheen
: individual familiarity with mental i11- |
nessaﬁd favourability of attitudes toward |
the mentally ill. Co : \_$
 HYPOTHESIS 3: - there is a'dire‘ct ;_:ela_tic;nshib between
| . respondent's eéucation ané favourahility ot 'i
attitudes toward the mentally ill. ?
i HYPOTHEEIS‘4: ﬁhere ;s an inverse felationsh}p between |
. church atten ce and favourability of
“ ' aﬁtitude; towar mentally ili;
HYPOTHESIS 5: home owners expreés less favourable atFituaés; !
i toward the mentally iil Ehanvhome renters. ’ ¢
The arrows in-the causal model (Figﬁré 3.1) suggest that
several_contextual factors influence the perceived impacts »

~

(Y
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- . h LY .
of méntal health facilities on local neighbourhoods. L
. . . —

These effects are expressed in hypotheses six.through

& L ‘ ,\/

nine. ’ v .

HYPOTHESIS\G:/{;Lburban residents perceive mental health

.‘facility impacts less favourably than

city residents. qa

HYPOTHESIS 7: “heighbourhood social status is in&srsely

related to ?e_flavo\urability of perceived

' 3 J mental health facility impacts.

—

HYPOTHESIS 8: , there is an inverse relationship between
percéﬁtage of residential, open space and
vacant land uses in a neighbourhood and

the favourability 3 perceiyged mental
EL \va B

- health facility impacts. ;;
ﬁYPQTHESIS 9: there is a direct relation p between

Ll [

percentage of commercial, industriail,
. - .
,

institutional and public utility lapd uses

in a neighbourhood and the favourability of -

N -

percéived mental health facility‘impacts.\

attitudes tdward the non-hospitalised mentall ill

and/awareness of an existing mental health facili y‘are

also presumed to_ influence perceived mental health.faqility'

impacts (Figure 3.1). ' ‘ . -
L : . . +

HYPOTHESIS 10: there is a direct relationship between the

favourability of attitudes toward thS men-! ,
_ » y kﬁ

Y3

i
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1

tally ill and the favourabsgtfgﬂgf.per— -
ceived mentdl health facility Impacts.
those aware of a hearby mental health -

facility will view the neighboyrhood

impacts of facilAtids more favouggggz

-
than thpse who Are unaware.

_The remaining paths in the causal Yodel indicate that

attitudes toward the mentally ill, neighbourhood character- .

4

istics and facility awareness all exert separate direct

-

Pl - .

effects on the desirability of having a facility located Sw_- *

nearby. The precise nature of these effects is spelt

. Q . -
out in hypotheses twelve ‘th ough- eighteen.
]

HYPOTHESIS 12:

HYPOTHESIS 13:

HYPOTHESIS 14:

HYPOTHESIS 15:

I

suburban res%ggpts P ive proximate
-

—~

facility locations

s’lesg desirable
than do city reside
neignbourhdod socia status'is'inveréely

related to_phe'aesirability'of proximate . .
%écility locations.

there is &dn- inverse relationship between

the pefcentage of residaj;ial, open. space

and vacant land use in a neijghbourhcod and

the éeéirability of proximate facility
¥ . .

locations.

there is a direct relationship betwden 'the
p;}qsgyage_of commerical, ind£5triai(\,rf

4
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institutional and public utilities ,land
\\}? uses in a nei?hbourhood and the désirability
of proximate facility locations. .ﬁh
HYPOTHESIS 16: those awaré of an éxisting mental health
| facility will view the future’location
df a lo?alwfaciliﬁy as more desirable than
th&ggA;ho aré.;naware. - . .
HYPOTHESIS 17: .there'ié a direct relationship between
. the favourabilityrof attitudes éoward the
) &\ﬁ“- . méntally ill and the des:rability of
_ \\\«\‘f, proximate facility ::Eifions.
HYPQ%HESIS 18:; there is a direcﬁ relafionship between
the favourability of perceived facility
impacts and the désirability of proximate ’ -
* facility 1oc§tions; ’
fhe désirability of having a mental health facility
located in the immediate neighb;urhood, say within one
block, . is likely éo evoké a more negqtiverresponse'from
"local ;esidents than facility locations atlgreater distances.
This possibility is examined by the final hypothesis.

HYPOTHESIS 19: the desirability of a future mental health
facility locaticg is directly felaued to
. increased distance from.home.
It now remains to veriéy each of the nineteen

preceding hipotheses using data'collected in a recent

PR N DA P
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- -
survey of reactions to community mental health care in

metropolitan Toronto, Ontardio. The design of this study
and the naturé of the assembled data is discussed in the
* .

following chapter. N

/
3.5 Summary

The framework for the empirical analy;;s of
individual responses to communtiy mental Health care is
, now completé._ The rudiments of causal modelling have beenl
outlined and a path model of.indi;iéﬁai reéponses to com-
qgg}ty mental health care has beeﬁfskgiig)ed and elaborated. )
.Nineteen hypotheses have been stated feor subsequent em-— :'\
piridal‘analysis. Béfore the reéults of ahy analyses
are discussed it is necessary to optline the design of
the survey from which the data reguired éc test Figure

3.1 were collected. This is undertaken in the following

chaptef.‘ o, ; . ' .
. . /-




CHAPTER 4
THE RESEARCH DESIGN

In this chapter the data and Ehg data cellection

procedures- are outlined. The first section describes and ¥

L

evaluates the sample design, including stratification __,,//

. »
criteria and the selection of.samples in areas with an

<

N

without existing mental health facilities. The survey

instrument and nature af the data are discqssed inwthe
-secdng section.
4.1 Sample Désign
S ~
4.1.1 The Sample Frame. J
It should be made -¢léar at thé outset of this . e

Ehépter that the data used tp tesﬁ#the causal model'p;f-

sented in this thesis were collected as part of a major

studf of publié resbonses td neighbourhood mental health
facil%ﬁies,in metropolitan Toronto which was undertaken during
the summer and fall months of 1978 (De $and Taylor, 1979).
The specific model YFiguré 3.1) was‘de eloped after the Tpréﬂto

mental health stuay was completed, drajing on scme preliminéry

analyses of the data collected therei

. S&mple selection and
data collection were the responsibilit of the Survey Research
Centre at York University in Toronto,\pntario.

The respondents for the Toronto community mental

: : ]
health study were selected by multistage cluster samplikg

61
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of the census metropolitan area residents. Giv this

geographic pPopulation, the ideal ch01ce for,the sample

frame would have been a list of ail those persons eligible

toc be interviewed at' the time of the study (i.e. all-
bersons residing in the Toronto census metropolitan area

as of the summer andg fall, 1978). =& sample of perscns

drawn from suchpe list would thus be representative of the
total eligible PopulMtion in terms of attitudinal, behaviour-
al and socio~demographic characteristics. Such a list does

not exist and would be extremely difficult to compfle. Hence

an existing ;;mple frame was utilised to define the geo-

graphic population. This frame is reported in Konrad (1978,

pPp- 138-145) and comprises residents of all 4,836 census

enumeration areas (CEAs) in the census metropolltan area

-:}uMA) of Toronto, at the time of the 1971 decennial census

2 total of 774,000 households). ’ =

An initial objective of the Toronto Project was
to examine_differenees in responses to community mehtal

health facilities-based on the respondents® awareness er
. -~
non-awareness of existing facilities in foronto, and in
their heme neighbeurhood On this basis, the experienced
effects of fac;lltles andq;sers co be compared with
their eercte impacts on local ne ghbourhoods. " In order
to satisfy th#ﬁ objective the sample\was partltloned in

two, one sample frame comprlslng CEAs with existing.com—

munity mental health Eacilities and the other comprZ}ing

ot A X A S Tk
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all other CEAs in the Toronto CMA. Since CEAs are typically
small geographic units comprising appro#imafely 200 héuse—
holds, the selection of persons residing in éEAs with ex- -
isting community mental health facilities was intended to
provide a representative sample of respondents who have exp-
erienced the operations of a mental health facility in the
vicinitf of their home. .

In order to draw the with~-facilities sample it was
first nééessary to identify CEAs with existing mental health
facilities. . This proved to be difficult, since, wiﬁh the
exception of the city of ?or;;;;T;-;Brking report on group
homes fFish, 1977}, no éo%preheﬁsive directory of community
mental health services exists fér metropolitan Toronto.
Moreober, the group hone report contains locational infor-
mation about a range of social services of which mental
he;lth caré is-only one. Hence a Screening process was
undertaken to determine those facilities that ;atér for
the mentally ill and these that serve other client popu-
lations. The addrgsses obtained by this means were sup-

plementéﬁ‘hy information derived from ‘other sources to
4 A

yield a total of 84 facilities in the Toronto CMA tﬁat
offer in or outpaxient tfeatﬁent and care for the mentally
ill. ‘Their distriﬁh%ion by fécility type, geographic
loc¢ation and social class df-the host CEA is shown in

L

Table 4.1.

e MIEAL 3 b LA i pm -
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- TABLE 4.
) - ) S .
DISTRIBUTION OF KNOWN MENTAL &3 TH FACILITIES
. IN METROPOLITAN TORONTOl
N -
Location Facility Social Class/gf Location TOTALS
“Type i s
High - Medium Low )
Group Home 4 16 23 42 ‘ AN
. - =
Social/ - o -«
Therapeutic 3 5 6 “13
2 NV L
CITY Vocational 2 0 7 7
-x. » ' ‘
Outpatient 0 . Q\l 3 4
SUB TOTAL 9 22 £ 39 ‘-70
Group Home 0 o2 2 4
-a'-\. - .
»
Social/ .
C‘-v/ : . Therapeutic 1 1 3 5
SUBURBS3 Vocational -0 2 0 . 2
Outpatient 0 ‘0 3 3
SUB TOTAL . 1 5 8 14
OVERALL :
TOTAL 10 . 27 . 47 84
Y-}
K/ lexcludes psychiatric hospitals and psychiatric units ‘<T\$‘

in general hospitals - ' > .
2inc’ludes City of Foréﬁzg? Boroughs of York and East York °
3includes Beroughs of North Yofk, Scarborough and Etobicoke

. P . \ >
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As a basis for selecting the with-facilities
sample, 31 of the B4lkhown facilities were purposivély
selected from 21 different CEAS. The spatial distribition .
' . : . -~
of facilities is shown in Figure 4.1 anq the distribution
of sampled CEAs containing at least one community mental

health facility is contained in Table. 4.2. As noted

earlier, Ehe“complementary without-facilities sample
: f

\/\Y
frame comprised a,ligting all 4815 remaining CEAs in "
the TSronto CMA. - L '
Y
] ' ‘ ;
4.1.2 Stratification d Selection Process

Since it was desirable to' obtaim responses not
. . an )
only frgm pérsons living in CERs with and without mental

Fealth facilities b;g\leo from a representative cross-
ol +

sec;i?n of gEbgtaphic locations and‘social class groups,
both sample frames were stratified\k{ the two latter N
criteria priocr to 3btuallx\ielecting the samples.
Based upon a socio-econamic indek-for CEAs in
cn ol . ) .
metropolitan Toronto developeq by Greer-Wootten and Patel i

-

#(13¥6), all CEAs were ranked'in ascending order. Using

ﬁ the 33.3 aud 66.6 percentile groups as class boundaries, !

. . the CEAs were classified as either low, medium or high
e AT o !
qu social c¢lass; each category containing one third (1612} !
N . i
“ of the .tot.al 4836 CEAs. \ ) . o
. I

e In- addition, two{geographic zones were defined,

ppartitioning the metropo itan area)qﬁto city and suburban - p
—~ N ' . .
. .
a

-
.
-
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TABLE 4.2.

DISTRIBUTION OF SAMPLED ENUMERATION AREAS CONTAINING

AT LEAST ONE COMMUNITY MENTAL HEALTH FACILITY

-~

Location Facility Social Class of Location TOTALS
Type
. High Medium Low
Group Home 3 2 3 8

. . 'Social/

CITY Therapeutic - 1 i o . 2
Outpatient 0 1 . 2 . 3.
_SUB TOTAL 4 4 .5 13
Group Home . 0//ﬁ\\i' 1 -1 2

: Social/ : . .
SUBURBS Therapeytic .1 - 2 1 4
. ‘Outpatient 0 1 - 1 2
SUB TOTA 1 4 , 3 8
~ ‘} .

OVERAL : .
TOTAL . 5 8 : 8 21

f‘\ ~

- . .
} . Ny
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locations. The former includes the city of Toronto and

the surrounding boroughs of York and East York. The

latter includes the ocuter beroughs of North York,

borough and Etobicoke (see Figure 4.1). All other out-

Scar-

lying CEAs in the Toronto CMA were excluded from the

sample frame.

These procedures resulted in the definition

. T‘. o .
six strata from which the with and without mental healt !

.

facilities samples.were drawn:

1.4 city/low social status
“l.ii.  city/medium social status
- 1.iii  city/high social status
\
2.1 suburbs/low social status
2.4ii suburbs/medium social status
2.,iii suburbs/high social status

‘Since it was not possible to select

directly from a list of eligible persdns, a

selection process was used

the first stage 69 CEAs were selected.’

respondents ‘ ~

[ 4
threes stage

raw the two samples. 1In

‘ For the without-facilities sample, 6 CEAs wer'e ;

randomly selected in each of four.strata and a further

12 were selected in each of the remaining two strata. More - ’Q?L~

attitudes, . ' .

"CEQS were allocated to the tﬂa_mpd{Zm social class stiata -

&g_prde; to examine the effects of household tenure on -

y {
B For the with-facilities samgl), 4 CEAs were ‘assigned
1Y

v

i

= each of’fibe strata, while one CEA‘was allocated-to the

suburban hidh status cell (there:is only one high sodia%
- ° .

L4 \ .

~

o
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1
Y

class suburban enumeration area with a Héntal health
facility in Toronto -- an interesting observ tion«%n it~

self). . 7

.
-

‘\ .
Whereas the selection of CEAs without communitﬁ ?

mental health facilities id the 6 strata was random, the

selection ¢f CEAs with exist\ing mental he%lth facilties
was purposive. Two reasons predicated use of the latter
method. First, tﬁe total number of CEAs with facilitieg%-
was:émail, hence greatly reducing the need for random

i

sampling to ensure representativeness. _E;Sond, it was
considered more important that the CEAs be

selected with
‘reference to the type of fdcility located in them rather
than on a purely randem basis. Random selection would

A = o
almost certainly have resulted in a failure to have areas

with different types of facility represented in each of

s o .
the sample strata. On this basis the 4 CEAs in each of
the 5 strata weretfgifcted such that two had A gesidential

-~

care facility (i.e. a group home or bearding home) and two
had a non-residential care facility (i.é. an out-patient
clinie, drop in centre or social thefapeutieﬁcentre).

P

widespread awareness of mental health facil#ties,

. thi¥ selection process was intended to a;lowtcompgriSOn of

and non-residential. After the CEAs were selected for each

sample théy were field,l%sted-and checked for cgyrectness

by the interviewers of the Survey Research Centre, York

-

\ S

- : b £ S ' . .
\\\,:, (zzii;k e '1 =
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University,

5
-

mple Allocation Among Strata

»
'\Once the selection of CEAs from each sample frame

completed, the task of randomly selecting respondents

as undértaken. Bésqd on target samples of 720'persoﬁs

[‘ froq‘facility-free‘gites and 36@ from‘existing facility
‘siteS‘apd an expected completion rate of abpfgximatelxu\//
66%, ingtiai samples of 1031 and 597 respectively were
drawn by the staff of the Sdrvey Research antre at York

University. (Table 4.3). The expected completion rate of 4,—§

66% was.based upon response letelf attained in othex .

I3

‘surveys uﬂdertaken by the Research Centre.

FQg\ Due‘to high refusal ra%es a:z aBgentee prbblems
(in the summer months of July and August i??e', the‘y.
énticipéted completion rate of 66% was ‘not a;tained.
This failpre can be exglained largely by the
timing bﬁltﬁf £i81d work which coigcided with the péak‘
‘vacation months of July a & Aué E}\ Mofe?%er, the re-
& fusgl‘rate (23.6%) for the total sample is somewhat -

-higher than hormally expicted, again reflecting more

* . 4 . .
-reluct;nce 8n the part.of the genéral public to participatg

- ~ _
in surveys during the summer months. In order to Bolster
< : .
‘the response levels a supplementary sample of 546 house-
\v\-\ . v . .
holds was drawn. 1Including Eﬁgﬁaupplementary sample, a
" total of 2156 addresses were selected, 28 of which were ™~

_—J . ! . .

%
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TABLE 4.3
SAMPLE I\LLOCATIONI
WITHOUT "FACILITIES
: =
Location Social &C/ﬂass of Location TOTAL .
.H/igh s Medium . Low
city 129(90)  253(180) 113(;E¢r 500 (360)
suburbs 14(90) 257(180} 125(90) 53_1.(360)
TOTAL ' 278(180) 510%860) 243(180) '1031(720)
T ]
4
s ’ . .
WITH FACILITIES
| Y
Location Sccial class of Location- TOTAL
S |8
High Medium " Low
city . 136(60) 83({60) " 78(60) 297(180)
suburbs 82(60)« 103(60) 97(60) 282 (180)
TOTAL 218(1.?.0) 186(120) \17‘5(120) 579(360)
. " . N .
v '
-.\ e a ? e ..
- Parentlfesise igutes 'iné_l'ic.att"r'arget samples. -

- )

A

.i
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multiple households and a further 87 were found to be
’/ineligible in the field.l Adding -the 28 multiple house-
holds to the total sample allocation agd subtracting the

87 ineligible households from £his figygre giﬁes a sample

base of_2097.2 The final stage of the sampling procedure -

was performed by the interviewers. Since data were re-
T

+ quired from only one member of each selected household,

all persons over the age of eighteen were listed and one '

person was randemly selected &8s the resyondentﬁ

In all, 1090 interviews weré succeégﬁg}ly completed
\._."

(Table 4.4) and there were 495 refusals. The remaining

512 inter

s were unsuccessful for one of the following

-

respondénts were too ill or aged to complete the
questionnaire (40)

(ii}’ respondent had léﬂbuage difficulties (170)

(iii) respondent was absent after repéated visits by
the interviewer (282) i

(iv} respondent was deceased or questionnaire contained
ytoo much missing data to be of any use (20).

From the above information the response rate and
refusal rat& for the survey can be 5imply calculated as
follows:

~ . :

¥ - . -

These addresses were either .'dead’' or vacant.
: oo oo . ‘ » : .
Sek pendix 4.1 for a complete field sumﬁEry containiﬁg »
fulll completion rates and response rates. L

» ] . .

2
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gABLE 4.4 -
COMPLETED HOUSEHOLD INTERVIEWS

WITHOUT FACILITIES

»

Location Social Class of Location TOTﬂL_
High Medium VLow"
city 92 (90) 146(18@) 74 (90) +312(360)
suburbs 114 (90) "180(180) T 95(90) 3B9 (360
TOTAL ) 206 (1890) 326(360) 169(180) ~701(720)
- - . ‘ I/
B ) )‘ 1 ’ ]
WITH FACILITIES !
: i
1
Location Social Class of Location - TOTAL
’ High Medium Low
city ) - 78(60) 55(e0) 6l (60} 194 (180)
suburbs 50(60)  78(60) 67(60) 1éé"(1gﬁo-)
TOTAL . 128(120) 133(120) 128(120) 389 (360)

?

Parenthesised flgures 1nd1catg Target ngples.;

|
!
| -
|
s
i
1
|
|

e -
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Respo{;e,rate

Refusal rate

/ 0

4.1.4 Sample Design Evaluatién

74 “

» . ‘
. Completed interview
Total Sample -é\)

1090 = 51.9%
2097

Refusals

Total Sample

495 - o= "23.6%

The .success of any survey oriented research

ultimately depends upon the quality of the data obtained.

The utility of the data may;howewéf be seriously reduced .

if the sampling methods employed prove

be unsuccessful.

N
To the extent that the procedures repoxted thus far have

provided two samples of respondents which closely resemble -

———

the target samples in each cell, the sample design has.

been*a success.

S—

sample and the correspondfngly high refusal rate has un-

the low response rate for the

doubtedly introduced a self-selection bias into the 1090

rersons actually interviewed,

For example, the sample

may be restricted to those pecple who dc not take summer

vacations in the manths.of July and August.

The populatiocn

o

sub—groups o do holiday at this_time of the vear may

have been systematlcally exalude& from the response set,

On this basis the attltudes and opinions obtalned in the

survey may be biassed toward pﬁgul

‘are amenable te general publlc surveys/;nd who do not

ion sub-groups who

&

F

hollday during'the months the survey was undertaken. It

g
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is c?nceivable that such biasses cauld‘distort the results
obtained; Th;s possibility is acknowlgdged and as a coh—
seguence géner;lisations baséd upbn response; from.the
:sémple population§ must be.made with some caution. 'The
sﬁccess of the sample degign may be further'evaluated in
terms of the sample partition and stratifiéation criteria.
‘Since ne control for~respon§ent‘awarenqss of com-
munity mental health facilities could be built into ghe
sample design, respondEpts Were.sélected’from CEAs with
%xi;ting mental health facilities in crder to maximise the
probability of obtaining é représpntgzive sample of responses
based on dvrect experience of community mental health care.
Contrary to all expecfations, the prevailingﬂlevel of
awareness was very low ~-- an important fimding inm view of
fecéﬁt medéa‘covérage‘concerning opposition to. future
commﬁhity mental health faqili£ies in To;ontb. *In fact, ..

only B3 of the 389 respondent intefviewed within a qué§¢er
. .

mile of existing facilities were aware of their presence. Of

these 83 persons only 33 could correctly>}dentify the facility 8

by name andg loeation.3

In addition to the 83 purpof%e%ly,aware espondents

ffdm'khe-wifh—fécflities-sample, a further 56 of the 701
respondents int rviewed in facility-free CEAs reported aware-

'

ness of a mental health'jicility.in their;neiiZ;SBrhood. It

‘.»'

——

> .-

3 , co L s . ' :
This revealing piece-of information was uncovered by Indra
Pulcins. ‘ . )

-
-

-

- —

b baile e ial man P

.
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seers likely that a person's highly subjective definition
of his/her own neighbourhood is responsible;fer this
apparent anomaly, ‘Adding these 56 responsés.to the 83

from the with-facilities sample gives at best only 139
responses baeed on ezférienee, as opposed to 251 based opf'
expectations. Quite clearly this imbalance redudes the
viability of between sample EOmparisons And,as a result,
theorole of facility awareness is forced to- take a “sub-
ordinate ,é{: to that envisioneﬁ in the study design spec~

1

ifications.

It is not correct to attribute the low ievel of
’ . - | 3

facility awareness solely to problems with the seqple . Y
design. PFactors such as the relative innocucusness and

invigibility of some facilities have tehdeq to confound

this aspect of the study.

Y

Over and above thd awareness issue, the eenple

was designed to include a representative cross -ecti&n\of

- social cleas‘groupl and relident;el locations throughou:

L . b
the metropolitan area. The repze-e)tetiVeneee of the

temrled social cleel .groups is dependent upon the ;;tent
L]

tijvhich this etrati!ication crite:ion ie con:i:eed by !Ii

‘the’ cherecte:ieticl of the peqrone eenpled within theee‘

ereas. One- Iethod ot checking the . eceurecy of the social

ltatus of llnpled CEAs is to examine the occupetionel

etetus onpe!J;}b\::EE:edftrom eech of the three social




., class divisions (Konrad'\blg'la).4

The survey instrument elicited occupational infor-

~

mation from the respondent and the household head. These
\1
data were then coded u51ng the Bllshen occupatlonal scale.

The constructlon of this scale and its use as a measure

77

-
of social class are discussed in several articles (Bltshen,

1958, 1967; Blishen and McRoberts, 1976). Blishen's

occupational class scale is based on males in the work-

force and, since the male is usually considered the head
of the household, the latter data_ﬁere used to evaluate
the validity of the social class strata. Of the 1090

. : » R ) .
respondents interviewed, 194 reported ne occupation for

the household héad or gave occupations not included in
" (4
the Blishen scale., Non-valid occupations are:' housewife;
unemploYed;\retired; studemnt; disabled. (Table 4.5)
Y Y - ' i -

- N IiJorder to test the empirical validjty of b&af‘

g N -~ ) =5 :
*social class strata a 2-way Analysjis of Va*ncg\\via;s per_

o, <r . .

formed. The model tests- whether the total mariattyn in ’

the Blishen scores of the reported occupatlst 1s equal

to the variation b?twgen and within the cells of the sccial ,

class and geogr ic -zone strata. Thiéumay be eiprqised

4 N ’i. ' V " . . ) Y
The use of occupational data to\determine social class

numeration ea level is - discussed
atel} (1976):- and summarised in
142}).

groups at the census

in Greer-Wootten and

Konrad (1978,
"

f‘ o

r

/\,
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AN
*
TABLE 4.5¢ \
VALID AND NON-LJALID BLISHEN SCALE O-CCUPATIONS:‘
HEAD OF HOUSEHOLD DAT@‘
< »
-—!
OCCU?ATION i Number of Réspondents Percentage
G . . b
Housewife w 27 ) 4 2.5
- . » ey
Unempléyed ' 14 1.3
Retired ' ) 112 10.3
Student - \ 30 . 2.7
Disabled ' . © 0.5
"Non-varlid Occupaﬁidnsl ' ) .194 17.79
’ T
Valid Blishen Occupations T 896 82,20
- N h ol
- r .~
TOTAL 1090 %\o.oo
. o \
includes 5 no answers (0.4%). N
. ) "-.
\Q\ .
. 3
- -]
- -
Ve .
\ ValleN o
” ’4”\‘/’ 4 )‘
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|
: SSY - SSA * sSB * SFAB + sserror i {4.1)

where: SSyJ= total sum

- Y

sum of squafés due t§\§ocial class strata

. ss,

. ss_
; .

il

ss = sum of squares due to interaction between the

AB

social class and geography

Cc zZone strata
L e
s
error
AY .

3

%the sum of squares witkin. 0

- P

-

.

4.6'.’ combined main effects of social class (s} and

.

éeographic location (L) indicate that tbere'is considerable

» - .
variation. in the repqrted'ociypatidh of the household
k3 .
. - L § IS
head. The .computed F value '(24.768) is statistically

-

.o > . .
. signi%icanp at the .001 level. However,- the interaction

effect between S and L is.also_signifjcant (at the .05

M -

level). Because of this caution is necessary in. inter-
* v )
- preting the main effects. The significant interaction

-

effecb-means'that,although reported bccupational class

-

varies significantly bjﬁtsgp the three impesed socjal

B i}

R . - . B TR .
class strata there is also gome variation in reported

occuﬁa;iohal;levels between city and‘suburbs, The sep-

. L .
afate main effects indicate that social class adcounts -

.

 for mosuﬂ:f the observed .variation in the dccupational’
o

' - 2y .. .
£ hdusehold heads (F = 33.13; prob<.001). How-
- !

ever,interpre;ation'of this—effect is difficult given

status

» ' .

) ’
of squares for the rédported occubations
4

sum of squares due to geographic zone strata

“Yhe results-of the analysis are presented in Table

N
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the signifjcant interaction between social class and
. . .

geogrdphic locatéon. .,
In summary, botﬁ'samplgs were selecéea in accordance
with the design ecriteria. From CEAs without mental health
facilities, a stratified random sample was drawn with the
completed iffterviews closely approximating the target figures
(Table 4.4). From CEAs with fhcilitieé, respondent house-

holds were randqg\ selected within purposively chosen CEAs,

again allocated witHiin a stratified sample design. Comp-

, _ _ o
letions also closely approximate target fitures for this .

?sampie: ‘Tﬁe-low rgsponse rate for the total sample detracts
somewhat from tﬁé representativenéssgéf soﬁh constitugnt

samples in‘terms of the population of metrbpolitan Torconto.

On this basis there is .a distinct possibility of sample ‘ -
bias. However, to the eitenf that the with and without

facilities samples closely apprﬁximate the target‘fitures,

.ghe sampie design objectives have been fulfilled. Attention *

s now turned to discussing thé'surve¥ instrument and natu;e

of the data. " ' ’ ‘

4.2 The Survey Instrument p

‘ The broad outlines of the conceptual model presented

in Chapter 2 were known'prior to the Toront® mental health sEudy, .

and were one of several considerations in thef{design of the

*

questionnaire. Hence, only a subject of the coﬁplete data set

Al ~

is used to test the causal model developed in this thesis. The

&,
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relevant information is as foliov;a-s.:5 \
™~
(1) Data on gene{al feelings and DPlnlOﬂS @about com-
munlty services. . .
fii) Awareness-of community mental health facilities in

Toronto and in respondents' neighbourhoods.

.- . ngeding treatment for mental disorders but who are

(1ii) k;;:tudes toward the mentally ill, defined as people
Hle of indeperdent living outside a hospital.

(iv) Expected/experlenced nelghbourhood impacts of com-
. munity mental health facilities, deglned as outpatient
clinics, drop in centres and groupfhomes which are

‘situated.in residential nelghbourhoodsﬂtnd serve the
local community.

(v) The desirability of as futufe mental health facility
located within three disﬁinces from one's home.
(vi) Personal data including™ tandard_démographic and
) socio-economic chana\terlstlcs. A¥so, proxy ;

measures of fundamental ind1V1dual ‘beliefs and
values were obtained.

4.2.1 Questionnaire Structure

" The questionnaire has a basic 'funnel' structure,
A
proceeding from.general to specific questions. The main

r

purpose of this approach is to introduce general coqtextual
quesﬁions in the .early part of the iéterview sﬁch that |
the more gpecific later questions may be put'into cleager

perspective by the respondent. The use of more general and

open-ended questions at the beginning also has the advantage
J L)

- -

s

The complete survey instrument if presented in Appendix
4.2.

~ .
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5 of avoiding leading comments while encouraging rapport

J/:ybetween the respondent and the interviewer. )
. » N

Bearing this in mind, the guestionnaire was intro-
duced as a survey pf attitudes toward community services

in géneral. Thé first three guestions scught general

- -

opinions ‘about lpcating community services in residential
ﬂeighbourhoods. Mental health facilities were not mentioned
until questions 4 and 5. TRlese gquestions sought the

~~ awareness dfJlcommunity mental health facilities in Toronto

-and in the respondent's.neighbourhood. Responses to the

% . ‘ -
question on awareness of a facility in the neighbourhocd

.

dqsgtmifgﬁh ether or| not certaip later questions wgre asked.

Hence ,it was iﬁpbrtan; to clearly define a community mental
health facility at this stage of the interview. Clarity

. ‘ T~ :
in definit%on was also very imBB!;ant because the same label

was used in seyeral subsequent ‘questions. To this end the

working definition of a community mental ‘health facility

«
L]

was read at least once to each respondent,
-

emphasising the range of facilities embraced by the label

. and their local, small-scale characteristics. The definition

‘was read as follows: ;5?'
!
Community mental health facilities include out- T
patient clinics, drop-in centres and group homes
which are situated in residential neighbourhoods
and serve the local community. Mental health
facilitices which are part of a major hospital are
not included. - . . :
]

This was followed by an open-ended question enquiring into

.
.
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the effect the location of a tommunity mental health
facility had or would have on the respondent’s neighbour-~-
hood.

The next sectioﬂ of the guestionnaire elicitedm
attitudes toward mental illness and the mentaliy ill. .In
order to remove possible ambiguities, the definition of {
the mentally ill was read to respondeJZS at least once
and it was made clear that the mentally retarded were ex-
cluded from this definition. The definition of the men-
tally ill is the same as that given earlier in the thesis.
It was read a§ follows:

The mentally ili.gre defined as people needing

treatment for mental disorders but.who are

capable of independent living outside a hospital.

Consistent with the rationgie ofrmoﬁing from general

- . .
to more specific questions, respondents were next asked to
rate th? effecgs they perceived a community mental health
facility.had or would'have on thelir neighbourhood. Fol-
lowing this, a measure of overall attitudes toward future
community mental health faéility locations was obtained

using a nine point desirability scale. Separate ratings

were requested for three fability—locQtions defined in

terms of distance from the respondent's home. Several

further questions were asked before the final demographic

- . .- P 4
and socio-economic data was elicited in the final section

-

of the questionnaire, Since(the former information does not
o . ;

bear upon the path model presented in Chapter 3 (Figure



. g e

-ill were measured on four scales, three o

~—
~
-

3.1) it is not discussed. Attention is now turned to

o

discussing the form and content of specific q@estiqns.

Y\
4,2.2 Attitudes toward the Mentally Ill Scales

4 . - ‘
Attitudes toward mental illness amd the mentally

which -- author-
itarianism, benevolence and socidl restridtiveness -- were

originally developed by Cohen and Struenindy (1962) and

—

the fourth -- community mental health ideollogy —-- was
b

4+
-

developed by Baker & Schulberg '-(1967)< The scales used
. ' ¥
in this thesis are modified versions of these originals

{Mppendix 4.2; Q. _7). The modifications had two purposes:

first, to expr the attitude statements in a way im:

B85

mediately understandable by the aeneral public (the‘original

.

scales were developed and applied primarily in the éontext
of psychiatric proféssionalsiuand second, to limit the
number. of statements for each scale within the constraints,
imposed by the projected length and duration of the entire
gquestionnaire (approximgz;ly 30 minutes). \

To these ends, each of the four scales is rep-
resented by ten statements some of which are ideg?iéal to

the original scalgs and some of which were rewritten to

suit the focus and sample base of a public survey. The

reliability and validity of the final statements is dis-
F
cussed in the first .section of the followind chapter.

Five of the ten statements on each scale were.

positively worded (i.e. in agreement with the underlying
, -

’
~
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~

concept) and the other five were.negétively worded., For
o

- A

example, for the authoritarianism scale,five statements
were expressed with a pro-authoritarian sentiment and

five were anti-authoritarian.. The response format for

.

each statement was'the_standard Likert 5 point labelled

scale going from strongly agree to étrongly disagree:
Yo ' . v

. . ‘Strongly Agree - Neutral bisagree Strongly
. Agree 1y ) Disagree
b K

The statements were sequenced in ten sets of four

L]

. » ‘
: o
in order to minimize the possibility of response set bias. .

4 .
) Within each set the statements were ordered by scale as

3 follows: authoritarianism; benevolence, social restrictive-

' ' . 4

L] .
ness; communtiy mental health ideology. All statements '

were self-administered except éor respondents who were

3 - T
i ' ) illiterate or for those who had sight problems. ' ﬁ\\

|~ : . v B [

4.2.3 Perceived PFacility Impacts
—— i

l’ The perceived neighbourhood impact of a communi

-

mental health facility was obtained as a free résponse in

Question 9 (Appendix 4.2). Question 10 was designed to
‘ L - . ,
elicit mérp'stguctured responses in terms of a set of ”

twelve separate seven point bi~polar impact scales. -  The

.

impacts include tangible effects such as changes in pro-

perty values and moise levels and several less tangible

character. . . ) - "

|

i

f

1 ) ’ effects such as changes in personal safety and residenti?l
. : )

|



) & each scale. For example:

’

~ 1@8112
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The response categories on each scale were left

’

undefined with only the two poles labelled. This al-
lowed the respondent to indicate the inténsity of the

perceived impact by c¢ircling the appropriate number on

Greatly increase- Greatly decrease
property values (1 2 3 4 5 6 7 property values =

-~

Positive and-negative poles were exchanged from

left to right in order to avoid the ‘possibility of res-

ponse bias. For analytical purposes each scale can be

- ] . . .
treated separately,or alternatively,composite scales
~ s ‘ ,
based on .the total set or subset of scales can be defined. ’
-

This ‘is discussed in more detail in the data modification

. Doal__
sectton of the followi
3 -

-

g chapter.

4.2.4 Desirability of Future Mental Health Facility Locations

iq addition to the facility impact scales:Lall
respondents were asked to rate the hesirabilityfof a facility
being lécated within «three distances of their home: 7 - 12
'blocks; \2 - 6 blocks and within one block. A 9 point
;\Eﬁtggory scale was used ranging from 'extremely‘
desirable’! t? extremely undésirable"wigh a neu£ral mid- ‘'
upo;?t (Appe§dix 4.2; 9. 11). | T ).

L +] '
L The three distance zones were dei}ned in order to

separate reactions to a-1ocation.aﬁ‘clogz\p;oximity, one

.- . . ) , 4 .
in an intermediate range and one relatively distant from

- .



(if Qifferent); the ages and. number of children in the

88

home.l While tée threshold between 6 and 7 blocke is

somewhat arbitrary, previous research has shown that

the distinction between one and two blocks from héme is
critical in terms of the perceiﬂed spatial extent of

external effects often attributed to mental health

facilitieé (Gingell et al, 1974). The use of a more '

detaile@ breakdown would have lengfhened the gquestiornaire

considerably with little if any information.heiﬂ% gained. . .
—_— .
Similar to the facility impact scales, the distance-
»
spec1flc desirability ratlngs may be comblnéd to give
- ™
a general measure of fac111ty desirability or treated as

*

three separate scales,

4.2.5 Personal Data
Standard personal ‘information was collected fnom

each respondent. This 1nc1udes data on sex, age, marital

=
- -

Status, education, total household inéome'beforé taxes;

AN

the main occupation of the respondent and household 'head

household;'household tenure, and length of residence-

-

In addition,respondent’s religious affiliation and reg-
. *

ularity of church attendanc% was obtained. . Each yé;}sﬁ
was also asked whether any friends or relatives had ever

-~

used '‘mental health services of any kind. All personal

data were obtaineg last, primarily because the rapport

established between interviewer and re;Londent is normally

-« .
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by this stage sufficient to overcome any reluctance the

respondent may feel in divuléing this information.

4.2.6 Questionnaire Pretests -

The final guestionnaire,as described in this)

. . o - .
section ,was the end product of careful Pretesting. Three

separate pretests were conducted. Two were carried out

Y
a

by the Survey Research Centre at York University. One

of these was conducted -in-house among a small\group of
' A ]

“w

employees‘fN & 6) in March 1978. The second was a field
prgyégt (N.='5§) conducted during April 1978 in vérious
parts of metropﬁlitan Toronto under conditions designed
to match those of the actual survey. The third pretest
concerned.only the agtitudes-toward mental illness sq%je
whiéh was p;dtested for ;eliabilify in the first year

N 1

urbhan geogrgﬁhy course at McMaster (n = 321).

Major revisions resulted from each pretest. The

- s

89

-

in-house York pretest showed .that the proposed questionnaire

’ S : 4 : . -

was too lengthy. Aveftage completion time .was ‘approximately -
Y - '

40 minutes compared with the target of 30 minutes., As a

result it was decided to omit questions concérning

*
‘j&eéctions to neighbourhood fire stations which were in-

: .
[ 1 .
cluded in'théigarliest version of the questionnaire. This

‘'was made all the more necessary by the desire to include

"in the first questionnaire. .

the attitudes.toward the mentally ill scale which was not =~

i -

f'rthen trimming resulté%'from the field pretest

» . K

v -
< -

+y
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.4.3 ‘Land Use Data . %s/

!
-
as averadge completion times %ere still running -10-15
minutes above the target. In this case,questions concern-
. 3 . R ‘
ing reactions to community libraries were excluded, leaving

the guestionnaire focussed almost entirely on community
4

mental health care with no control\facility'agdinst which ¢
. . L ]

to compare reactions to mental health facilities. This

v

was cﬂbpensated for in part by the opening gquestions which
elicit responses to community services in gedﬁral,before

any méntion is T§de of mental heglth-facilities.

Perhaps the major revelation of the pretests con-
. . ;}-:. i . . A
cerned the need for more precise definitions of key-terms,

in papticular the 'mentally ill' with respect to the
.‘ 1]

attitude statements and the 'community mental health

’
faciliiyf label used throughout 'the questionnaire. As
. . ‘ L J
a result, these definitions were rewritten several times
. s » :
in order to remove the apparenﬁgambiguities. ,The final [

definitions have beeﬁ;stated in this chapter and also
. L

Y

appear in the gquestionnaire (Appendix 4.2). Debpite‘the
efforts taken to clarify these terms it seems that the

. e
problgm of interpretation was nét completely eliminated.-

The apparent ambiguity surrounding the awareness of mental

health facilities {as defined) bears witness «to this. : '

' e

In édaitipn.to the attitudinal and non-attitudinal \Jf

data described in the previous section,. information con-
L) 1 D

-~

(4
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‘cerning neighbourhood land use mix was required to test
‘..l

thdyhodel of individual. responses to community mental

-

health care, presented in Chapter 3. N ﬁf

Land use data is collected on an annual basis
iﬁ metropolitan Toronto-~for spatial units termed 'basic
pianning units', A basic plaﬁﬁing unit cérrespoﬁds
almbst'exadtly in spatial‘extent to a census tract. Hence,

-

several census enumeration areas comprise a basic Planning

rdifferent CEAs

unit/censusloract. This means that tw .

(the basic unit for sampling purpos€s) could conceivably

*

have a different social status classificaqion while sharidg .P
the same 1and use characteriStics. In other words, the
operational deflnltlor of a 'neighbourhood'.for the land

use and neighbourhood sccxal status measures refers to two
. . \. -

different spatial units. : ‘ , K,

~

"This is a problem of data availability, since

land use information i's not assembled in metropolitan
. * r~
Toronto below the basic Planning unit ‘level. Faced w1th
™

time and manpower restrictiords, it was decided to use the
-r . -

available information (for 1978/79) qather than survey each

of the 6% sampled enumeration areas for more Precise land -

. uwse data. Absolute acreage figures were tabulated.for
¥even different land uses for each basic planﬁing“unit o
Y

Al - . | . "
and simple perdentages were calculated for each category.

’ ' .
The distribution of basic Planning units/census tracts for

- . .
which land use information was collected is shown in Figure' 4.2.

i
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The categories and their constituent land uses are as
+ fellows:

(i) Residential land uses: includes semi-detached
dwellings; multlple apartment dwe&llngs, multiple
other. . -

(ii)- Commercial land uses: includes individual stores;

. shopping strips; shopping centres; car and other
automotive sales; accomgdation. o

{iii) Iﬁhustrial land uses: includes workshops, heavy
industry; general industrial; ofher industrial;
storage buildings; storage vyards.

{(iv) Institutional land uses: includes places of worship;

other assemblies; auditoriums; exhibits; schools:
university/colleges; hospitals; care/custody
faciﬂltlﬁs, protection facilities; other facilities.

. . (v) Transportation and utilities land uses: includes
main buildings; opeh plants; depots; stations;
CO parking; expressways; airports; hydro plants.
{vi) Open space land uses: includes parks; park reserves:

golf "courses; stadiums; cemeteries; other recreation
facilities. '

(vii) Vacant land uses: -lncludes construction 51tes,
~vVacant parcels of land; disused sites,

4.4 Summary '

This chapter has descrised the data collected in
the questionnaire and the rationale for the sémplfng
-procedures. In section 4.1 the sample de;ign was reported'
and evaluated. Based upon fle successful str&tification

procedures and the favourable match betweén target and

completed sample sizes, it was concluded that both samples

. a -
were successful in their objectives. -

The small nuﬁbe: of persons aware of a facility

in their neighbourhood was disappofnting from a sample



design point of‘fiew, although the reason.for this is
not necessarilj attributable ‘to sampling problems. More-
over, the low response rate and relatively high refusal
rate suggests that the sample may be inhe;ently biliassed
toward people amenable to surveys and/or pecple not on
holiday'during the summer months.

The guesticonnaire stru%EPre was also outlined
and data pertaining to eacﬁ Variable,.including land
use mix,.in Figure 3.1 was descgibed. The modification

of this data base for path modelling and the subsequent

empirical analyses are presented in the following chapter.

,'l
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CHAPTER 5 .
HYPOTHESIS TESTING AND PATH ANALYSIS ’

In this chapter the first part of the empirical
analysis is preanted. Since path analysis requires
data compatible with linear regression requirements,
several data-modifications‘were necessary. These are
discussed in the first section of this chapter as a
preface to the subsequent analyses. Following this,
intercorrelations between variables are examined in
ligh£ of the nineteen hypotheses that describe the

direct linkages in Figure 3.1. The prath analysis of

Figure 3.1 is then presented. The chapter ends with

.-
a summary of the findings.

&

5.1 Data Description and Modifications

\

Ordinary least squares linear regression was
used to estimate the path coefficients for the direct

linkages in Figure 3.1. The regression model has the

general form:

. oy
. . . .
1 + Bzxz toneot ann e (5.1)

-

A =
; Y a + le

Where: Y = the dependent variable

’

95 -

PR



\ : 96

da =-a constant term

B1 =" B, = the estimated coefficients of the independent

variables.

X

>
1]

17 X, the independent or explanatory variag}es

' € = an error term. ?
The form of this model is similar to the structural eqﬁa—
tions describing the path mddel, where the | coefficients
(above) are equivalent to the path coefficients in the
structural e;:EEions. In many casés ordinary leaét squares
is used to estimate parameters for variables which do not
conform perfectly to a;l of tﬁe assumptions of the general
linear model (Rao & Miller, 1979). Such is typically the
case when analysing causal models thch contain a large
numbér and wide varlety of variables.

Given the relatively large number and dlverSLty

of the variables in this dissertation, a number of com-

" promise tactics were requi?ed in order to render‘the data
set suitaplelfbr regression analysis. Several variables
were modified with the dual objectives of:

s
jg (i) reducing the complexity of the analysis and inter-
* pretation by reducing the total Possible number of

paths to be estimated, and

(ii) creating variabile categories assumed to have desirable

L\j & measurement properties.

WBrhe variables included in the analysis and their

.
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regpective levels of measurement are listed in Table 5.1.
The following subsections discuss data problems. Some
problems are general such as the inclusion of ordinal

data in a linear estimation procedure, others refer to

- specific variables such as the perceived neighbburhood

impact of a mental health facility.

5.1.1 The Inclusion of Ordinal Data : ' &{E"

Ordinary least squares (OLS) regression assumes g

all variables to have equal interyal scales of measurement.
Quite clearly this is not the case with the present data,
as can be seen in Table 5.l,whefeArespondent's level.of
education has ordinal properties; and, alfhough classified
as.interval, variables Xls-and Xl9 have only weak interval
properties. These variables technicaliy violape the
assumpticns not only of the linear regression model but
also of all parametric statistics.- While aiternatife non-
parametric methods do e#ist there are few that can deal
with mulivariate situations adéquatery.l

Moreover, simulations and analyses with real data

reported in other studies suggest that the use of ordinal

data with OLS regression affects neither the general mag-

; 4

Other estimation methods may have been more appropriate

for some of the data contained in.-this dissertation. For
example, the Logit model for categorical data (Wrigley,
1978). However, under essentially the same conditions

as the present study, Dutton (1978) reports that this .‘
approach yields equivalent results to OLS linear régression.



TABLE 5.1

VARIABLES INCLUDED IN THE ANALYSIS

AND ASSOCIATED LEVELS OF MEASUREMENT -

Variable Definition Level of
Measurement
(X;) ReQPohdent's gge\\h RATIO
(Xz) Familiarity with the .
mentally ill NOMINAL
'(x3) Respondent's level of
. education ORDINAL
(x4) Regularity of church '
attendance ' NOMINAL
(Xg) Household tenure NOMINAL
(XG) Geographic location NOMINAL
(x7,x8) Social status of
neighbourhood NOMINAL
(xg...xls Neighbourhood land
uses RATIO
(xls) Attitudes toward the
‘ mentally ill INTERVAL
(xl7) Awareness of a neigh-
) bourhood facility NOMINAL
(318) Neighbourhood impact. ' .
of a facility _ INTERVAL
(xlg) Facility desirability
3 Distance Zones INTERVAL
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nitude of the relationships contained therein nor levels

~of statistical significance when compared with parallel

parametric measures (Richardson, 1971; Asher, 1976; : !

«»
-Dutton, 1978). This was found in the present study. Pre-

liminary analyse; with variablé x19 transformed to an

equal inte;vai scale by means of DUAL scaling (Nishisato,
1979} provided virtually, 1dentlca1 results to thJse u51ng

the raw data. It should however be made clear that in

some (albeit extreme) ca;es the interval da#a requirement
should not be vioclated ocut of h;nd. - Mayer (1971). indicates
that one should be cognisant of the distributiénal ‘assumptions
required by various statistics before treating ordinal

datd as interval. Thus care must be exercised "in violating
the interqal'level data assumption for OLS regression.
It seems that the present data, particularTy variable x19}
dd not possess any irregular qualities, hence they were.

included in the estimation in their raw form.

.."
5.1.2 The Inclusion of Nominal Data

Six of the elghteen ;arlables included in the
ana1y515 have only nominal pr0pert1es (Table 5.1). These
variables cannot be meaningfully entered directlyjinto
the regreésion model unless they are dichotomous. This

condition may be satisfied either by the data in their

‘raw form (e.qg. thq,city/suburbs variable) or by dicho-

~tomising the data in one of two ways. First, the categories
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comprising a variable may de recoded in order to obtain -~
two response cate€gories 'without losing any 1nformat10n.
Suc& was the case with variable XS (tenure) whlch was

recoded to comprise the two cat!gories of ownerfnon- ‘

~

oWner. Second, a nominal variable may be décomposed into

a set of dummy (0,1) variables with each dummy variable
represénting one of .the cétegories‘oi.Fhe original

vqriable -- coded 1Ywhere the case belongé~to that category
and 0 whén it does not. Hence each category of a nominal

variable is treated as a single’variable.

-
L}

The usual procedure wi&Q dummy;variables is to

omit one of the categories from the analysis in order for

-
.

it to serve as the 'base' for the qther catégories. More.
specifically, if all of the dummies éreated from a given
npminal variable are included in the aﬁalysis this renders
theé normal equations unsolvable as the nth dummy variable
is completely determined by the first n-1 dummies entered
into the regression equation. It is therefore necessary

to exclﬁde'bne of the aummies from the equation (Kim and
Kohout, 1975). The regression coefficients ’;timated for
the other dummy variables then indicate by how much each
of the respectivé categories differs on the average from
the base group with respect to the dgpendenf variéble.
This is a well-estaglisheq procedure for handling

categorical data . in the context of OL5  regression. 1In

this dissertation it is employed to accommodate one
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~.variable, namely, neighbourhood social status. Four

4 36 and Xl7) are

dichotomous in their raw form hence no modifications

further catego?lcal variables (X X

2’

were required for their inclusion in the regression

-

equations. The sixth nominal variable (XS)'was modified

.

as previously described.

5.1.3 Attitudes toward the Mentally Ill Scale

In Chapter 4 the scales used to meaéufe attitudes
toward the mentally ill in Toronto_were'identified;- Prior
to.the actual data collection, two pretegts were undertaken
to screen the initial statements comprising these scaleg.
The first was based on a group of first year undergraduéte
gebgr;phy students (n = 321) and the secpnd on respondents in
the field {n = 54). The first test was conducted ét McMaster
" University aﬁd the second was conducted in. Toronto by
the Survey'Resear{h Centre, York University. for both
data~sets item-total cdrrelatians and alpha coefficients
were calculated in ordgr to identify and exclude weak -
Statements and thus enhance statement and scale relia-
biliﬁy (Nqnnally, 1967). The resu}ps of Fhese analyses

are discussed in Dear and Taylor (1979, Ch. 6). -

The same statistics were calculated to .test the
reliability of the final statement scales (Dear and Taylor,

1979; Taylor et al, 1979). all four scales were found .

»
’

[es



to have satisfactory alpha coefficiénts.2 ?urthermore,
the construct validity of the 'scales was assessed 'by
testing their gmpirical reproducibility using factor
analysis. ‘A four factor orthogonal solution ;ccounting
for 42% of the variation in responses was qﬁtained.

Factor scores were calculated for each factor and cor-
. , .

/
related with the raw scores on the four a priori scales.
The results of this analysis are presented in Table 5.2.

The constructs underlying the a_priori scales are sup-

N

ported by the correspondence between -the a priori and

factor scales (top xight of the matrix). Moreover, the
L

v

a priori scales are themsélﬁes highly inter-correlated
{top left of the matrix), implying that the distinctions

between the scales are not necessqrily clear to the
\ . “

general public.

This evidence suggests that the four a priori

attitude scales can be collapsed ‘into a’''single attitude

toward the mentally ill scale without any significant
2 Lic

information loss. Thé.yalaaity of this suggestion'was
tested by calculatingﬁftem—total correlations and alpha
coefficients for all 40 statements {10 on each'of the

- - -

4 separate scales) in the composite scale. The summary.

results coptained in Table 5.3 indicates a high alpha

. el

Authoritarianism ¢ = .68; Social Restrictiﬁeness a = .
Benevolence a = .76; Community Mental Health- ideoclogy

T 102

80
a

I =

.88,
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coéfgicient (oo = .93).3

Thus in'subsequent ané‘yses attitudes toward

"the mentally ill ar® measured -on a simple ﬁummated

scale compfising the 40 statements of the four a priori

scales. This has the advantage of reducing the com—

plexlty of the estlmatlon and 1nterpretat10n of a path
3

-

model contalnlng four separate measures of attltudes
toward the mentally ill. The composite AME*scale is

assumed to have interval properties *(Table 5.1) and is

-

calculated such that a @igh score rep}esents favourable

attitudes toward the méntaliy i1l (benevolent and com-

n

munity mental health oriented views) and a low score

~

represents'negative attitudes (authoritarian and socially

-‘ 1 ' » " v
restrictive views).

—

5.1.4 Neighbourhood Impact of a Facility

[S

As indicated in Chapter 4 information designed
to e%lclt structured responses to twelve'prespecified
neighbourhood impact scales was collected. If paths to
individually, this would unnecessarily complicate the
analysis of the response prgcess. Hence it was decided

to form a compoéite impact scale, again,based on the- .

calculation of item-total dorrelations gnd-alpha-coef§{sy

Y ¥

e
See Appendix 5.1 for a complete list of smatements and

relxablllty scores,

and from each of the twelve impact\scales were eétfmated

T
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TABLE 5.3

1

TOWARD THE MENTALLY ILIL SCALE RELIABILITY

Scales Average Range of ALPHA®
Included Item-Scale R Item-Scale Rs

Scales , '

1l - 40 .48 L +21 to .69 - .93
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(Nunnally,. 1967). ' - Lo -

An acceptable alpha coéfficient was calculated

: L )
over.all'the'twelve impact scales (a = .82). However

-

the range of 1tem total correlatlons shows that one. 1m—

pact scale is not correlated with the total scale (Table
»

5.4). The uncorrelated scale was greatly increase/
decrease property taxei. Responses to this scgae were
removied and the reliability analysis was repeated, yield-

ing a higher alpha coefficient (a = .86) and a more'

‘
satlsfactory range of item- total correlatlons (Table 5.4).

As with’ the composxte attltudes toward the mentally ill
. e-

index, the. nelghbourhood 1mpactwsca1e was created by,

summing responses to the eleven separate 1mpact scales.
+

Since each scaie is assumed to have lnterval propertles,
- Lo

no further modlfications were required_for this variable.

5.1.5 DeSLrablllty of a Future Mental Health Faclllty

The flnal varlable to under'qo some form of mod-

ification was the criterion varlable;'de51rab111ty of a *
~ -

th facillty. As was indicated earlier, data:

- : . [N

mental h

fl

b int labelled categorf'scales {ranging from extremely

undesirfible (1) %o extremely desirable (9Y), for locations
_ ; - ry . A

within one block, within 2 -. 6 blocks, and 7 - 12 bTocks
‘ . o . C
respectively.
| .

~ As with the two previous variables, raw desirability

-
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{Q

TABLE 5.4 -

FACILITY IMPACT SCALE RELIABILITY

13
n—;—-! 4,__ .

Scales Averagé ' Range of ALPHA -
Included Item-Scale R Item-Scale Rs
Scales i
1 - 12 . <49 .00 to .75 .82

Nz A

.{ - '
Scales -

. Sl - 4, .55
- T 6 - 12 :

b
,
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scores on each of the three distance zones were summed

ﬁ//////ﬁ- for each person to gige a composite facility desirability

index. The alpha coefficiént for this single desirability
scale is high (a = ,84), suggesting good reliability
'(Nunnally, 1967) . In addition to the composite index,

! *
distance specific desirability scores were retained in
: | - :

order to test hypothesis nineteen.
The remaining variables, age of réspondent énd

neighbourhood\}and uses, have ratio measurement properties

(Table 5.1} hﬁer they do not require any modification.

S/

9+.2 Hypothesis Testing

With £Le relevant data modifications undertaken,
Pearson correlation coéfficients were computed for all
possible combinations of the nineteen variables contained
in the hypotheses presented in Chapter 3. Zero-order
correlations only provide.an indication of the magnitude
_ /é?& direction of the straight 1line relationship between
two (assumed) interval level variablés. They are the‘ v
basis for.tésting tge simple bivariate'liﬁear relationships
stated in the hypothesés, and they furnisﬂ\the ‘sufficient’
“\\\,f statistics for subsequent path analysisanenﬁ§,"l979);
Inspection of the Pearson cogrelation coefficients
in Tabie 5.5 shows that the first hypothesis is supported.
The relationship betwsédn respéndant's age and attitudes

toward the mentally 4l1 is statistically significant and

, )8
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Legend for Variables in Table 5.5

\
Respondent's age

Familiardty with mental illness
Respondent's level of education
Regularity of church attendance
HOuseﬂolé tenure

Attitudes toward £he mentally ill
Geographic location ,
Low sociél sta£gs neighbgurhood

High social status neighbourhood

Percentage of residential land use

Percentgge of commercial land ‘use

Percentage of indust:ial f;ii}use

ﬁercentage of institutional land use

'Percentage of transportation and utilities land use
Percentage of ofen space land use

Percentage éf vacant land use

Awareness of a neighbotrhood mental health facility

Perceived neighbourhood impact of a mental health
facility

Desirability of having aA%uture mental health facility
located nearby

Desirability of a future mental health facility
located 7-12 blocks from home

Desirability of a future mental health facility
located 2-6 blocks from home

Desirability of a future mental health facility
located within one block of home
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in .the predicted direction {(r = -.22; prob< .001). This
is in agreement with edexisting mental health literature
(Rabkin, 1977; Segal, 1978) and shows that increasing age
is associated with more unsympaéhetic attitudes toward
the mental%y ill._ |

hypothesis’two is also supported. The sign and
significance of the relationship between individual .
familiarity with mental illness and attitudes toward.the
mentally ill (r = .25; prob < .00l1) suggests that those
with some prior experience with the mentally ill are more
sympathetic‘and understanding toward them than those who
have not had similar experiences.

Persons witﬁ higher education tend to exhibit
more benev§19nt and community mental health.oriented views

than those with less education (r = .30; prob < .00l). And

the hypothesised relationships between church attendance

frequency and hdusing tenure status e also borne ocut by !
the results in Table 5.,5. Frequent church-=goers are
generally more conservative in their attitudes toward the

. —

mentally i1l than irregular or ﬁon-attenders (r = =-.15;
pxrob < .001)'and home owners are more unsympathetic than
renters (r = ﬂ.is;'prob < .001). Thus hypotheses one
through five are all suppprted.

Hypothesis six is also supported. The relatidn—
ship bet&een residentiai location and perceived facility

impacts is statistically significant despite a weak\cor-
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relation (r = ~.11; prob < .001). The sign of the co-.
efficient indicates that persons living in suburban areas
of metropolitan Torontoc consider mental health facilities
to have more negative side effects on gheir neighbourhoods
than city residents. This outcomé is consistent with
existing résearch (Segal and Aviram, 1978},

Hypothesis seven is not supported since.both
neighbourhecod social status dummy variables, D1 {low
social ;patus) and D2 (high sccial status) have very weak
and statistically non—signifiéant relationships with
perceived facility impacts {(Table 5.5). The fact that
both cortelations are so weak is a reflection of the mis-
matched units of measurement. This is symptomatic'of a
general problem concerning the ecological relationship
between individuals and aggregate indices compiled from

information concerning many different. individuals (Alker,

19693,

v

H?pothesis eight is partially supported (Table 5.5).

Percenjydge of residential land use in a neighbourhood is
< : !

negatively correlated with perceived facility impacts

-.06; prob < .05) . Similarly, open space and vacant

land uses are also negatively correlated with facility

1
0
4
0
H
il

-.01; prob > .OS)de r = -.06; prob < .05
.

- L.
respectively). Thi's means that residents of neighbourhoods

¥

with higher percentages of residential and vacant land

uses consider mental heedlth facilities to have more neg-

-

&
-
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ative side effects on their neighbourhoods.

Hypothesis nine 1is thé complement of hypothesis
eight in that residents of neighbourhoods with high‘per-
centages of commercial, industrial, institutional and
public utility land uses are.expécted to evaluate mental
health facility impacts on their n?ighbourhood more
positively. The results indicate that, while all cor-
relations are in the predicted direction, the only sta£-
istically significant relationship is between institutional
land uses and pefceivéﬁ facility impacts (r = .05;
prob < ,05). On this basis, hypothesis nine is supported
for institutional land uses but not ;sr commercial, industrial
and public utilff? land uses. |

Hypothesis ten states that there is a direct relation-
ship between attitudes toward the mentally‘;ll and perce;ved'
facilitfvimpacts. The hypotheéis is supported. The cor-
relation is significant 4nd in the predicted direction
(r = .34; prob < .00l). Hence there is a good correspondence
between attitudes ‘toward the users of mental health services
and the perceived ngighbdurhood impact of mental health
facilities, The éirection of the relatiénship suggests \\
thaé more favourable attitudes toward .the mentally ill are
associated Qith more positive percepﬁions of facility impacts.

N

Hypothesis eleven states that there is a direct

relationship between awareness of a neighbourhood mental
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’

health facility and its perceived impact on the surroundihg
area. The relationship between awareness and neighbourhood
impacts is statistically siggificant and in the predicted
direc%ionhir = .05; prob < .05). However, this result
should be interpreted with some cautidn, bas;d upon'the
pPotentially misleading response to the neighbourhood
awareness variable. BAs indicated in Chapter 4, only 33

of the 139 respondeqts indicatihg awareness of a mental
health facility in their neighbourhoecd could correctly
identify the facility. bearing this in mind, those res-
pbndents reporting awareness of a facility in their neigh-
bourhood (i.e. all 139) rate the peréeived fécility iméacts
more po;itively than the unaware grouﬁ. The weak cor-
relation (r = .05) and the ambiguity of the awareness

variable itself substantially erode the meaning of this

‘result, Moreover, given that the response to facility

awareness is a highl§ skewed dichotomy (139 aware; 951
unaware or unsure) it is necessari Y very restricted in ¢
its role as a predictor variable, {\\

ﬁyéothesis twelvé is supported in éimilar fashiop
to hypothesis six. The relationship between residential
location and desirébility of a future mental hgalth facility
is statistically significant (r = -.14; prob L .001).
Moreover, the negative Qign of the correlation confirms

that suburban residents view mental health facility locations
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as more desirable than do city residents,

The relatlonshlp stated in hypothesis thlrteen
between neighbourhood social status and the ae51rab111ty
of having a future mental health fac111ty located nearby’
is not supported Both dummy varlable correlations are
weak \in magnitude and non—eignifieant at the 95% confidence
level. Hence neighbourhood social status does not affect
the desirability of Ffuture facility locations.

There is partial support for hypothesis fourteen.

Residents of neighbourhoods with higher pefcentages of

oPeén space and vacant land uses view the location of menta

-

health facilities near their homes as more undesirable

than their counterparts (r = —.13; prob f .001 and r = -_,12;

Prob < .001 respectively). The absence of any relatiodship

between Percentage, of residential land use and fac111ty

P

de51rab111ty is again attrlbutable to the mis-match in the

‘units of-measurement.

Hypothesis fifteen States that there is a direct

relafiohship between the percentage of commercial,, industrial,

institutional and Public utility land uses and the desir-

ability of a future mental health fac1llty. The coefficients
for all four relationships are in the Predicted direction,
however only commercial and institutional land uses have

-~

stetistically significant correlations with desirability

{r = .06; prob < .05 and r = ,o08; prob < .01 respectively),

~

This suggests that residents orf nelghbourhoods with rel-



: : . 1llse

atively higher Percentages of commercial activity and
existing institutional land uses are more receptive to
the future location of a mental health facility near 3

their home. The same canndt however be said of residents’

of 'neighbourhoods with industrial and ‘public utility
‘land uses.

The assertion'that-awareness is directly related

+

to 'desirability is tested by hypothesis sixteen. The.

r

result, while in the expected direction, is not significant
at the 95% confidence level (r = ,04; prob > .05). Hence
‘hypothesis sixteen is rejected.‘ This means that the aware-
ness of an existing mental health facilitf in ‘a person's

neighbourhood does not significantly affect the desirability
3

pf the location of én additionail facility nearby.

Hypothesis seventeen examines the relationship

P

between attitudes toward the users of mental health services
and the desirability'of a mental health facility. The

correlation coefficjient is statistically significant ‘and

-

in the predlcted dlrectlon {(r = ,41; prob < ,00l1), hence
. -
the hypothesis is accepted. On this basis, those’ persons

who express favourable attitudes toward the mentaily i1
are also more receptive to having a mental health facility
located in the general v1c1n1ty cf their home.

The eighteenth hypothe51s is also supported. The

,

relationship between perceived mental health facility

impacts and the-desirability of a mental health facility



)

is positive and statistically significant {r = .53;
‘Prob < .001). Thus, the more positive the perceptions
of. impact the more desirable the location of a future

facility.
,l

e " Since an individual's desirability score is

simply the summatidn of separate desirability scores for

4 . . .
each of the three distance- -specific zones, it is possible

7
.
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to'disaggregate the responses into their ofiginal categories

t +
and examine the effect of 1ncrea51ng/decre351ng distance

from home on facility deSLrablllty. othe515 nineteen
i

examines the effect of distance on fa lty desxrablllty.

Friedman's two way analyét: of variance (Siegel, 1956)

‘was calculated to test thi hypothesie. Theq}eipkts
(Table 5.6) indicate that ehe mean desirability rank de-
creases with proximity to home and the differences bew~.,
tween ranks are statistically eignifipent (x2 = 367.9;

. prob < .001)."However, the median desirabiiity scores
(Table 5.6) indicate that poeential faeility.locatdons
even within one block of home are on _ avkrage oniy marginal
undesireble. In general,‘facility loeations are viewed
either neutrally or to some gegree desirable for allJthree

distance ‘zones. Thus closer facility locations are viewed

»

as less desirable rather than ‘more uhdesirable Qar'the

.l )

The distance zones are defined as follows? zone 3 = 7-1
blocks; zone 2 = 2-¢ blocks; zone 1 = within one block
of home. ’

-

ly

2

L

/

L
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'y . (

F's

TABLE 5.6

' Y
THE INFLUENCE OF DISTANCE FROM HOME

;)- ON FACILITY DESIRABILITY )

FRIEDMAN'S TWO-WAY ANOVA

Distance Zone

A : .
7-12 Blacks 2-6 Blocks < 1 Block

1

MEAN RANKS® 2.39 ' 2.05 1.56

MEDIAN DESIR-

ABILITY SCORE 6.0 ' 5.5 47
i
l (n=1090)} X2 = 367.9 d.8, = 2 prob < ,001
2 Minimum = 1 (Extremely Undesirable); Maximum = 9 (Extremely™
Desirable) : ) ’ '
- HN
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‘A

sampled respondents., - ' i

-

. 3
The results discussed to date are simply measures

of covariation between the relevant variables. Attention

is now turned to the central probkgm of identifyiné the

causal relationships underlying individual responses to
' : —yt . )
community mental health care. To this end thg'pa;h model

’

defined in Chapter 3 iS‘empirically tested.

N

-

.5.3 ‘Path'Analysis of Individual Responses to Community
Mental Health Care

The path analysis of the individual respgnse
i precess is orgaﬁised-around the three Structural equations
v 1]
{(eqlations 3.3 through 3.5) deséribing the direct causal
linkages depicted in F;gurg 3.i. The results for each
- Structural ‘equation are discussed in'three separate sub-
' '_ sections.
5¢3.1  Antecedent Causal Iﬁfiyences on Attitudes toward
‘the Mentally 111 .
Simply,Stated, the rationale behind the first
structural equation suggests that attitgdeé toward the

mentally i11 are a function of perscnal demographic,

socio-economic and belief variables. To reitterate:

) ¥16 = Prg1¥1 * PrgpX, + P163%3 * PrgaXy * Prgs¥s T Prgefrg  (5-2)

Since there are no indirect effects specified among the

L
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exogenous variables, the estimated dire L effects (Table 5.7)

ot

g .
have a stralghtforward 1nterpretat10n. T ey indicate

2]

which of the five personal varlables are the beé\'predlctors
of attitudes toward the menhtally ill, as measured by the

AMI scale. - \}
; .o Three of the variables -- level of educatfcn

(P13 T +23), familiarity with mental illness = .20)

(P1g,

and f}equency of’church attendance (p164 ~.1l) -~ s5ig-

nificantly influence attitudes toward the mentally ill at
the .00l level. The two rEhaining variables ~= ‘household

= - L = - -
tenure,(p165 -09) and the respondent's age (p161 cO?) .

predict the dependent variable at the .01 and .05 significance

levels respectively. Hence all five exogenous wvariables ™
contribute to the prediction of attitudes toward the mentally

ill at or beyond the 95% confidence level. These results

support hypotheses one through five, although in each case

the path coefﬁicient is smaller than the Pearson's r value.
The bivariate correlations and tde‘standardised
Path coefficiehts_have different values because the former
are confounded by the linear.additive effects -0of other
.predicto; variables. In'situ;tioes'where two or more
independent variables (xl,...,xn) are used to estimate a

-

dependent variable (Y),'thelstandardiSed partial regression

J - Q

. 4 .

5Standardised partial regression coefficients are reported

- throughout the path’ analysis in ¢rder to facilitate com-
parison acrosE equations which have dependent variables
with different ranges, and also, in a single. eguation,
acroess 1ndependent variables With different ranges.

.

-—
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-

coeffi%?ent (Beta Weight) stands for the expected standard

deviation change in Y with a change of one standard

. any
deviation unit in.xl when X2,...,Xnare held constant.

That is, the partial Bl is equivalent to .a simple re-

gression between Y and the residuals of Xl from which the

\

linear additive ffects_of xz,...,xnare ta n out, Hence,

-there will not necessarif& ke .an equivalence'+etWeen a’

simple zer rder correlation and an estlmaﬂad Beta value.

'The standardised partial regre5510n cqeffiZ:ent measyres

the accompanying éhanges in Y given a unit change in Xl

while controlling for linear additive effects, the zero-
a v ' . ' . N - ﬂ. '
order correlation does not.‘

The félatively low ,coefficient of determination

(R2 = .16) for this equation indicates only a small éer-

centage of variation in attitudes are explained by the
. linear combination of personal variables.r'The general
expression 1-R2 equals £hé propdrtion of var%?tion in
- the ;ndpgenous variable left unexplained by the exogénous
variables. In this case eighty fbpr pexcent of
the variation in attitudes is unaccounted for.

- | The residual path coefficiént (disturbance term)
rgpresents the effect of ali other unspecified causes of
attitudes towérd th%hmental;y ill, some of which may be:
specifiable while others are ESsentially u;knowable. Its
value (.92), calculated_simply.as Y1-R2 or the square .

~
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root of the unexplained variaggz:\in the dependent variable,
complements the coefficiént of determination in prescrib;ng
the overall accuracy of the equation.

There are two reasons why the five observed
personal factors are 6hly relgéﬁvely weak predictors of
attitudes toward the mentally ill. First, there are
inherent difficulties in predicting scores oﬁ ébstract
hypothetical cgnstrqcts such as the AMI scale. Variation
in attitudes is typically elusive not leaat’gg;;BSS of
the vulnérabilitj of attitude measures to error variance,. .
evéﬁ in .cases where considérab;e care has been taken in
constructing amd déveloping attitude scales (Eagley &
Himmelf&rb, l1978).

fhe sécoﬂd reason for the low R2 and high ?esidual
path value concerns the liﬁited nﬁmber of independent
variables examined. .Although the fivg exogenous.variables
were selecéed on the_baéis of their demonstrated separate
relationships with the Eour constituent attitudes toward
the mentally 111 §cales (Dear and Taylor,.1979, Ch.4),

their scope is very restricted; especially in terms of
-

3 . v

the belief measures. However, the use of a more comp-
rehensive set of measures would not necessarily gugrantee

a drqma;ic improvement in the R2 value . 'Uncqntrollable
error variance in the eAddgengus variable-and:the existence
_df unobserved influenqii on attitudes toward the mentally ill

would restrict the predictive accuracy of even an ex-

.~

. A
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haustive set of personal demographic, socio-economic

and belief measures.

5.3.2 Antecedent Causal Influences on Percelved Mental
Health Facility Impacts

Equation 3.4 states-that there is a set of
observable neighbourhood factors which, in conjunction

with attitudes toward the mentally ill and awareness of

-

a neighbourhood mental health facility, give

rise to perceived neighbourhood impacts of a community

mental health facility. To reitterate:

X + ...

(5.3)

= +
18 - Pi1ge¥e ¥ PygoXy Pie16®16 * P1ga7¥17 * P1gEg

The results for the above structural equation
(Table 5.8) indicate that only two of the twelve exogenous

variables -- attitudes toward the mentafly ill «34)

(P.g16

and percentage of re51dent1al land use in a neighbourhood

(p189 ~-.21) -- are significant.predictors of facility

impacts at the .001 significance level. . Three further

variables -- gecgraphic location «10; prob < .01);

(Pyg¢

high social status of a neighbourhood = 5.08;

(P1ag
Prob < .05j 5 and bPercentage of vacant land in =z neighbourhood
(9185 -.09; prob < .05) -- are statistically significant
at or beyond the .05 sigﬁificance level. The remaining

Seven variables do not contribute significantly to the

explénation of facility_iTpacts.
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The overall level of prediction (R2 = .14} for
equation 5.3 is siightly lower than that for equation 5.2
In this caser86% of the variation in responses to the
facility impacJﬁ!Lale are left unexﬁlained by the linear
combination of the twelve exbgenous variables. Correspénd-

ingly, the residual path coefficient = .93) suggesfs‘

(Pige
that unobserved exogenous causes have a much greater effect
on the endogendus variable than those defined in the pred-
ictive eguation,

When controlling fof the influence of all other
exogenous variables,the_rela'%dnship between geograﬁhic
location and &ental health facility impacts remains in
the predicted direction and is statistically significant
at the .01 level. Hence hypofhesis six remains supported.
The effect of neighbourhood‘gocial status is streﬁgthenéﬁ
with the effects of all other exogenous variables hela

constan{, at least as far as high status neighbourhoods

are .concerned. The relevant pafh coefficient is sig-

nificant at the .05 level 8) and its direct{ion

(P1gs "
suggests that gesidents of high social st tus neighbour-.
hoods considey. community mental heaith faciMN ties to.have
more negative external‘effects than do residents o¥ lower
status areas. The relatio;éhip between low status neigh-

bourhoods and facility impacts is in the expected direction

but is not significant.
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Hypothésis eight remains supported by the relevant
path coefficients in Table 5.8; in fact,the effect of

residential land use on facility impacts is more pro-

" nounced when controlling for the influence of other

variables. The same cannot be said for hypothesis nine.
v
When heolding the effects of all other exogenous variables

. )
canstakt, the relationship between institutional land "

us. and facility impacts (r = .05; prob < .05) disappears
(P1812 = .00). Hence hypothesis nine is not even mar-
giﬁally suppeorted by thése results. Hypothesis ten re-
mains supported however hypothesis eléven is now rejected.
The effect of facility awareness on neighbourhood impacts

is not significant when the influence of other factors

are controlled = .01; prob > .05).

(P1g17
Overall, the path ¢ éfficients indicgte -that
high status subdkban locatio with high percentagéglof
residential and vacant land uses give rise to percéptions
of more negative mental health facility impacts : R
in these areas tHan in others. Furthermore, the results
show quize conclusively that-attitudeg toward the non-
hospitalised mentally ill afe the dominant influence on
percepticns of mental health facility/iﬁpacts. The latter

observation is reinforgéd by the fact that the level of“//

explained variation in perceptions of facility impacts

K

.increases from 2 to 14 percent when attitudes toward the

mentally ill is included in the equation. Hence, attitudes .

Y/
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toward the mentally ill alone account for over ten percent
of the variation in the endogenous variable, peréei ed
facility impacts.

The denerally low level of explanation in equation
5.3 may be p;rtly attributed to the same problems affecting
eguation 5.2, In %gdition,the measurement levels.of
variables X_ to xlS and the dependent variable X do not

6 18

correspond. All of the neighbourhood factors were measured
at either the census enumeration Area or basic planning
unit level of aggregation, while the perceived neighbour-
hood impacts of mental health ilities represents ind-
ividual requnses. It is thereforthnot surprising that

the observed neighbourhood factors Rave a much less pro-

3

. T q s X . 3
nounced influence!'on facility impacts than attitudes

toward the mentally ill, since the latter are_ measured

at lhe same level as the dependent variable (Alker, 1969).

5.3.3 Antecedent Causal Influences on the ééirability
of a Future Mental Health Facil}ty :

The causal model suggests that all] thirteen of the
eéxogenous variables (x6 to xlel exert direct influences .

on the criterion variable, desirability of a neighbourhood

. 6
mental health facility;

In Figure 3.1, variables X. to X and X are purel
exogenous, whereas X and X are not. purely exo-
genous. See Xenny (}379, Ch184) for an extended dis-
cussion. ) *

L ’
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X =

19 - ProeXe * Pygy%Xy ¥ .. * P

1907717 * P1o18%18 * Proefis

(5.4)

-
Moreover, the structure of the model implies that per-

ceived cility impacts operate as an interveningfghfluence

betweeq the twelyve preceding exogenous variables x6 to
Xl7 and ;he “riterion variable., That is to say, the
effects of the exogenous variables on facility desirability
are transmitited t;}ough perceived facility impacts. The
empirical vaiidity of this may be asce%tained from thg
direct, indirect and total effects of the exogenous variables
on facility desirability {(Table 5.9). Before these are
discussed, the natdre {of indirect and total effects
are clarified.

| The direct effect.of one variable on another is
éive; by the.standardised parfial-regression coefficient-.
Bbtained from OLS regression. The indirect effect is not
obtained by simply subtracting the direct effect from tge
bivariate correlation between an exogenous and an endogegous
variable (c.f. Caterinnichio, 1979). Part of the correlation
of a purely exogenous variable with an endogenous variTSle
md§\gQ\due to its correlation with othef purely ex&geﬁbgs
variahles angd the.‘effects of these pufely exogenous var-
iables. Alternativglf, if the causal‘vaéiable is not purely

exogenous, then part of the correlation between it and the

variables that it causes may be due to spuriousness or —
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common causality (Kenny, 1979). ‘Hence it is illegitimate
to find an indirect effect by subtracting the direct

effect from the bivariate correlation between cause and

) )
effect.

A general method to find the indirect effect of
one ‘variable on another ;sing reduced form is given by
Alwin and Hauser (1975). With a 1ar;e number of variables
reduced form is a fedious method and Kenny's (1979)
'tracing rule' or Asher's (1976) 'decommpgsition! approach
offer more expedient alterpative;. With both methods,
the indirect effect of one variable on another is the
product of the direct paths (following the direction of

the arrows)'joining the two variables. For instance

‘there is a single indirect effect from X to X through

16 19
X,g and it equals (.34) (.43) = ,15 (Table 5.9).

. LR
The total effect equals the direct effect plus
the sum of the indirect effects Qheq it is possible to

reach the gndcgenous variable by more than one indirect

rpath. When the eﬂaﬁgenbus variable is- reached b§ one

and only oneg indirect path, th “total effect equals the
direct effect plus the relévant indirect effect (Table 5,9).

ndirect effects identifies

The magnitude of the direct and
; ) ,

the causal mechanisms operating in the causal model under

examination. Moreoverw.the direct, indirect and total

effects are' informative in terms of the theoretical concept-
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3

ualisation underlying the model's structure.

In terms of the direct effects contaified in Table

5.9 only three of the thirteen exogenous varjables =-- per-

prob

prob < .001) -- exhisit-significanq causal influences on
facility desirability. Thus hypotheses'twalve‘through c§
sixteen are‘not supported by the data. Thefé is‘however
partiai support for hypothesis'foqrteen, in tﬁat-the iﬁ-.
fluenée of percentagé of open space in .a neighbourhcod

on faéility desirability is signifiéant and in the érediéted
direction. Hypotheses séveﬁteeﬁ.énd eiggteen réﬁain

supported by the significant direct effects of attituaes
toward the mentally ill and perceived facility impaéts
on facility desirability.

The indirect effects of several variables on

Y

facility desirability, via perceived facility. ippacts,

incéease the sige of the respective direct.effects quite

markedl&. Specificially, the direct effect of geographié
location is increased from -.05 to a total effect of -.09;
percentage of :esident}al landg use is increédsed frog -.01

to ~-.10 and percentage of vacant land use is increased

from -.04 to -.08. Perceived facility impacts therefore

operate as an ‘important intervening variable for the

o )L
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transmission of the total effects of these variables to
facility desirability.
- The two most powerful predictors of facility. .

desirability are attitudes toward the mentally ill and

=

L)

perceived facility impacts. Whereas attitudes toward the
mentally ill has only half the direct effect of perceived

facility impacts on facility desirability

(P19 = -18;

Pigig ~ -43), its indirect effect via facility impacts
strengthens ifs total effect to approximately the same
value as the latter (.39 = ,43}. Oon this.basis, favourable
attitudes toward the mentally ill give.rise to more pos-
itive perceptions of facility impacts and.greater acceptance
of a-future mental health faéility.

Based on these results there is.support for the
intervening role of perceiwved facility impacts bgtween
contextual factors, attitudes toward the mentally ill and
facility‘desirability.’ The.dverall'level of explanation
attained by equation 5.4 is better than eithgr equation -
5.3 or equation 5.2. The R2 vaiue of .35 -indicates that

35% of the variation in facility desirability is explained

by the eighteen observed variables. However, unobserved

factors and random error still have a greater direct effect
. ¥

on the criterion variable than any one of the observed

variables (Table 5.9) and 65% of the variation in. facility

desirability remains unexplained.
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When responses to facility desirability are
disaggregated and equafion 5.4 is estimated three times
(once for each distance zone), the overall level of
explanatién increases with decreasing éistancg to home.
A maximum R2 value of .34lis obtained for lo;ations
within one blockrand 2 minimum value of .2i is cbtained'
for locations‘7—12 blocks from home (Table 5.10). The
The probable reason for the increase in Rz-values with

pfoximity is that judgemqffs of facility desirability

within the same block as a person's home are likely to

be less random than judgements of potential facility |

locations further away. Hence,the linear additive effects

- -

of the independént variables explain more of thdlvariation

in facility aesirability for the nearest distance zone.

The direct e%?ecté for all independent variables

. : . %

(Table 5.10) indicate that the path coefficients for ;
, ) h?

attitudes toward the mentally ill and perceived facilify-

impacts are significant at the ,001 level‘fs{:all three

distaqlp zones: This suggests that favourable attitudes

toward the mentally ill and peréeﬁtions of positive mental

4

health facility impacts.increase the desirability of

future community mental health facilities regardless of

d}stande zone,

Awareness of an existing mental health fécility

3 .
has a éﬁgnificant direct effect on facility desirability

Pati
r

= T )

134
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)

within one block of home

[Pigy7 = -06; B < .05). This
suggests that persons awafe of an existing mental health
facility in fﬁzir neighbourhood are more in favour of
an additional facility than thosé who are unaware. How-
ever, it is likeiy_that thé stronger relationship for
facility locations wifhin one bldck is simply a function
of the greater variance in the desirabilfty ratiﬁgs for
this zone. ™ QF
4,A11 éf the othgr direct effects on faqiliﬁy
desirability Sithin one block of home are statistically.
noq-signifieant. However, several variables have rel-
dtively lafggg total effecfs on faci}ity_desirability
within one‘block via the intervening influence bf per-
ceived fa&ility impacts. These include geographic
loéqtion {(total effect = -,09), percentage of residential
land use (:114), percentage pf.open space (—.07) and
peréentaqe of vacant l;né uses (-.08). Thus the intqr-
veniné iﬁflﬁence of pefceived facility impacts is sup-
ported by these results (Table 5.10}.
.0verall,‘the.analysié based. on the disaggregate
desi&ability ratings suggesté that closér facility locations
are evaluated with more preaision, and, correspondinély,
less randomness than more gistaat fécility locat%bns.r

The fact remains that although more respondents rated

potential facility‘locationé within one block of home .
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-~ as to some degree undesirable than 2-6 blocks and 7-12
blocks respectively, the majority of people interviewed
rated facility iocations even within one block of home
as ﬁo soﬁe degree desirable, Attitﬁdes toward the men-
;ally i1l and perceived mental health faclity impacts
are th% most important causal influences on theselre—
sponses by virtue of their significant direct effects

;;ross'al} three distance ;ones.

The nature of these causal relationshgpgsafé a
function of the structure of the causal model (Figure
3.1), which‘is itself a manifestation of the theoretical
relationships_underlying indiﬁidual responées to eom—
munity mental health.care. Thus ,the interpretaﬁion of
the indirect and total effects is on solid ground to the
éxtent.th;t-the structure of éhé model is-éorreq;ly
‘specified, In the foiiowing chapter thé theoretical
accuracy of the path modgl. is evaluated by means of a
post-hoc structural tés%i) Dat&.probiems are also examined
and possible explanatigns fo;,the unSuppo;ted hypotheses

are discussed. ™

5.4 Summary ' ’ .

This chapter has presented the majority of the

empirical ~analyses undertaken in the thesis. Specifically,

H *

the set of hypotheses describing the direct causal linkages

in Figure 3.1 were tested. Variables measuring socio-
S _ .
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economic status, démographic characteristics and fundamental
beliefs are al1l éignificantly correlated with attitudesl
toward the mentally ill. The strongest correlates of
perceived mental health facility impacté are attitudes
toward the non-hospitalised mentally ill and residential
location. Facility awareness, bpercentage of residential,
vacant and institutional land u?és are also significantly
correlatedéwith perceived facility impacts.  Attitudes
toward the mentally iil a;é facility impacts ére strongly
correlated with facility desirability, és are residential
location and percentage of-vacant and open spéce land
uées. Distance from home was shown to gignificantly @
affect judgements of facility desirability for three
different diféance zones. On average,facility locations
closer to home are viewéd as less desirab;e than locations
further removed. Howevér,'the general response to future
facility locations is fa&ourable. ‘

In the second part of tHe analysis, path coefficients
are calculated from the zero-order correlationé between
the variablgs. Causal influences are drawn fré% the direct
éffectg of the exogenous variables on the dependent vafiables.
All five pe;sonal factors exert significanf causal influences
oh attitudes toward the mentally ill. However, their over—l

all level of explanation is low. Attitudes toward the

mentally i1l has the most powerful causal influence on
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perceived facility impacts. Percentage of residential
.land use and residential location alsoc exert sigﬁifiéant
direct effects on facility impacts. #gain, the overall
explanation of the dependent variable is low. The ﬁost
powerful causal influences;on facility desirability are
attitudes toward the mentally ill and percéived facility
impacts. The latter acts as an impgrtanﬁ ;ntervenihg
variable for the total causal influence of several variables

@Qgifding attitudes toward the mertally ill, geographic

*

location and percentage of residential, open space and
- . . .

-
vacant land uses. The overall explanation of facilit
desirability is much better than attitudes towar@fﬁh"
. . o

mentally ill or perceived facility impacts. Thisgis
primarily beéause of the independent linear effects of
the two latter variables., The same pattern of causal
influences on desirability holds true for each of the

three separate distance zones. Judgements of desirability

within one block”  of home are best explained.

139



CHAPTER 6
.. POST HOC TEST OF THE CAUSAL MODEL

In this chapter the empirical validity of the
. { -

causal model‘is evaluated. The first section discusses

the specification ass@mptions underlying the structure-

of the paths in the original mddel. A post hoc test of

‘the model's structure is then undertaken and, based upon

the results, a revised model of individual responses to
community mental health care is presented and discussed.
FolLowihg'this, the results obtained from both modelf
come ﬁﬁder scrutiny. In pa;ticular, wéaknesses'in tﬁe

internal validity of the data are identified and the

hypotheses not empirically supported are discussed.

6.1 Specification Assumptions Underlying the Causal Model

The struciure of the causal model (Figure’3ﬂl)
is gfsed.upon two primary assumptions. First, and per-
haps'most importantly, it is assumed %hat the causal
influences of personal gharacﬁeristiés are transmitted
wholly through attitudes toward thé mentally ill. That
is’,” the direct effects of.the five pe;sonallvariables on

facility impact® and facility desirability are expected

to be zero. On this basis there are no direct causal

1%\



N

141

R
AN

linkages joining attitudes toward the mentally ill and
attitpdes toward faciliti (i.e. their preceived impacts

and desirability). Similarly, there are no causal linkages

joining neighbourhood characteristics and attitudes toward
the méntally-ill. In this case the former do not even
exert indireét effects on the latter. ~
" Phe most important reason for the omission of the-
abové linkages concerns the conceptualisation_of'the
responsé process as reported by Dear and Taylor f1979, Ch. 4)

*

-and aeveloped in this thesis. Quite simply the response

process is- conceived a’s comp}ising-reactions to théﬁiwo
v central dimensions of community mental health care. Each
of these reactions is presented as a function of exogenous
" factors spécific to each dimension rather than common to
beth. That is} attitudes toward the mentally ill are—
' viewed as a function of peféonél'characﬁeriétics and
6 reactions to -mental health facilities are rggafded as a
fﬁnﬁfion of- the contextual setéing and attituaes’toward
{ facility uéers. Personal characteristics influence reactiéns

. 3 Al
torfaqilities to the extent that they are mediated by -~

[

attitudes toward the mqntélly ill.
It is ;rghéble that certain of the personal factors
" should be directly linked with reactions to fa;ilities.

For example, it is likely that household tenure will exert

a direct causal influence on perceived facility impacts,
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and subsequenltly,N\on facility desirability. Home owners R

~

are more likely to respond to the thrdat of declining

o

property values and general /neighbourhkgd detericration

than renters. Thus the gument for direct causal linkages

between tenure and reactio to facilities is intulitively

~

" sensible.

A similar argumefit could be made for the inclusion

of direct causal linkagés between attitudes toward the

mentally ill and measures of geographic location and

neighbourhood social status. Hall et al {1979) and

&

Piasecki (1975) report small yet ; atistiedlly significant

k;spatial and neighbourhood social class vhriations in

attitudes toward the non-hospitalised mentally-ill in

Toronto and Philadelphia respectively. However, direct

and indirect linkages between neighbourhood variables

and attitudes toward the mentally ill are omitted from

the causal model, ) ’ . T .

‘ L ow | -
Whethexr the causal links are as stra%ghb&é%ward C .

——

as implied by the model is determined in the following | '
section. < ° .\{
6.2 The Post’S%E\Test'

The decision to omit the above qﬁgg/Bf linkages

S/

-

raises a difficult problem in path modelling; namely,

<,
F e
. k-
. .
. x-

e

which are the most valid cadéal'pa({s toﬁ£;212§z, and
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which can be justifiablg_;;cluded? Y“learly, the structure
of any causal model EE‘E;gtingent upon an'underlying ‘\\\
theoretical conceptualisation The theoretica‘ validity -
of Figure 3.1 is, however, dffficult to asseéss \at this 4
point\because of the primitive state of knowledge con-

aJ cerning individual responses to community'mentalihealth
care. As indicated ear}ier, the éhgaretical,underpinnings
oflg‘e model are necessarily simple, vet it is believed

represent accurately the major chusal influences

underlying the response process. O

N

ay to verify the

theoretical import of the model is

o

alidété'its em-
pirical structure.

AL ‘ - There are several ways to test whether the
specification assumptions embodied in the structure 6f
the model constitute an accurate represeﬁtation of the

x .

causal p esses the model describes. One such method

"4is hy cdrrelation decomposition (Stokes, 1974; Asher,

1976) ., "{However, this method is'superseded by a more : .

ier that thecgﬁission Of a linkage from the model

suggests that the mag

he path coefficient con-
3 .

"cerned should al to zero. Thus, the test of the

model becomes wheth?f the omitt '\}inﬁagg is indeed w
significantly different from zero; the magnitude of the

: . . .,é* » \/
omitted linkage being determined by estimating the model .

C .
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o
including the égﬁgfin question.
In order to qécertain the validity of the zero
. ,;fﬁirect effect assumptions in Figure'B.l, a post hec fest
was conducted. -Standardised path cdefficients ;ére com- .
puted for a;l possibie one-way causal reiationships
between the variables. If ﬁhe path coefficie;ts generated
for the proposed zero direct linkages do in fact
appréximate zero, then the specification assumptions
- receive some measure of empirical support; If theif/
Airecﬁ effects are-signifiéantly different fr;m zero, the
path model is not correctly sfecified and should be
‘revised~a$cordiﬁgly.‘ ’ |
Ailen%-way direct effects ‘between the exogenous
and endogenous variablgs in F&g 1l are id;ntified by
three struétﬁf%i.equationsr(bne for each endogenous
varigble) of the same form as those introduced in Chapter
3; They are as follows; ¢ . S o-
*16 = Pie1¥1 * Prg2¥2 * rece * Prais¥is * Pigefls (6.1)
‘ l\t
*18 = Pis1*1 * Prgo¥a * --ee * Pigiq¥yy * PrgeFig (6.2) %
. - ' ]
X109 = Pron¥1'* PrgoXp Foeeees + Pigig¥ig * Prg B (6.3)

> I

&

where all varia;::;ﬁ::jghefined—ﬁg before (see p.46). '



The resultant standardised path coeffi ients for

equations 6.1 through 6.3 are depicted in Figy¥fe 6.1.

The values in this path diagram indicate th in some
» ™
cases the zero direct effect assumptions are supported
Y

by the data, while in other cases they are not. Spec-
ifically, the direct effects of the ten neighbourhood

variables (xe‘pq xls) on attitudes toward the mentally.

) :
ill (x16) are all very small and statisticalfgpzon-

significant at the .05 level. Hence the'exciusion :;\\ﬁxxxy//‘

these paths from the original model appears to be

L s '
justified. Of more immediate interest are the significant

direct effects of several personal factors on perceived
“ .
facility impacts and faciiit?‘desirability., =
‘ Three of the five personal variables (that wefe
a priori specified as having zero direct effects on
perceived facility impaEts) haJijpath cog@ficienté that
are‘significantlyHdifferent féqm zero (Figure 6.1 and * '//’__

———— -

Table 6.1). Two pefsonal char cteristics also have ~.

facility impacts, the parameters for age and lev
. A Y . .

educatin are both significant at the .00l level

(Pygy = =-11
. ¢ { .
and Pigy = -+.13 respectively). Household tenure is also
significant at the .05 level (P,g5 = --08). The directions

of these coefficients indicate that increasi age gives



#* significant at -00l level .

+ significant at -QI level.

§ significant at .-05 leve!. -

@ All exogenous variables are gssumed to be intercorrelgted . /

Values are stondardized A‘puih coefficients and residual path coefficients.

. 3
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Figure 6.1  Post Hoc.Path Model Depicting All One-way Direct
Y Relationships-Between The Variabies



<

for level of education is the reve

rise to perceptions of more negétive facility\impacts,

A
as do higher levels of education and home ownership.

While the signs of the coefficients between
LS

household tenure, respondent'é age, pefceived facility

impacts are consistent with thosg estimated for attitudes

toward the menﬁally ill,{;he sigh of the path coefficient
This suggests
that on the one hand higher education cXgates more sym-

pathetic attitudes toward the mentally ill, while on the

>

cther hand it gives rise to perceptions of more negative

mental health facility impacts. Level of education

therefore plays a different role depending on. thg dimensiocn

of community meatal health care being considered.

.

The‘f'o personal characterisstics not directly

+

contributing teo perceived faciljity impacts are the two

d//éeasures of ,individual beliefs #nd values. The path co-

o .
efficients for familiarity with mental illness and

frequency of church attendance both apprpximate ze

facility impacts is suppque&.
a7
The indirdct and total effects of each personal.-

- .

factor on perceived facility impacts are contfined in

Table 6.1. Familiarity with ment
, s C o

education have positive indirect{effects on

via attitudes toward the mentally ill. Thi

™

crease the ﬁb{g:“;ffECt‘Of#fiiifiiiiﬁyﬁavd

ase the

s

~

d leve}’ﬁéuj‘

erves to in--

147

acility impacts
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-

tal effect of education. It is important to note that
. . -

the total effect of education on facility impacts is

-

.negative despité a positive indirect effect wvia attitudes

toward the mentally ill. The remaining three personal
. - . H . .
variables (age, church attendance and tenure) have neg-

ative indirect effects and negative gotal'efﬁects on
perceived facility impacts. ‘*

e - .
The d;rect; indirect and total effects of the

‘ e v
same five personal variables on facility desirability

. .
are also contained in Table 6.1. 1In this case only {two -

4

- . e
.. of the five!variables have statistically significant

'direct'effects. The path coefficient for familiority
. "‘ . .
@i;h mental'&llness'is significant’at the -Q1 level
: - “ok

‘ i . ‘
(Pg5 .07) and the coefficiegthgﬁékhousehold tenure is

i N
significant at the .05 level ~.07). The 'sign

(P95

of the former coefficient suggests that direct or in-

direct experiencé withﬁmental i ess gives rise to more
. - ) o

. ‘ . : ‘ i
accepting attitudes toward poténtial facility locations.

e The sign of the latter coefficient indiaates that‘hnéh )
ownership leads to more negatdve attitudes toward facilities.
" The direct causal éffects-ofj;pe other three personal
wyvariables on facility desirability all approximatedzero. / ,
: ' : . - . e Y Tt -
v

' - .4 . T ' .o
several interesting results ;Ee apparent with -

Hence their omission from Figure 3.1 is supportedg
o ‘

respect to.the indirect -and tdtal_effects of each peﬁlBﬁa; it

' . . ‘ ) {

2 ’ ° ’ '-"/ - l.
. : Py

N\ . ) -

L ' o S ) B
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-variable on facility desirability. 1In particular, the

150

- .

indirect effects of familiarity with mental illness and

. N . : .
household tenure via attitudes toward the mentally ill

'V ) and peréeived facility impacts strengthen the already
‘ \{ significant direct effécg;ﬁﬂ% each variable. The in-
direct and direct effects of these variables are there-

fore consistent across all linkages. By virtue of its
. . -

L

negative indi:ect“effects via both intermediary variables

(Xls and xlé)' respondent's age has a negative total '
. A ' .

b
/ . . .
ffect on facility desirability. The magnitude of this

cdefficient is however less than half cf that calcﬁlated
for perceived facility impacts (Table 6.1). _ ,

F fevel of education has . only a very weak direct - -

effect and a zero total causal effect on facility ggsif?///ﬁ\\\
ability. The behaviour of this variable, taken beyond
its well documented dg{Ect effect on attitudes toward

the meﬁtalry 111, is thus difficult to account for. The

results sﬁggest that factors other than level of gducation
N, e ' -

Se to greater desirability of a future mental health

—-— .

. ciTity.

- As a result of the above post hoc test of the
X

original path model (Figure 3.1) it appears that several

-

direct linkages between personal characteristics and the
two measures of responses to facilities are unjustly. -

#,ff’Aomitted. In particular, there should be direct causal

T
LY

(. . =



linkages between respondent's age and perceived facility
impacts; level of education and perceived facility
impacts; and} household tenure and perceived facility

impacts. FurQhermoré, familiarity with mental illness

‘and household tenure should have direct causal linkages

with the desirability of a future mental health facility.
Including these linkages and excluding all non-significant

direct causal paths, Figure 3.1 takes on a revised form.

This 1s discussed in the following section.

6.3 A Revised Path Model of Individual Responses to
Community Mental Health Care

The path diagram ia;xstrated in Figure 6.2,
althoﬁgﬁ appearing quite different from Figure 3.1,' is

simply a second stage form of the original model. The

"strongest causal linkages encountered in the latter

section of Chapter 5 are maintained in this.revised

s

version and the significéﬁt direct causal linkages dis-
covered;}n the post hoc test of Figure 3.17are includéd.
Figure 6.2 thus represents the post hoc m;del of the

individual response précess which offers fhe best.'fit“

to the data. The causal linkages in the model are defined
by the foliowing set of structural equations:
.

-
.

-

'

[= ' "o : + o
X16 = P1e1Xy * Prea¥s * Prea¥s * Prea®y * P1e5's T Piee”ie

X

Piget1s -

iy ' |
= p.. ¥ + +
18 = P181%1 ¥ P1ga¥3 * Pigs¥s * PigeXg * P1go¥s *. Praic¥ie

151

(6.4)

+

(6-.5)
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* significant at -00I level .
+ significant at -0O1 level.
.o 8 significent at -05 level.

Figuré ‘6.2 Revistd Path Model Of Individual Respbnses
To Community Mental Health Care

Values are smn&urdized path coetficients and residual path coetficients

»

Y

5

]
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X =

153

X+ X + p ‘ '
19 =~ P1g2%3 * Pygs¥s * Pigie®16 T Proas®is * Piroefio (6.6)

5 :The significant pathﬂéoefficients (i.e. directr
effécts) that are common to Figures J.i, é:l and G.é do
not change by more than t ._06 for the estimation of each
set of structural equatiops. Hence the major structural
—_— - -
relationships underly;ng indiyidual responses to community
mental_health care remain stabl® across éll three model
forms. There are .however several major structura} dif-
ferences between thé iggtial capsal model (F}gure‘Bily

. ° r
and ‘'the revised model (Figure 6.2), which warrant further

discussion.

5

IS

In Figure 3.1 no direct causal effects were specified

for the influence of personal characteristics on perceived

facility impacts or facility desirability. However, in the

post hoc test of the model, respondent's ‘age, level of

education and household .tenure were all‘significant direct

effects on facility desifabﬁlity. Furthermore, familiarity

with mental illness and household tenure have significant

direct effects on facility.desirability.'

Inspectibn of the direct and|{indivect effects

contained in Table 6.1 indicate that familiarity with

»,
2 o N N

m;ntal‘illness and frequency of church attendance have
greater indirect tharn direct effects on perceived facility
impacts via attitudes toward the mentally ill. The other

7 -
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)

b

three personal variables all.exhibit_greater.direcﬁ effects

S

on perceived facility impacts, contrxolling for the in-

fluencep~#f attitudes towa;g the mentally il1l. Respondent}s

) -~

age is £ ©nly personal variable to have a greater-inc
) ) . v
direct than direct causal effect on facility désirapility

via attdtudes toward thé mentally ill and perceived

g

facility impacts. Hence attitudes toward the mentally‘
. i L 3 . .

i1l and perceived facility impacts are restricted in °* = .
L

their roles:.as intervening variables'f‘r the causal in-

3 B . q .
fluence of personal characteristics on ‘facility desir-

ability. The personal variables found to have zero

.

direct effects on either perceived facility impacts or

facility desirability in the pest hoc test are fully

’

a
mediated by the relevant intervening!variah;as {Figure

very s?gii/(Table 6.1}). .

A noteworthy exceptiom to this is the total causal

6.2). However, the total effects of these variables EE}

effect of familiarity with mental illness on perceived
fabilitg impactsf Although familiarity Jhas a non—siéniﬁicaqt
direct efféct on facilitQTimpacts it has a larger indirect
effect via attitud s.toward the mentally .ill. This: sug~
gests that exp suré of one form or another.to mental illness
ives rise to more sympathéfic and unde;étanding'attitudes
towafd the mentally i1l which in turn produce more favour-

able reactions to §érceived mental health facility impacts.
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C . N ' ! :
gﬁ?illarlty also has a significant direct effect on (s

facility desifgbility, henceﬁihis personal characteristic

~

fives rise to more pos%‘ive responses to both dimensions .

- -

of community mental health care. 2

_The interveniﬁg‘réle of perceived facility im-

' pacts between attitudes toward the mentallyf ill¥and| facilit

. 3 . iy
desirability 45 apparént in each-cadsal model. For the

parameters in Figure 6.2 the direct effect of alttitudel
(Pi916 =-2

is greater than its indirect effect via perceived fﬁcil;ty

-

toward the-mentally ill on facility desirability

impacts ([.34] + [.42] = {.15]). By virtue of the indirect

effect, the total effect of attitudes toward the” mentally

o

ill on facility desirability is increaséd in magnitude,

([.23) + [.15] = [.38]) to approximate tpp»&{recﬁ/g}fect

of perceived facility ihpaqis on the latter . (.3
-
y -

Hence, perceived facility iWMpacts operate as a?
intervening variable for the tranmsmission of the”total

causai\influénge of attitudes toward the mentally ill on

;facility desirability. _ /
' TL\Hg" In the previous section-ﬁhe results of the pPest
hoc test of Figure 3.1 supported the exclusion of d4f t

linkages between the ten contextual variables and attituﬁés
. . . -

[

toward the meﬁtally i1l. More importantly, the ten
* . . b o
pnopoéed direct linkages betWEen these variables andf

facility desirability were all non-significant. Hence

P . ' ] :
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-unqerlyfng Figuré\lh{c

h Y

Cr ]

they are excluded‘frOm.Figure 6.2, Furthermé{i;;ill but

-

two-of the ten specified direct effects on perceived

facility impacts. (Figure 3.1) are likewise excluded from

the revis§3<path.model. In the absence of any direct

effects between the contextual factors.and facility
desirability, perceived facili'ty impacts mediate the in-

< .
fluence of residential 1ocatioh and percentage of res-

idential land use on facility desiiability, The extent

of this intervening effect is however much less pronounced

J

than that envisioned in the initial conceptualisation

ok

. ' .
~ . The structure of\rihure 6.2 is thus different

from that of ?igu%e 3.1 in three ways. First the causal

influence of personal characteristics are more pervasive

bl

tha?}}pjrigure 3.1. second, attitudes toward the mentally

i11 ‘ana perceived facility ‘impacts do not exhibit power-

ful intervening effects. And third, there are no direct

effects between contextual variables and facility desir
ability. C

-Perhéps the most'obvious difference between the
- .

two models is the relative demise of perceived facility

v
-

impacts as an intervening influence between contextual

. factors and facility desirability. Moreover, the. absence

of any direct effects between descriptive neighbourhood

attributes and facility deéirability suggests that data

-
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! _J L3 ] 3
N\, Pproblems rather than,concegtual ambiguity underlies

—

this aspect of - Figure 3.1. This possibiiity is -explored

Ain the following éection..

6.4 Weaknesses in the Internal Viridity of the Data
N :
With the exception of geographic location and per—’

L
R

centgge of residential, open space and vacant land uses,
the neighbodrhood Gariables exhibit consistently small
and non-significant path coefficients for their direct
effects on ﬁerceiveé.facility impacts and facilify“ desir-
ability. Although hypotheses six {geographic ation); -

sever~neighbourhood social status); and eight (percentage

of'residential, vacant and open space land uses) are either

{ ' : C

fully or partially supported by the direct effects of these
variables on perceived facility impacts, almost all of

.!he hypotheses concerning their effects on facility desir-

ab&lity are rejecte‘d.l There is however partial support
A .

or hypothesis fourteen in that percentage of open space

™~

15 staﬂﬁstlcally 51gn1f12ant and inr the predicted direction.
]

As noted in Chapter 5, the Eost plausible explan—.‘
étio:STor the weak qausa%}effects-of the contextual ' {
1

vari es concerns the mixed levels of aggregation at

) : e -
I.Spécificaliy, hypotheses twelve, thirteen and fifteen.
Also, hypothesis fourteen is partlgﬁly rejected

’

,. , ’

-t




J _ 158
g . '

which the relevdnt data were collected. 1In the first
place, the contextual variables themselves incorporate

three geographical areas which ‘are not spatially co-

incident. Specifically, residential location is defined

at the city borough levédl (Figuré 4.1), neighbourhood

——

social status is defined at the census enumeration are
-

level and land use data is measured at the census tract/
basic planning unit level (Figure 4.2). Furthermore,

. )
the individ;al levei attitudinal data which constitute
the dependent wvariables in édbh patﬁ model wére sampled

on an enumeration area- basis.

As'a consequence of this mixed data set, the

-

T

endogenous attitudinal variables are being 'explained'
by reference to exogenous variableibdescriptive of much

larger geographical ‘frames of réferen& . ite clearly

N , d_/\\_ v

people are not oblivious to their immediate environments,-
. s ] - W

particularly the residential environments'whereﬁthey

spénd the §réater part of their lives {(Smith, 1976). This

is though% to be especially true when faced with the

incursion of services such as community mental heal E\fare.

resident is most familiar with such as the block his/hef

house is on. Unfortunately land use data is'notrofficially

}9
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-

f \collected for .smaller geographical units than the census \//(\/ﬂ
tract, hence this problem is difficult to ovefcome with- i

out a special survey.

‘From the results of the path aha;yses discussed

earlier it is apparent that.preceéing exogenous variables
measured at the same (i.e. individual) level as the

éndogenous variables have the.mos; Preonounced causal
effects.on the latter. Whether the ekplanatory po;er of
the contextual vafiables would.significantly improve if
measured at a more localised level remains to be seen.

?he inflpence of contexéuégﬁiactors on individpal attitudes
1toward the introductionlof community mental health care

is not sériously questioned by the results obtained ip

this study. ©Nor is the fact tthat people are aware of ~
their immedié}g residential environments. The results

show ‘that there are serious operational and inferential
problems in examining such 'cross-level' relationships
(Alker, 1969)., ‘Operational problems foc;s on the ap-
propriate level at which to measure the aggregate data
-a;d inferential problems concern statements that'can be
made about éignificant relatiﬁnships déri?ed froq cross-
level analyéis.

The overall level-?f eXplanation attainedw Y the

various structural equations is modest. . The major reason
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for this is endemic to virtually all studies of p;blic
attitudes "(Schuman and Johnson, 19786). Uncontrolled and
more often than not uncontrollable exfraneods influences ;
typically inéroduce contaminating aﬁd confounding error
variance into the variables being measured, even in
situatiohs where.considerable care has been taken to
construct and develoﬁ.measurement instruments. As a '
résult.éhere are oftgn high proportions of unexplained
VYariance in the finéings. Such is the case with the results
reported in Chapter 5 and the first section of the Qéesent

s
chapter. .

There is no simple way of determining the extent

to which attitudes toward the mentally ill or perceived

mental health facility ‘impacts alone are being measured
\\/' » - .
by the respective measurement scales. However, associated
. \

| . pieces of evidence can provide clues as to the general
’. V b N .

-
~

. measurement accuracy. For example, it was noted in Chapter
i o= ' q that 103 of ghe 139 iespondenté reporting awareness of
3 a ; mmunity mental‘health facility in their neighbourhood
| gg:Zd not correctly name and/qr/iocéte the faciliéy. "On oy,
.this basis responses"to perceived mental he#lth facility
impacts may include potentiarlx misleading information.

A fufther problem thak may affect several of the

- - -

\ .
observed relationships concerns the relatively low response

variability for the scale items measuring perceived mental
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lel

- : ‘
health facility impacts and facility desirability. Since

so few people,eveﬁ‘in the with-facilities sample,were . —

aware of existing community mental health facilfties, mos
. . . & . . ~
of the responses to perceived facility impacts were based

on expectations rather than experience; With thgs in

-

mind, people did not seem to,kQ?w quite what to expect -
from the location of a mental health facility in their
neighbourhood. Responses to this guestion theggﬁore

tended to cluster about the neutral point on each 0f the *

twelve cdnstituent‘neighbourhoqd impact scales (Dear

et al, 1980). .
m

In a similar sense, responses to potential mg‘tal
healqg\facility,locations further gthan seven blocks from

home were almost unanimously desirable (B8% of'ﬁ%&'responses).

The general effect of such highly clustered responses is

’

to reduce the variance and hence the effectiveness of the
»

measuti;ﬂ/ﬁigher R2 values for locations c¢loser to home )

were the result of two factors. First, proximity to

" home evoked more precise judgements of desirability and

therefore lower error variance in'responses.\\Second;
judgements of facility desirability-within one block

produced greater variance jn responses than either of the

-~

other,:yo locations.

x ) . ". = hnd . »
. Desplte problems with the af?i{gd;nal measures

éqF the ecological problems encountered with the wvarying

levels of measurement, the results of the path analysis" ‘

i 1 -

b
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confirm most of the hypotheses describing B%gure 3.1.
In association with the general stability of the m;jor
(i.e. significant) causal pa:ametgfslin ﬁhe post hoc
test, t@is provides support fo; the strﬁctﬁre.of the
revised path model.

The data proble‘g\which have bpen discussed in
: U

" -
: £

this section are by no means intractab .Howéver, they

Serve to weaken s@veral of the relationships “contained

/H\&n the original model, In particula
N . : . .
variables are thought teo play a_mxﬁpTimportant role in

-+

r contextual

¢ éthe response process than the results of the post hga
Y test suggests. The ‘post hoc testrtas_highlighted several

theoretical weaknesses in Figure 23,1 as well as suggesting

J K

»

' ™~ .
_whererfuturq re?Q;rch can improve on problems in the L.
rg‘ised model. The theoretical and practical :kﬁlications

»

) - -
of the revised model and the major'%?ﬁd%ngs of the thesis
<. 0 C e
’ are discussed in the followingzggoncluding chapter.

. &
6.5 Summary /é;’ s . -
. -] 3+t

This chapter hQF completed the empirical analysés
. - h )
undertaken in the thesis. Specifically, the specification

. | 4
asgqutions‘underlying the original causal model were

tested by examining all possible one-way causal relation-

_ships in the model. The results of this Eoét' oc test

indicated that several of the paths ¥n the'or;giﬁal model
», . . .

. ‘e Lo : - .
were mis-specified. In particular, all personal variables

| | [

- ' hd .

0_' ‘S * . _ ; )

-
-
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with the excéption of"&huwtendance were found to
exert smgnlflcant direct 1nfluenc on perce ived facility
F S
jz& The ma r causal
. -
influences on facm;ity de51rab111ty werd confirmedf/in

_1mpac%’/pnd/or fac111ty desirabil

'b%?& fit' pa model containing significaﬁt direct link-
/ .

ages between th variables was p:esentedﬁand discussed.

. * * N . R

Datﬁaproblems were shown to be responsxble for mos®Thof

the unsupported hypotheses. -

o)




CHAPTER 7
SUMMARY AND CONCLUSIONS

This thesis has presented and empirically tested

-~

a‘causal model of individual responses to Eommunity mental
health care. The research that is reported constitutes

the first systematic at£empt to identify the causal pro-
cesées underiyiné.reactions to the non—héspitalised - |
mentall§ i£ll] and the facilities that serve them. Existing
research addressing this general problem is either in-
;o%gi?te or speculative,'heﬂce the preéent‘study represents

a signéficant advance in this respect. Moreover, all in-

-

ciatb;s suggest that the trend toward community mental health

care will continue in the futuré. The coficeptualisation -

of the non-user response process that has béen attained in

"this thesis is therefore of immediate practical and theore-

tical relevance.
"~
7.1 Summary

The initial conceptualisation\of individual

responses to community mental health care was based on

7

. intuition and erse strands of empirical evidence re-

 pdrted (in gye literature. The validity of ,the emergent

conceptual gframework ‘was examiped.empirically-wit data >

/{,\‘:\A‘_\j\b&;% 161.1 ,' \} '_ “
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collected as part of a questionnaire survey of reactions

to mental health facilities in Toronto, Ontario. Respondent
households were selected from two samples of the Toronto
census metropolitan area; one comprising census enumeration
areas with existing mental health tacilities and the other

comprising facility-free enumeration areas. Both samples

'U51ng these data, nlneteen hypotheses, each describing

were stratified by geographic location and social class.
A
a specific link in the response process, dere tested in
the analytic sections of‘the the51s. '
The~ana1yses Qere undertaken in- several stages.
First; the hypotteses were tested using simple correlational
analysis. Secoed, tﬁe.path anaiysis of the resPonse process

was undertaken. Thi;d! the"validity of the path model
describing the response process wag\sziififgggin a test

of "the . speczflcat;on assumptlons underlying its structure. ®
Although some important. weaknesses in the initial conceptlon
L4 1ndzv1dual responses to community mental health care

emerged in the post hoc test, the major linkages in the

causal model were confirmed,

‘The results obtained from the bt:i:fjsp*correlations

were generé!ly in agreement with the specifled hypotheses.’

R —
No faJ;21 inferences could be ‘made from these relationships, '

however, as zero-oFder correlatlon coefﬁlcients-ij% measures

of covariance rather than causation (Kenny, 1979). The
: o B . X
' oa R . . . . - [N
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direct, indirect and total effects estimated in the path

L
analysis were used to examine the causal influences under-

lying the individual.respense process. : . ™~
The path coefficients estiméged for linkages

=+ N
between the five observed personal charagteristics and

-

attitudes toward the mentally ill confidm that personal

-

factors exert significaht antecedent causihl influences

bn the latter. Level of education and.familiarity with

¢
'

mental. illness have greater dlrect effects on the favour-

“ability of attxtudes toward the mentally ill than frequency

of church attendance, household té%ure and respondent/s)
age s
Attitudes toward the mentally ill exert the strongest

g

caesal influence of any observed variable on perceived‘
mental health facility impacts,confirming the anticipeted
close ,link between the two ﬁajor dimensions of community
mental health care. The expected caupal effects of the
ten neighbourhood variables od—pgiceived mental’health~
fecility impaets afe on;y partially confirmed. Four var-
jables exert significant direct effects on facility impacts
eny influence. Percentage of res- /-
., ) s
.a neighbourhood has the greatest . . C

of any contextual variahle\on perceiveh.
»*» :

and six do not er
7N

idential land use i

*

'faclllty 1mpac s, followed by residential location, neigh-

bourhood soc1al status and percentage of vacant 1and use,
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Awareness of an existing neighbourhood mental
health facility does not exert a causal influence on

- —’-’ | -
perceived fability acts. {n“general, the awareness of

existing menta

health fac;%iéies in metropolitan Toronto

is very low; ‘mu lower than suggested by the attention
: \

mental health issue has received in the .

the communit
lo7al press (Isaak, 1979). Despite thé attempt to con-
.. . . -} s

trel for facility awareness in the sample design, the

.small number of respondehts actually aware of the mental

health facility in their neighbourhood considerably reduces
the analytical utility of this wvariable.

Attitudes'towafd the mentally-ill a=xd gerceived

3

“mental health facility impacts exert strong antecedent

’ 40
causal inqﬁ%izces on the desirability of a ¥uture mental

health facility. Perceived facility impacts A;ve a stronger

: -y
direct effect on facility dESlrablllty than any other

preceding varlable. A;tiﬁgif;goward_the mentally ill

v . .
has an equal total causal influence on facility desir—
. A .

ablllty by virtue of its direct effe:;Q::i/jpdlrect effect
via perceiyed facxllty impacts, Thusg, e favourablllty

of attitudes toward the mentally 111 and mental health
/

fac111ty 1mpacts are 1mp¢rtant pred159051t10ns for the
- e

_ Rcceptance of community'menfal health care. -Moreover,
) i . - <

~

pergsifed mental healtbh facility impacts'operate as an

important intervening mechanism in the relationship

¥
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<~ the three distance .zdnes.

les

.

{ (
between attitudes toward the mentally ill and facility

desirability
Perceqtage ofzopep space in a neighbourhood was

the only contextﬁal vgriable to exeft a significant

direct-effect on facility desir;bility. However,

several conééxtual vériables {location, percentage of

residential and vacant laﬁd uses) have noticeably

larger total causél effects on des%f bility via the inter-

vening influence of perceived facility impacts. Aware-

- . - -

- . - N} - - \
ness of an existing mental health facility does not\ixert

.
a causal. influence on facility desirability.
! :

e
- Distance from home was shown tolafert a sig-

N
nificant influence on the desirability of a future mental .
health facility for tﬁreé distance-specific locations.

Closer locations were viewed on éverage as less desirable

than more d%gtanf locataons. Only 128 of the 1090 respondents
(12%) rated a location within 7—12‘blocks'to some degree

undesirable. The number increased to 245 (22%) for the

2-6 block range, and 404 (37%) for locations within a

.block.

Attitudes toward the mentally ill and perceived
' ' ' ~
mental‘health.facility Ampacts are the only two significant

: e ; . : .
causal influences on faﬂélity desirability for each of )
. . - a A L

locations within one block' -

esidential land use, open

F

of home, geographi?/T?cag?on,

-

-
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space and vacant land use all have relatively strong

total caugal influences on desirability, via the inter-

.vening influence of perceived facility impacts. The

level of explanation of facility desirability (R&) in--

creases with proximity to home, reflecting more, precisiom

and greater overall variation in judgements of desirability

for this distance zone.
The level of explanation for facility desirability
is better than either, of the other two dependeﬁt'variables‘

(attitudes toward the mentally ill and facility impacis).

However, in general terms, the level of\xxg}anation for ©

each dependent variable is relatively,low.

Several difect causal linkages were omitted from

the ordgi atH-mddel, based upon the assumption that

attitudes toward the-mentally ill and mental health facility
* ’ - : ! ' ! ’ ‘ .
impagts operate as intervening mechanisms for the trans-

mission of antecedent causal influences. .The post hoc

test of this and other specification assumptions uhderlying

the original model shows that personal factors have a more

pervasive influénce on facility desirabilitydbhaﬁ expected,

" 0 ) ‘ h i . .
Hence, the intervehing roles of attitudes toward the men-

. -

tally illland mental health facility impécts,'although

impoqtant} are mdre restricted. than first thought.- The

theoretical significahce of these results is discussed in

. L - ) . ’ )
the follpwing section. v, »

" :
Jr S ”.
r N N I
* A - L
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to be transmitted through-attitudes toward the mentally
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7.2 Theoretical and Methodological Advances

!
The results of the initial and post hoc path

-

s

anpi;ses both.highlight perceived mental health facility- *
impacts and attitudes ﬁoward the mentally ill as the
major causal influences on résponses to future faciligf
locations. In this respect the.theoréticalIunderpinnings
of thg ofiéinal model are confirmed. However, ths structure

. _ P

of the revised model has‘a numﬁen»of important ramification{*ﬁ’j
for the original conceptuglisation. The resirictedhréle
of personal cﬂaragteristicﬁ is‘a case in point.

Based upon the weight of existing r;seérch, the

causal influence of personal characteristics on facility

impacts and facilitj.desirability were a Erioni expecpm?

’a

. ’3 Lo e e
‘ill.. The results of the post hoc test show this ‘initial -

assumption to be.erroneous and that certain personal o

\

characteristics gxert‘significant direct effecté on facility
impacts (age; gduqation and household tenure)-and facility,
dasii%bility (familiarity with mental i;lness-and tenure),
indepéndent.of,attitudes toward-the méntally ill.

. In support of the structure of .the original path

’

modei, familiarity.with mental illness has a markedly o
. A ]

larger total ,than direct,causal .effect on perceived facility
’ ’ ) : /
impacts, via attithes toward the mentally ill. However,

1
r

this is an exeeption and, in general, attitudes toward the

_—
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— .

mentally ill play a Eestricted role in transmitti

’ effects of pefsonal characteristics to perceived fawility

'

impacts and facility desirability.

. A - :
* The omission of causal linkages between contextual .

factors and attjitudes toward the mentally ill is supported

by the results of the post hoc test. However, only two

contextual variables emerge as signifibant ¢auses of
perceived facility impacts and none have significant direct
effects on facility desirability. To accept these results

at face value is counter-intuitive and contrédicts the

generally accepted notion that environmental sur-"
o | . ~ |
roundings influence personal aptltudes\xﬁd.opinions.

The .ineffectiveness of the éoﬁtgxtual data is

thought to be symptomatic of a more general problem T

concerning the level at which these 'variables are measured

' L]

and the inherent difficulties of multi-y;vel analysis
‘(Alker, 1969). This problem is present throughout the

analytic sections of the thesis, hence it is difficult

to ascertain the theoretical validity of the omission or
inclusion of paths from thejcontextual factors to dny of
. : T . s :
-~ the three dependent variables. '

Despite this problem,the pakh‘ana}yses?reported
in Chapté;s 5 and 6 haze clérified the reygtive causél'. -
e;ff'.fs:'c:.t:s.ot‘.= the specified gntecedent‘véréablo‘q% o‘r’_ﬁ-acility
.desifabilitg; The conditions for causa;it; werelogfiined
_in.Chaéper 3 and, on th%é‘basis, the‘ﬁyst§m§£ic analyses”

» ! . .
. . . LY
. s K B .
[} : . .
- . .- d

.
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of linkages betwegn variables represents a significant

methodological advance over the simple correlational

I - . f R -

approaches which have characterised previous research.

-~ .

W However, numerocus technical is§ues concerning OLS
. " * .~ ' "
linear regression and the multilevel analysis issue re-

main to be more fully examined in future research. Before

. .-

. suggestions for future work are outlined, the practical
significance of the results obtained from the path analyses

are discussed. ?}

7.3 Practical Significénce of the Results

- -

From a practicil point of view, several points
., 0of interest emerge from the results that are presented

in the two analytic chapters. ;
S ~
4 , :

- ‘In terms of enco‘raglng the acceptance of com-
e .

munity mental health carxe,: a premium is often placed oh
the need for increased public education. 'From the results
of the post hoc test, individual familiarity with mental

illness has a strong direct causal effect on the desbir

t

ablllty of a future mental health facility close to home.

People who have experienced mental 111ne55, eltggr them—

selves or in theig 1mmediatg family, are more receﬁtlve

" to community menfaﬂiheaIth care than those ‘who have not
had similar experiences. T;}Bg;eSult sugggsts that gublic

exposiire to 'mental illness may indee} be a viable means y

-~

-~y ) -
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of encouraging the acceptance of community mental health

facilities and hence the mentally ill. Reports in the

»,

press of negative mental health facility impacts and :

opposition to the lchEion of group homes consfitute
negative public education. Atteaphs should be'made to
counteract these often exaggerated and erroneous accounts
and encourage the public to support community mentali
health care*fag%af than defeat it, Headway is being
made to this end in the United States w1th7the advent

of small’ scale public eduEation programmes designed'to

<.

inform non-users about group homes and other facilities
and thus mollify potential opposition to facility locations. -

The strong causal influences of attitudes toward

-

the mentally ill anﬂ perceived mental health facility
impacts on the desirability of future facility locatiohs ’
suggest that publle education programmes spec1f1cally v o

desxgned to foster positive attitudes and dlspel mis~ o T
L]

rconceptions concerning potentially adverEe facility impacts

. . N . “
will have the greatest influence on encouragin;)the-accept-
‘ ' ) ~

ance of community mental health,care. From a#policy point |

, R . ey ~
of vxew mental health admlnlstrabors, planners and service

operators 'should use 'this 1nformat10n and the resources

availabaﬁ’to them” to -encourage positive non-user responses
' 1 5 . )

to facility users and facilities,

. . .. . . : . .
To the extegt thit is thetis has identified the’
- - - . y - -
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‘major indivi@uél influences on facility desirabili;;\x\

(within the confines of the variables examined) it has

-

been sutcessful in fulfilling its major objective. How-,
4

£S

ever, q”estions arise concernihg the implications of
- . s .
thegse results for developing planning or locat;;nal‘
strategies., Clearly, the facility loéztioﬁ problem is

B ) )
not an individual response problem. Rather, it focueses
on aggregations of individual responses defined at the
neighbourhood or some other highe}—order level. With

respect‘to community response, there are two major relate&

problems 1n\develop1ng a locatlonal strategy for communlty

mental’ Pﬁ\jth care. , These are: (i) deflnlng appropriate

spatial units for the analysis of responses and (ii) as-

a ’

certaining the extent to which responses are homogeneous .

within the spatial units.) N .
. ‘ ;

This'thggis has examined the. individual response -

. : . -t P
protess. .A major issue for future research j.o »a@gires&f’ f\\,
. _ .

e “ X ",
‘concerns whether tHg same causal seq&énce applies to

her tf, same ca = -y

response at, the neighbourhoed or community level. - More-

o~

over, an appropriate cohéeptualisation-of the individual ++
. , )

environment relatlonship required. .Onrgoing resea;dh ~
~ tin the field of sockal ecdlogy suggests that indi@ideal
behav1our dynamicaliy with ecological character-
/ 'j; istics rather than varying éi£§%£1y with the latter.  The o

-technical-capacify exists to examine such interadtions.

¢ -
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-

waever; the da®tnting problem. of defining a suitable
' o . -
theoretical formulation linking environment and behaviour
e . z
RN
i

remains for future research,’

: : 7.4 Directions for Future Research

i

The clarification of the individual resporiﬁ
-
process in this thesis is an important step forwargd.

There are however several avenues for future research.
*

The present study relies upon very general working s
- J: 4

* definitions of the two central variables in the response
3 . process. Clearly, mental health facilities diffé{iin

sizef{{gnction and appearance. S\pilarly, the mentally

. »r
i1l exhibit different symptoms depending on the nature

*

of the‘illgess in guestion. Variations in these twe®

pompénents are likely to'produée differen%ial‘responses,
which could conceivably change the nature of the éesponse
process éf agﬁiyéed in this'thesis.‘ TojthiS'extent an .

‘;ﬁmeediag{é{eQéarch task is to examine the effectg of | \\\\
d

ifferent facility and user characteristics on non-user
. o '

responses. ' e A
A

At a general 1evel,viqnéttes‘such as those developed

" by: Shirley Star (1955) offer the mostxﬁtbgise. Theée.

\\j ¢ involve the use of single paragraph case study descriptions
' . } . -

[ H

}F ’ .. of different users or, for that matter,-different facilities.
' ’ L} -
\*\\H; ) With this method subjects respond to a specific,- albeit (
. N S » s
f\_/ ’ ¢
¥ . »
— y

-
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[
hypothetlcal, stlmulus that is danlpulated by the researcher

in order to examine the—effects of key attrlbutes ‘on

responses. With the hirdsight gained from the low leve%

of facility awareness in the Toronto.study, th use of
putposive ran?om samples to cont;cl for the effect of
f;;ility characteristics oa'respoases is not aiways‘
s:ccessful. The use of Q*fothetical examples th‘, O‘

accurate;y'portray real world instances are a,;eady made
lternati . -
alternative. .
N . - _ - .
A fu'rthe*a for future researth concerns the
influence of personal non-attitudinal factors on the
three endogenocus variables fh-the causaf model. Based
o % o .
upon the‘pervasive effects of these variables, gheir

~

rahge should be eupanded to ‘includ® additional factors.

In partlcular, more exhadgtlve 1nformatlon about fam- "
- !
iliarity with mental iliness would serve to clarify the
a . - . 1 . . -
potentially important role qf'this factor in ;%couraginq

s

-

thb'achptance of community mental health-care. .

The most lmportant aspect of -this thes;s in terms
of future research concerns the rofg\;fffontextual varlables

in the response Erocess. In Chapterseé'and 6 it was

Il ~ b

T

suggested that the relative absence of 91qn1f1cant effects

from these variables\stems from the level at whlch they-

.
-

are measured. The va idlty of thls explanatlon can”be

¢
[l

determined by utilising more disaggregate contextual .

L]
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information. However, it may be that a more productive
approach, in terms &6f deriving planning or pol}cy guide-
lines, would be to use mean or median attltudlnal scores
measured. at the same level of aggregati as the contextual

data. This raises the joint problems of approprlate units

-

‘Jh internal homogeneity in responses, mentioned in the
p?%viops section. Future research must address these
issues in order to advance the understanding of th? ind-

ividual response process whlch has been attained gg this.,

thesis. : .

. ! -
. While recognizing these important avenues for

futufe research, the primary objectives of this thésis

have been met. The causal influences underlying non- ™

M .

user responses to community mental health care have been R
Ry N s -

defined and tested. This analysis represents a significant

theoretical and methodological advance on previous research

and as a consequence has potentially importént'implications
. - ’

for the planning and location of future facilities.

BE TR
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APPENDIX 4.1

b
Field Report of the..Toronto Community Menta® Health Projéct
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, APPENDIX 4.2 E C-
o THE SURVEY INSTRUMENT' .
-3 - a

This Appendix contains the complete guestionnaire
used in the Toronto Community Mental Health Project.

Questions used in this thesis are denoted with an asterix.
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SURVEY "RESEARCH CENTRE

INSTITUTE FOR BEHAVIOURAL RESEARCH
YORK UNIVERSITY

130
LABEL

JUNE. 1978

PROJECT # 215

n -

Community Attitudes Toward Neighbourhood Public Facilities

The Survey Research Centre at York University is
condycting a study on behalf of a research group at McMaster

University in Hamilton. We would like to know your feelings
about various community services. ° :

RELATIONSHIP TO MARITAL * ELIGIBLE PERSON

CHECK
HOUSEHOQLD HEAD SEX STATUS ‘AGE

NUMBER SELECTED
. . - PERSON

’

(HEAD) ' S ‘ -

\ ’ NUMBER OF PERSONS ELIGIBLE 1

PERSON TO BE INTERVIEWED 1 2 2 1 3

RECORD OF CALLS >

DAY MONTH TIME RESULTS

[\¥]
w
=Y
[8)]

3 " . .
i. L . }(' LENGTH OF INTERVIEW:
3. , ' " INTERVIEWER:
[ 4 -

R it




SURVEY RESEARCH CENTRE

INSTITU?E FOR
YORK UNIVERSITY .

2a.

b.

.3a. Are there any. particular community services you would oppose

b.

"in residential neighbourhoods?

BEHAVIOURAL RESEARCH

PROJECT # 215

Il

LABEL

1981

What is your general opinion about locating community services
community centre,

local clinic,
or opposed?

police station,

Favrour.......
Iﬁdifferent..
-Opposed......
Don't Know...

Assuming land was availalbile, are
services you would favour having

eSS e et nnnnnenseccnaa

No: e irennonoaueanan

Don't Know....sueuweoe..

If YES, what types?

-

-

-

(e.g.,
fire hall).

Are you in favour

e .o

s =

.

-

-

there any particular community
in this neighbourhood?

located

® * 558 coreensessarena0csn

B A

e s s e rerera s rrenas

GO TO Q.

3a

L

havin® located in this neighbourhood? o

Yes........................................

Nol.--l--I-ll...l.'I‘...l..-l"ll....!-l-.l'
Don't Knbw............,....................
) GO TO Q. 4a

If YES, what types?

an -

TS S




d4a.

b.

* Sa..
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.

I am especially interested in your feelings about com-
munity mental health facilities and the next few questions
relate to this. Community mental health facilities include
cut-patient .clinics, drop-in centres and group homes which
are situated in residential neighbourhoods anad Sserve the
local community. Mentdl health facilities which are part
of a major hospital are not included.

Are you aware of any community mental health facilities in
Toronte?

Yes........................-.....u......

1 L R R T T T T T N T N

GO TO Q. 5a

|
Can you name any?

S
#
—_—

Is there a communlty mental health facility in your
neighbourhood?

Yes

L I N I RN E N I .

.
MO e et tenetacrnsnsonosnsansocoenenacannas

DONt 't KNOWaioree e eoeeoeeotonsonennnnna,
GO TO Q. 6

What is the name of+that facilit¥?

Where is it located? (CLOSEST INTERSECTION) _ i

IF FROM Q.5 RESPONDENT IS UNAWARE ‘OF A FACILITY IN THE
NEIGHBOURKOOD THEN PHRASE Q. 6 IN THE FUTURE CONDITIONAL
(E.G. "WOULD HAVE"); IF AWARE, THEN USE THE PAST TENSE

" a 1
(E.G.. "HAS HAD") o . )
What effects do you think the location of a community mental
health facility in your nelghbourhood would have/has had?
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ATTITUDES TOWARD MENTAL ILLNESS

The following statements eXxpress various opigions about
mental illness and the mentally ill. 9The mentally 1ill
refers to people needing treatment for mental disorders

but who are capable of lndependent living outside a
hespital. Please circle the response which most accurately
describes your reaction to each statement. It's your

first reaction which is important. ' g

L

HAND QUESTIONNAIRE TO R. TO FILL IN

.

STRONGLY AGREE NEUTRAL DISAGREE STRONGLY
AGREE DISAGREE

S5.a. A N S5.D.
should be hospltallzed
S.A. A N

More tax money should be spent on the care and treatme
of the mentally ill.

s.a. - A N _ D S.D.

The mentally ill should be isolated from the rest of
the community. .

"S.A. A N D S.D.

The best therapy for many mental patients is to be part
of a normal community.

S.A. A. N D S.D,
Mental illness is an illness like any cther.

S.A. A N D S5.D.
The mentally ill are a bur@en on society.

S.A. a N D S.D.

%
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- STRONGLY ~AGREE NEUTRAL DISAGREE STRONGLY
AGREE DISAGREE
S.Aa. a N D S.D.

9

The mentally ill are far less of a danger than most
people suppose.

S.A. A N D ~S.D.-

Locating mental health facilities in a reSLdentlal area
downgrades the neighbourhood.

id .

S.A. A N ) D s

<D.

There is something about the mentally ill that makes
it easy to tell them from normal people.

-

S.A. A N . D S.D.

The mentally 111 have for too 1ong been the subject

of ridicule.

S.A, A N D _S.D.
A woman would be foolish to marry a man who has
suffered from mental illness, even though he seems .
fully reccvered. . . 4

S.A. A N D ) 'S.D.

As far as possible mental health services should. be
provided through community based, facilities.

S.A. A N D : S.D.

Less emphasis should be placaijon protecting the public
from the mentally ill, .

S.A. A - N D S$.D.°

Increased spending on mental health services is a
waste of tax dollars.

S.A. A N . D S.D.
At



STRONGLY AGREE NEUTRAL DISAGREE STRONGLY
AGREE - DISAGREE
S.A. A - N D S.D.

No-one has the right to exclude the mentally ill from
their neighbourhood.

5.A. a N D" $.D.
Having mental patients living within residential
neighbourhoods might be good therapy but the risks
to residents are too great.

v

,S.A. A N D 5.D.

Mental ‘patients need the same kind of control and
discipline as a young child.

S.A. A N D S.D.

We need to adopt a far more tolerant attitude toward
the mentally ill in our society.

S.A. A N . ) D - 5.D.

I would not want to live next door to someone who
has been mentally ill. ’

’

S.A. A T w D S.D.

Residents should accept the location of mental health
facilities in their neighbourhood to serve the needs
of the local community.

S.A. A N D S.D. ,

The mentally ill should not be treated as outcasts of
society. ' ’

S.A. a N ' D 5.D.

- ' a1
There are sufficient existing services for the mental}y
i1l1l. :

S.A. A N D 5.D.

195
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bb.

cC.

dad.
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STRONGLY ' AGREE NEUTRAL DISAGREE 'eTRONGLY *
AGREE BISAGREE
. i
. P
S.A. _.A N N D S.D.

Mental patients should be encouraged to assume the
responsibilities of normal life.

S.A. A N D 5.D.

Local residents have good reason to resist the location
of mental health services in their neighbourhood.

S.A. A N D S.D.

andle the mentally-ill is to keep
doors.

The best way to
them behind lock
S.A. ’ A N D S.D.

Cur mental hospitals\ seem more like prisons than
like places where thesmentally ill can be cared for.
S.A. A N D S.D.

Kﬁyone with a history of mental problems should
be excluded from taking public office.

S.A. A N D ‘S.D.

Locating mental health services in residential
nelghbourhoods does not endanger local re51dents.

S.A. . A N . D S.D.

Mental hospitals are an out-dated means of treatlng
the mentally ill.

S.A. - A N ' D S.D.
The mentally ill don't deserve our sympathy.

S.A. A N D S.D.
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STRONGLY  * AGREE , NEUTRAL DISAGREE  STRONGLY 7
AGREE Lo be DISAGREE
S.A. A N D S.D.
ee. The mentally il1l shguld not be denied their ind-
ividual rights, . )
S.A. A N D W S.D.
ff. Mental health facilities should be ieét out R :
residential neighbourhoods. P ' ¥
. - 1
S.A. 4. A N . D S.D. 1=
1 !
gdg. One of the main causes of !ﬂntal illness is a lack . :
of self-discipline and wil power, <
S.A. a N - D . fs.po.
hh. .We have 4, ‘responsibildty to ovide the best
possible care for th Qgggffi\}LLb,,f
S.A. A N D S.D.

ii. The hentally ill should not be given any respon-
sibility.

S.A. A N . D S.D.
ji. Residents have nothing to fear from people coming

into their neighbourhood to obtain mental health

services.
S.A. A N D S.D.
- o . . .
kk. Virtually anyone can become mentally ill.

- v
S.A. A- . N D - 5.D.

11. It is best to avoid anyone -who ﬁ!s mental problems.

S.A. A N D 5.D.
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nn.

STRONGLY AGREE’
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"NEUTRAL DISAGREE STRONGLY
AGREE DISAGREERE
S.A. A N D S.D.

Most women who were once patients:in a mental
hospital can be trusted as baby sitters.

S.A. a : N b S.D.
It is frightening to think of .people with mental . :
problems living im residential neighbourhoods. ¥
6 - . -
S.A. L A N D 5.D. -
A
&
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8. HAND QUESTIONNAIRE.TO R. TO FILL &N
a.

It b.

199

Please read through this list of adjectives and put an
X beside each one you associate with the term community

mental health facilitvy,

Community mental health fac-
"ilities include out-patient clinics,- drop=in centres

and group homes which are situated in residential neigH;'

bourhoods and serve the lcocal community.

accessible

active
____appealihé

attréctive

bad

big
busy

calm

¥chaotic

" cheerful
clean
commercial

“ . confusing
congested
conspicuous
contrasting
convenient
crowded
danéeroué
depress{ng

deserted ”

dirty

disturbing

familiar

fast

friendly
frightening
good
harmonious
hidden

human

inconsistent
" inconspicuous
inbuman '
iﬁsecure

institutional

interesting

inviting

noisy,

normal
noticeable
____odd
__orderly
6rdinary
organized
out-cf-place
____p?aceful

. _permanent

' planned

.predictable

\

_____Private
__;_public,
____quiét*/
relaxéd
____repellant
resident§al
rundown.
___safe
slow
small
sociable
_____stable
strange )
____syﬁpathetic
. tense
threatening
. ugly

uncertain

unfamiliar &

____unfriendly
___ unnatural
unnoticeable”
__unplanned
unpleasapt
____unusualA

.~ visible

welcoming

well-maintained’

Now please circle the ‘six adjectives in the list which for
yYou are most associated with -the term community mental

ealth facility.
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9. HAND QUESTIONNAIRE TQ R. TO FILL IN
a. -Please repeat the same procedure to indicate the -
adjectives you associate with your neighbourhood
in general. - ) -
.accessible __ frightening ., _ relaxed
___active __ _good ’ . repellant
. appealing _____harmonious . __ residential
‘ ___ attractive __ hidden ____rundan .
] bad __ human ___ safe
big ____inconsistent _.__sSlow
_____busy _____inhuman _____small
___calm ____insecure ;___ﬁociable
chaotic 7 A\ " institutional ____ stable o
_;__pheerf 1 ____interesting , strange
____clean __;_inviting ______sympathetic
, —___commercial ____ noisy . ___ tense
cenfusing _____normal ‘ _____threatening
____congested = ___ noticeable __“_uqu
____conspicuous __ _odd } ____pnFertain
contrasting ' ____oraerly ____ﬁ}fémiliar
convenien ) ____ordinary ____unfriendly
¢crowded ' __ organized ___ unnatural
F__;ﬁangerouf ;___out—of—place_ ____unnoticgable
____depressihg '____peaceful‘ ____unplanhéd
deserted _____permanent ) ____ynpleésant
__ dirty __ __planned __ unusual
disturbing _;_;predictable ___ _visible
____fam;liar \ '__;_private __. Welcoming
fast ! _____public ____yell—mainﬁained-
friendly " ___ quiet '

b. Now please circle the six adjectives in {the list which for
You are most associated with your neighbburhood in general.

’
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4 . T
HAND QUESTIONNAIRE TC R. TOy FILL TIN

" Now please raté on each of the following 1 -

9

1]

7 scales

the effect you think' a community mental health facility

would have/has had on your neighbourhood.
mental health facilities include outpatient

" Community
clinics,"

drop in centres and group homes whicH are situated in
residential neighbourhocods and serve ‘the local community.

.greatly increase K 12 3

traffic on e .
resjdential streets

_greatly increase "1 3
.Property wvalues

greatly increase . 1.2 13
personal safety

greatly imcrease 1 2 3
neise levels

gfeatly increase "1 2 3
Property tayges
greatly attract 1 2%

desirable people

éreatly enhance the 1 2 3

the visual

appearance .

greatly increase 1 -2 3
residents’ neigp— :
bourhood satisfaction

greatly encourage 1 2 3
residents to move

greatly improve . 1 2 3
neighbourhood image

greatly complgment 12 3
residential character
of neighbourhoed

greatly upgrade L 27 3
neighbourhood
quality

\

greatly decrease
traffic. on
residential streets

i
grqetly- écrease !
prope values :

greatly decrease f
N
L/
. |

6 7

&- 7

6 7
personal safety

greatly decrease
noise levels
greatly_decr§a5e~
property taxés -

greatly attract
undesirable people

4
greatly detract
from visual
appearance

greatly reduce
residents' neigh- i
bourhood
satisfaction !

. 7 ,greatly discourage
residents from !
moving ’

1]

a

L ’ : -
6 7 greatly detract
. from neighbourhood
image

é 7\ gpeatly diminish f
sidential b

character of neigh-

bourhood ' :
6 7 greatly downgrade '
n neighbourhood
quality -
[ ]

[ B
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1

b. PLEASE CIRCLE THE THREE EFFECTS ON THE PREVIQUS
PAGE YOQU REGARD AS THE MOST IMPORTANT,

1

Y
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-

124

HAND R. CARD A. - .
7
CARD A G
0l. -extremely desirable~—" .
02. considerably desirable
03. moderately desirable
04. slightly desirable
-05. Neutral o
06, slightly undesirable
07. nmoderately undesirable
08, - considerably undesirable
09. extremely undesirable '
98. Don't Know _ 4
How do ayou rate the-desirhbility of having a
community ‘mertal health facility located within
\_- the following distances from your home?
' v ' ‘ -
. " A -
< ‘4:::::;}%pin 7 - 12 blocks. ...
S b --.within 2 - 6 blocks...
€ ...within 1 blocK.e.s.ooves. ' ‘ '
'HAND RJ CARD B. .
i ] *
CARD B
O0l. oppose ‘and do nothing -
02. oppose and write to a newspaper
03. oppose and contact peolitician -
. 04.. oppose and contact other government fo}cial
05. oppose and sign petition .
. 06. oppose and atfena meeting
07. oppose and joid protest group ..
08. . oppose and form portest group - N .
09, oppose and consider moving ) s

For each Jocation of a -mental health. facility you

have 'rated as undesirable which of these actions .

would you most likely take?

y

.

. @« eseWwithin 7 - 12 blocks..
b. ...within 2 - 6 blocks...
Ce +e.within 1 blockes.an...

-

rs

(R PAGRL . e s e’
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15.

I3

Have you ever taken any #f those actions to oppose the
location of a mental health facility in your ne1ghbourhood"

ASK Q 14 ONLY IF FROM Q.

Y eSS eeeaanonscennnens

Nt ete et itnarirasnensananaoccannsnan

.

i

MENTAL HEALTH FACILITY- IN THE NEIGHBOURHOOD'

.OTHERS GO TO Q.

{

"ASK Q's 15 THROUGH 18 ONLY IF Q.

15 a.

Yes..;.......,."....................

NO.....-..-..--.----..uo...--.-.-..-.

GO TO Q.

]
1

h‘.

19

Do you think your attitudes or behavicur would change if
mental health facility was opened in this neighbourhood? '

OF A MENTAL HEALTH FACILITY IN THE NEIGHBOURHOOD

GO TO Q. 19.°

1

Y

T

.

Are you

.« in favour......
.« Or opposed.....

,indifferent....
Don't Know.....

.

LI

" e e g0

GO TO Q.

5 RESPONDENT IS UNAWARE OF A
SEE Q. 5,

5 RESPONDENT IS AWARE.
OTHERS . .

;

a.' What ‘is your'opinion of the mental heafth_facility in
- your neighbourhood?

s s s s ey
»

LI A N )

‘b. Whysafelyou in favour of/opposed  to the facility?

c. ASK ONLY IF OPPOSED  IN Q. 15 a.

HAND ‘R.

CARD B._

Which, if any of the actlons llsted on thlS

you taken?

(CODE 3 ONLY)

First mentioned.....eecaeees
- Second mentioned...cecocoees
Third menticned.....vececean

.card have

s 858w
* e e e s amea

-
* s ue s‘s 8

-
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le. Were you living in this neighbourhood before the mental’
health facility opened?

204

La
Y e S e eosnseseacavsssasoncransnnnsscss
>

’ W

NOweerooaneavunns “e s e s e e s an

GO TO Q. 19 .

l17a. Are you aware of chanées in any of your neighbours"

ttitudes or behaviour since the mental health facilit§
pened? ) ’
’__ﬁ-_\

Y e N e cde s s e vennnsnssssacssnnsocnee
~ =

" GO TO Q. 18a

.

b. If YES, describe the changes:

Ay

-

1Ba. Are you aware of changes in your attitudes or behaviour

or that of any member of your family since the centre
opened? ) \

r

YES i eeeassonsosnsocsssossssnsncanason

HOtietaassescasassansnssanescnsonces

GO TO @. 19

b. Please describe ‘these chqnges:

- L N

19. ASK EVERYOHE 3 o

In general, do you have any suggestions about hoWw mental
health facilities could be best fitted into residential
neighbourhoods?
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* 20, ,Have you or any friends or relatives ever used mental

*2]1,

22a.,

*23a.

‘health services of any kind?

b= A

N NO e it i it etetoectccnnanesnnces

DON't KNOW.ueeusonennonnnnonenneans
!

And now a few questions about your background.

What level of education have you completed?

o -~

Some public SCHOOl.usuceeenwaaloas
a Public school graduation.........
Some high school.c.iiveennnnnnnann
‘High school graduation.........v..
Technical training be&ond
secondary school.......ciccceannn
Some university or covllege.......

- . University or college
\I\ graduation..eceiceescsocncnnaneeans
‘ S : Post-graduate wWork..ieicuoceeenceas
o
What -1s yBur i1l occcupation, that is what sort of

work do you do?’

(

What sort of business or industry do yotu work in?

- -

What is the main occupation of the head of the house-

hold, that is what sort of work does he/she do? -
. \ , .
~

~
<

4

' What sort of business or industry does he/she work in?




24.

*25a.

k.

*26.

CARD C

A. Less than §5,000....
B. $5,000 to $9,9989....
C. 510,000 to $14,999..
D. $15,000 to $19,999..
E. 520,000 to $24,999..
F. $25,000 to $30,000..
G. More than $30,000.,.

Don'"t Know..eeeoeoes

Refused...caveencern

Please indicate which range most closely describes
the income before taxes of this household in the

past vyear.

Do you attend religious services at least once a
YeSereoevossoonsoomocnses

NO:ewesuousanaenassansvansnse

GO TO Q.

3

What 1is your\}?ligious‘group or denomination?

% Anglican.eaes.
/ "Baptist.......

Greek Orthodox

Jewish......ﬁ.
Lutheran......
Mennonite.....
Pentécostal...
Presbyterian..

~r ’/Roman Catholic

Salvation Army.

Ukrainian Catholic
~~. United Church.....

Other (SPECIFY)

Do you rent or own your residence?

16

-

-

Just give me the letter from the card.

menth?

Rent..cceceenennnes

0174 + R

Other (SPECIFY).

L
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27f How long have you lived in tﬁis houée/apartment? YEARS

THANK &U VERY MUCH FOR YOUR CO-OPERATION’

INTERVIEWER CQDE:

SEX OF RESPONDENT: Male........ =

' - Female...... : : -
-

- 4
5

.3% '
A / .
NS
‘ v

207
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APPENNIX 5.1

AMI Scale Reliabilities

Statement *

As soon as a person shows signs of
mental disturbance, he should be
hospitalised.

There is something about the mentally
ill that makes it easy to tell them
from normal people.

Mental patients need the same kind
of control and discipline as a young
child. '

The best way to handle the mentally
ill is tec keep them behind locked
doors.

One of the main causes of mental .
illness is a lack of self-gdiscipline and
will-power.

Mental illness is an illness like any
other. '

Less emphasis should be placed on
protecting the public from the
mentally ill. .

The mentally ill should not be
treated aS'ogzgfg?Exof society.
Mental hoépipals are ah out-dated
means of treating the mentally.ill.,

" Virtually anyone can become mentally ill.
ﬁhe mentally 11 should be isolated

from the rest of the community. s

208

Item=total
Correlations
{n=1090)
.42
.43
.45
.52

.41

- 26

.34

.48

-21



A woman would be foolish to marry

a man who has suffered from mental
illness, even though he seems fully
recovered.

I would not want to live next door
to someone who has been mentally ill.

Anvone with a history of mental
problems should be excluded from
taking public cffice.

The mentally ill should not be given
any responsibility.

The ‘mentally ill are far less of a
dédnger than most people suppose.

No one has the.right to exclude the
mentally ill from their neighbourhood.

Mental patients should be encouraged
to assume the responsibilities of
normal life.

The mentally ill should not be denied
their individual rights.

Most women who were once patients in
a mental hospital can be trusted as
baby sitters. -

L)
More tax money should be spent on the
care and treatment of the mentally ill.

The mentally ill have far too long ‘been
the subject of ridicule.

We need to adopt a far more tolerant
attitude toward the mentally ill in our
society.

Our mental hospitals seem more like prisons

than like places where the mentally ill
can be cared for.

Item-to

Correlations

(n=1090

.51

.68
.50

.53

.49

.46

.38

-43

=35
.46

.50

.28

tal

)
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' Item-total

Correlations

{h=1090)
We have a responsibility to ) .42
provide the best possible care
for the mentally il1l.
The mentdlly ill are a burden on . .45
society.
Increasing spending on mental health .48
services is a waste of tax dollhars.
There are sufficient existing services ' .48
for the mentally ill. :
The mentaliy il1l don't deserve our ) .35
"sympathy.
It is\best to avoid anyeone who has 1 .60

‘' mental problems.

The best THerapy for many mental . .52
patients is to be part of a normal
community.
As far as possible mental health .42
services should be provided through }
dommunity based facilities.
Residents should accept the location .54
of mental health facilities in their
neighbourhood to serve the needs of ,
the local community,
Locating mental health services in - : .59
residential nfighbourhoods does not . .
endanger local residents.
Residents have nothing to fear from .55
pecple coming into their neighbourhood -~ - i?
to obtain mental health services.
Locating mental health facilities in s T .62
a residential area downgrades the
neighbourhood.: ' /,-
Having mental patients living within : ; .65
residential neighbourhoods might be . ' . '

good therapy but the risks to residents
are too great.

F*."‘”\ e e e



.Local residents have gobd reason

to resist the location of mental

health services in their neigh- 8.
bourhoocd. oo

Mental health facilities should be
kept ocut of residential neighbour-
hoods.

It is frightening to think of people
with mental problems living in
residential neighbourhoods.

ALPHA

4
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Item-total
Correlations
(n=1090)

.52

.69

.66

.

o = .93

* Statements are ordered in groups of*five as follows:

Pro-Authoritarian, Anti-Authoritarian;

Pro-Social

Restrictiveness, Anti-Social Restrictiveness; Pro-
Benevolence; Pro-Community Mental Health Ideology,

Anti-Community Mental. Health Ideology.





