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. ABSTRACT 

This study aims to examine the relatior-ship between individual 

characteristics and response to community mental heal'L~ facilities. 

Four sets of factors are considered: demographic characteristics, 

socio-economic characteristics, locational characteristics and 

individuals' sets of beliefs. Only the last factorr beliefs, which 

includes attitudes toward mental illness and ~eligious beliefs, exhibits 

strong and consistent relationships to attitudes to~1ard community mental 

health facilities. Weaker relationships are observed with the demogra­

phic and socio-economic variables~ 

The results of the study provide implications for both the 

development of theory and planning policy. Theoretically, the link 

between community characteristics and reactions to facilities is 

established. From the empirical evidence, tangibl-e-:FQlicy considera­

tions to aid the effe_ctive location of facilities are_ suggested. These 

concern zoning legislation as well as methods of identifying potential 

"acceptor" and "rejector11 -neighbourhoods. Finally, directions for 

further research are suggested. 
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CHAPTER ONE 

INTRODUCTION 

Attitudes toward mental health have changed radically among 

health care pro-fessionals and the general public alike. Research ·since 

World War II has prompted several reforms in the mental health field. 

The introduction of antipsychotic drugs and new techniques in psychiatry, 

I 

along with a gradual changes in attitudes toward mental illness, have 

been especially important (Bassuk and Gerson, 1978; Dear and Taylor 

1979; Segal and Avirw~, 1978). General social trends including increas-

ing negative sentiments toward incarceration, and incentives to save 

money by shifting the monetary costs of caring for the mentally ill are 

also responsible (Dear, 1978). A major consequence -of· these. del.relopme.!!tS 

has been the deinstitutionalization of the mentally ill and fu~ increas-

i_ng focus on community-based facilities. Although the trend toT .. :ard 

desinstitu~ionalized treatment settings is generally regarded as a 

positive advance·in.this field, it is accompanied by problems, many of 

which are rooted in the community itself. Since the host co~~unity 

prov~des the "context" for deinstitutionalized care, the residents• 

acceptance of community mental health facilities is intrinsic to their 

effectiveness~ Whether negative.reactions are triggered by such factors 

as fear of the mentally ill living nearby, based on stereo~ical or 

actual threats, or more tangible effects such as a decline in property 

1 
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values, they present a hindrance to the effective functioning of the 

facilities. Such opposition to co~~unity mental health facilities may 

be manifested as exclusion qfthe mentally ill by either formal or 

' informal mechanisms (Segal and Aviram, ·1978-) . 

Central to the concept of planning for commlli~ity mental health 

facilities, then, is the question of where to locate them in order to 

facilitate the effective resocialization of the mentally ill. Ideally, 

it 'Y.Tould be desirable to identify sui table host neighbourhoods, and 

locate these facilities accordingly. However, the current distribution 

of decentralized mental health facilities S\.lggests that. this criterion 

has not played a major role in location decisions to date. Dear and 

.Taylor (1979) observe a high spatial·concentration of mental health 

facilities and of their clients, usually in irillcr~city neighbourhoods 

characterized by a high degree of transiency. 

Formal as well as informal processes which reinforce the spatial 

·· -~ u; .itu til a 7ET FTTii77! 



must be placated. This model may-be quite successfully utilized in 

explaining the under-allocation of mental health facilities in areas 

where greater opposition may be anticipated. 

3 

A third, related, mechanism suggested by Dear (1979) is neigh­

bourhood opposition to community mental health facilities. Although 

various factors affecting the rejection or acceptance of 

facilities by the community have been studied 6 little is still known about 

the link between community characteristics and reactions toward co~~~nity 

menta.l health facilities situated nearby. Such knowledge would con­

tribute to the large body of research already completed in this £ield 

and have implications for the development of public policy regarding 

the location ofcornmunity mental health facilities. 

It is the purpose of this study to examine the relationship 

between community characteristics and reactions to community mental 

health facilities. Three research objectives have been identified: 

(1} To establish a conceptual framework linking community 

characte~istics and reactions to facilities of this 

study; 

( 2_} To identify sets of neighbourhood characteristics~ 

both individually and in combination, which would 

differentiate between "acceptor 11 a'"ld "rejector" 

communities, and 

(3) To infer from the empirical evidence tangible policy 

considerations to aid the effective location of 

community mental health facili~ies. 
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The remainder of this report will ceal with the theoretical and 

empirical aspects of this study. The following chapter will outline 

the conceptual framework for this study, while Chapter Three will out­

line the empirical literature relevant to this analysis. A discussion 

of the research de~~gn and statistical procedures used will be given 

in Chapter Four, and the results are presented in Chapter Five. The 

final Chapter provides a summary of the results and the major conclusions. 



CHAPTER TWO 

CONCEPTUAL F~~ORK 

.2.1 Theoretical Considerations 

For various reasons, the location of a community mental health 

facility in residential areas is often met by opposition from neighbour­

hood residents. Hence, the facility may be termed as negative externality 

source, that is, it produces unanticipated and unwanted effects on the 

surrounding non-user community. These externality effects may include 

tangible or intangible impacts, such as increased traffic or fear, 

respectively. Papageorgiou (1978) proposes that the effect of such an 

externality is determined by the interaction betwee~ a population sur­

face and an externality surface. In the context of community mental· 

health centres, the population surface will vary with r-espect to the 

characteristics of the residents, as well as their pred~spositions 

toward mental illness (Dear, et al., 1980). 

Segal and Aviram (1978) isolated community characteristics, as 

the most important factor influencing the external integration of a 

facility client. Because of an underemphasis of community character­

istics in the past, a more thorough consideration of this factor is 

stressed. The characteristics of the clients and of the facility itself 

are also seen as major determinants of the success or failure of 

integration. 

5 
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Dear and Taylor (1979) regard the problem of locating comm~~ity 

mental health facilities as an exercise of :rrtanipulating the "form" 

(the facility) and "context" (the neighbourhood setting), t·o achieve 

a good "fit" between the two. "Facility form 11 is defined on four 

dimensions: type, scale, number and degree of noxiousness, while 

"neighbourhood context" encompasses two dimensions: physical structure 

and social structure. The important factors describing physical struc­

ture may include land use mix, structure characteristics and densityQ 

Social structure, on the other hand is described by socio-economic, 

demographic and beliefs variablesQ 

Theoretically, community characteristics play a fundamental 

role in determining the extent to which the introduction of a mental 

health facility into a community is successful. The following discus­

sion wil"l outline a conceptual framework as the basis £or. testing o£ 

the relationship between community characteristics and responses to 

facilities .. 

202 Conceptual Framework 

This study aims to extend the findings of a major project 

ex~~ing community attitudes toward mental health facilities recently 

completed by Dear and Taylor (1979). The conceptual framework proposed 

by Dear and Taylor·is the basis for this analysis. Various "links" 

within the conceputal model are examined. 

Five basic components are crucial to the conceptual model: 

attitudes toward the mentally ill, neighbourhood characteristics, faci­

lity/client characteristics, attitudes toward the mental health facility, 
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behavioural response and outcomes (Fig. 2.1). Attitudes ~ward th~ 

mentally ill are linked directly to reactions tov1ard community mental 

health facilities. These attitudes are themselves a product of the 

personal characteristics of an individual, namely, demographi·c an? 

socio-economic factors .as well as a set of beliefs, there£ore these 

three sets of personal characteristics are regarded as being only 

indirectly linked to reactions toward the facility itself .... 

In addition to attitudes toward the mentally ill, neighbourhood, 

and facility/client characteristics are seen to influence reactions 

toward the faicli ties. NeighboUl,hood characteristics re£er to bot.~ 

physical and social descriptors of the neighbourhood. Dear and Taylor 

regard land-use mix and physical quality of the area as especially 

important physical factors, since they could affect the physical inte­

gration of a mental health facility into a neighbourhood. On the other 

hand, factors which enhance orhinder social integration of mentaL 

patients, such as social cohesion of a neighbourhood,are suggested with 

respect to the social dimension. Secondly ,tangible and intangible faci­

lity characteristics refer not only to factors such as effects on pro­

perty values and fear of the mentally ill respectively, but also to 

desi~~ characteristics of the building itself. However, four specific 

components of this set of characteristics have been isolated as the 

major factors. These include type of facility, scale of facilities, 

number of facilities and degree of noxiousness. 

The combined effects of these three main factors briefly out­

lined above, attitudes toward the mentally ill, neighbourhood character­

istics and facility characteristics, are seen to determine attitudes 
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toward the community mentaZ heaZth faciZity~ and subsequently, behaviouP. 

Thus the degree of support for, or opposition to the facility leads to 

a behavioural response which itself may be supportive, neutral or 

oppositional. The last component of the model describes outcomes-. · 

Several considerations may fall into this category, although in L~is 

study, the main concern was focussed on the acceptance or rejection of 

the community mental health facility. 

For the purposes of this study, a limited and modified version 

of this conceptual framework was utilized. Two changes to the model 

have been implemented. First, the succession of links has been altered 

to accommodate the focus of this study. Whereas previously, personal 

characteristics were regarded as being directly linked to attitudes 

toward mental illness and thus only indirectly to reactions to·a com­

munity mental health facility, personal characteristics in the revised 

framework assume a more direct role with re·spect to response (Fig. 2 .2) . 

Reactions to .facilities are directly influenced by four separate factors. 

These include demographic characteristics, socio-economic-characteristics, 

a set of beliefs and values as well as proximity to the facility. The 

interaction of these factors, rather than their individual effects, is 

emphasized. Note, that in this framework attitudes toward.mental illness 

are. incorporated within an individual's set of beliefs, which are in 

turn·partially a product of both socio-economic and demographic 

characteristics. 

The focus here on the relative importance of individual charac­

teristics as predictors of reactions to facilities is not to suggest 

~hat either the neighbourhood or facility characteristics are of 

less importance. Rather the restricted focus reflects the need 
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to establish the relative importance of the different subsets of 

individual characteristics and to limit tne sco~e of the analysis to 

manageable proportions. 
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CHAPTER THREE 

LITERATURE REVIEW 

Much attention in recent literature has focused on attitudes 

toward mental illness, but to a much lesser extent, on reactions to 

community mental health facilities.. It is evident from this literatu~e, 

that predispositi9ns toward mental illness may be differentiated accord­

ing to the characteristics of.indiYiduals. These include demographic 

and socio-economic characteristics, as well as an individual's set of 

beliefs and values. Also, there are indications that the location of 

the individual relative to the community mental health facility plays 

a role in determining attitudes toward the facilities. In this chapter, 

the relevant literature will be reviewed with respect to each of tb~e 

factors separately. Operational research hypotheses will then be. 

developed in light of.the· evidence presented. 

3.1 Demographic and Socio-economic Characteristics 

The effects of demographic and socio-economic characteristics on 

attitudes toward mental illness have been well documented in the liter­

ature. Most of the research in this area deals with demographic charac­

teristics per s~, the combined effects of age and education, or the 

overall effects of socio-economic factors. The following discussion 

will address each of these areas separately. 

12 
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Some significant relationships between demographic characteristics 

and attitudes have been observed. It has been sho~~ that demographic 

characteristics influence the stigma associated with various types of 

diagnosed mental illness. However, the rar~ec desirability of various 

mental disabilities does not vary significantly v1ith respect to differ­

ences in the demographic characteristics of the respondents (Farina, 1970)o 

One such factor, sex, has been shown to have a significant e£fect on 

the acceptance of an ex-mental patient as a prospective employee by the 

respondent (Farina et al. 8 1975). In this case the sex of both ~~e 

respondent and the ex-mental patient are important. Generally, females 

were more accepting than males. However, because of a failure in this 

study to consider all possible combinations of the va-riables, the findings 

are not definitiveq 

Similar findings have been reported by Dear and Taylor (1979). 

Attitudes were measured on four dimensions - authoritarianism, benevolence, 

social restrictiveness, and community mental health ideology - and female 

respondents were fo~~d to exhibit more sympathetic attitudes toward mental 

illness·on all.but the social restrictiveness scale. Contrary findings, 

however, are reported by Laine and Lehtinen (1960} .. A study of attitudes 

in a~rural community indicates that males are raore pos-itively disposed 

toward mental illness than female respondents. 

Marital status, a less extensively researched demographic 

characteristic, has been found to account fbr highly significant differ­

ences in attitudes toward ~ental illness. AlL~ough marital status is 

partially related to age and number of children, Dear and Taylor (1979) 

have concluded that married and v.rido-v.;ed indi ":.tiduals hold significantly 
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less positively oriented attitudes toward mental illness than do single 

or divorced individuals • 

. Similarly, number of children have been reported by these s&me 

.researchers to affect responses to mental illness. Again, based on. 

scales of authoritarianism, benevolence, social restrictiveness, it is 

evident that individuals with children under 19 years of age are more 

authoritarian and socially restric.ti ve in their attitudes toward mental 

health.Correspondingly, they score lower on the benevolence and community 

mental health ideology scales. No significant relationship emerges, 

however, between attitudes and number of children over-19 years of age 

(Dear and Taylor, 1979). These· findings are consistent with the expec­

tation that protective feelings for one's children decrease as the 

children become older. 

The effects of age have been observed as perhaps the most signi­

ficant of the demographic characteristics considered. Laine and Lehtinen 

(1960) report that individuals over 50 years of age exhibit a· tendency 

to be negatively disposed toward mental illness. Such~ relationship is 

not evident with respect to individuals under 30 years of age or between 

30 and 50 years. It is important to note that differences in attitudes 

did nnt emerge when age was treated as a continuous variable. 

Mo~e often, relationships between attitudes toward mental health 

and the combined effects of age and education have been reported. As 

reviewed by Dear and Taylor (1979), a tendency toward increasingly 

"enlightened" attitudes, reflecting those of the mental health profession 

at large, occur in younger and more highly educated indiv.iduals (Freeman, 

1961; MacLean 1969; Woodward, 1951) ~ Morever, Johannsen (1969) fou~d 

...... -
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that individuals who have at~ained a high school ecuation are more 

tolerant of the mentally ill, but that beyond this level education has 

no further effect on attitudes. Similarly, increased age and a lower 

level of education are significantly correlated with negative attitudes 

toward the mentally ill (Clark and Binks, 1966; Freeman, 1961; MacLean, 

1969; Ramsey and Seipp,l948a, 1948b; Whatley, 1959). MacLean (1969), 

however, concludes that although higher education and lower age may, in 

£act, contribute to a more enlightened knowledge about mental illness, 

these factors do not actually result in more positive reactions to 

mental illness. 

Thus it has been shown that age and education have definite 

effects on attitudes toward men·tal health and the mentally ill. Clearly, 

age has definite bearing on the education of an individual, since younger 

individuals.tend to be more highly educated. However, it is implicated 

that other differential socialization processes account for the varied 

attitu~es of the young and old (Freeman, 1961). 

Perhaps the most extensively researched individual characteristics 

influencing attitudes toward mental illness are socio-economic factors, 

per se. Taylor and Hall ~1977). report that community response .to external-

ities ~s conditioned by socio-economic characteristics of residents. The 

general conclusions of a review of this literature by Rabkin (1972) indi-

cate that, with respect to the attitudes of mental hospital employees 

towards patients, occupationa~ status plays an important role in deter-

mining dispositiorstoward the mentally ill. 

Effects of socio-economic status have been examined with res~ect 

to individual variableso Studies by Laine and Lehtinen (1973) and 
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Freeman and Kassebaum (1960) confirm the positive correlation o£ edu­

cation t~ attitudes, although therrrelationship emerges only weakly in 

the latter study. Dear and Taylor (1979) also confirm that if socio­

economic status is measured by level of education or occupational 

status, higher status individuals have a higher propensity to be 

sympathetic toward mental i~lness. However, no relationship is evident 

if income is used to measure socio-economic status. This same study 

also reports the effect of tenure status. Owners are described as 

being considerably less sympathetic toward mental. illness than renters. 

This may be suggestive of the greater stake in the environment' as 

experienced by owners as opposed to those who rent their housing. 

Other studies have referred to meas~es of sociu-economic 

status in a more general manner. Hollingshead and Redlich (1958) have 

reported that whereas higher class individuals were more likely to be 

referred for treatment by friends or relatives, lower class patients 

were more often referred by police and other authorities thereby exhi­

biting greater fear ~nd distrust of mental illness. This same tendency 

of an unacceptance of deviant or pathological behaviour as mental illness. 

by individuals of lower social class has also been observed by -CQ~ng 

and Cumming (1957), Lemkau and Crocetti (1962) and Star (1955}. 

Greater tolerance toward mental illness by higher status groups 

has been shown by Dohnenwend and Chin-Shong (1967). For identical 

diagnoses of mental illness, these indiviauals exhibited more humanistic 

and liberal views than lower class individuals, as indicated by the 

nature of treatment prescribed by each of the groups. Dohnenwend and 

Chin-Shong suggest that lower status individuals are more inclined to 

define mental illness in a rather~narrow sense,encompassing largely 



aggressive and anti-social behaviours .. Conversely, the ~ore receptive 

attitudes of higher class individuals reflect those viewpoints of the 

~ental health professions. 
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Bard (1971) acknowledges the greater exposure of higher status, 

·more educated sectors of society to .more enlightened mental health 

ideologies, but is skeptical of the assertion that increased knowledge 

predisposes individuals to higher degrees of accept~nce of mental illness. 

Generally, the evidence consistently indicates that socio-economic 

differences are related to attitudes toward mental illness. It is 

evident; that as social class increases, individuals are more tolerant 

and enlightened with respect to mental illness. The extent to which 

actual reactions to mental illness are affected.by socio-economic charac­

te~istics, however, is less clear. Also,the importance _of demographic 

and socio-economic variables for predicting reactions to facilities 

depends on the relationship between attitudes and facility- responses, 

·which has not been widely examined in previous studies. 

3.2 The Effect of Beliefs 

In a review of the literature of attitudes toward mental health, 

Rabkin. ~(1974) points out. that "it is commonly suggested or implied that 

attitudes are precursors or determinants of overt. behaviour". Thus it 

is of interest to examine the effect of beliefs on reactions to facilities, 

but also its effect on predispositions tow~r~ attitudes to mental illness. 

Specifically, attitudes toward mental illness, =G~iliarity_with mental 

illness and religious beliefs are considered. 
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The relationship between attitudes toward mental illness a~d 

judged desirability of potential co~~unity mental health facilities has 

been researched by Taylor et al~ (1979)0 The findings show, that 

attitudes, measured on scales of authoritarianis:1::1, benevolence, social 

restrictiveness and community mental health ideology, are all signifi­

cantly correlated with judged desirability of hypothetical facilities. 

The effect of authoritarian attitudes on attitudes toward mental patients 

is reported by Canter and Shoemaker (1960). The results of this study 

indicate that nursing students scoring highly on authoritarianism scales 

are likely to be negatively oriented toward the mentally i.ll, and more­

over, were less apt to change these views after a training program about 

mental illness. 

·Familiarily with mental illness has also been found to be a 

determinant of dispositions. Use of mental heal~h services by the 

respondent or friends or relatives of the responeent positively influences 

attitudes toward mental illness on authoritarianism, b€nevolence, social 

restrictiveness and co~unity mental health ideology scales {Dear and 

Taylor, 1979). Freeman and Kassebaum (1960) report weaker correlations 

between kno'"Tledge about mental illness and attitudes. 

~ .. Religious ·beliefs .also appear to affect an individual's response 

to mental illness. There exists evidence·of denominational differences 

contributing to varying orientations toward mental illness {Dear and 

·Taylor, 1979), however i.t is suggested that these may be more closely 

tied to ethnicity (Guttrnacher and Elinson, 1971}. vlhen religious beliefs 

are approximated by church attendance, more concl~sive relationships 

emerge. Regular attenders of religious services ere more authoritarian 
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and less community mental health oriented in their attitudes toward 

mental illness, and are generally less sym?athetic in their dispositions 

(Dear and Taylor, 1979). 

3.3 Locational Attributes 

Locational attributes influencing attitudes toward ~ornmunity mental 

health facilities have not been extensively covered in the literature but 

may be important in predicting responses to such facilities. 

One locational distinction which ~4Y be made is the type of 

neighbourhood in which one resides. The results of recent research by 

Dear and Taylor (1979) strongly sugg~st· that suburban.residents are less 

tolerant of conununity mental health facilities, which they £ind threat·en­

ing to their environment. Lesser opposition is e~~ibited by city resi­

dents. This phenomenon may be partially attributable to the existing 

diverse range of land uses normally found in city neighbourhoods. 

Oistance relationships and the nature ofthe externality field 

emitted by a community mental health facility are also o£_ imi;>ortance, 

but again, little empirical work has been completed in this area 

to date.Smith (1977) suggests several relationships betw€en distance £rom 

a facility and the associated stigma, where the shape of the curve is 

depend<;~t on the facility type. Although it appears that "the externality 

field of mental health facilities is highly confined spatially", variations 

in attitudes within this area are evidenced {Dear ~1d Taylor, 1979). Respon­

dents rating the perceived desirability of a co~unity mental health faci-

lity indicate that the degree of Q~desirability inc~eases as the hypothesized 

distance between the respondent a~d facility decreases, even though the 

proportion of "undesirable" responses elicited. is relatively lO"Yl. The most 

negative reactions are.evident when the proxi~ity 0~ the facility is within one 



block. These decrease markedly at distances beyond six city blocks. 

3.4 Summary 

Evidence in the literature explicitely links attitudes toward 

mental health. to individual characteristics, including demographic and 

socio-economic characteristics, beliefs and locational factors. 

The significant demographic variables affecting attitudes have 

been described by Dear and Taylor (1979) to be representative of life­

cycle status, a view which is consistent with L~e findings of other 
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studies as well. Although sex is reported to be associated with attitudes, 

the findings pertaining to this variable tend to be in some cases incon­

sistent, and inconclusive. Marital status has bee.."'l a lesser researched 

factor, but is is suggested that married and widowed individuals harbour 

mo!Enegative attitudes toward mental illness. Tnis factor may be closely 

associated with number of children, a characteristic signiricant in itself. 

Parents of pre-school. or school age children are prone to be le·ss~ toler­

antly predisposed. 

Strong relationships emerge with respect to age, suggesting that 

older respondents are more negatively oriented toward mental illness. 

More often, though, the combined effects of age and education have been 

examined independently of other socio-economic variables. It is recognized 

that higher levels of education and low age and correlated to "sci-entific" 

and enl~ghtened attitudes toward mental illness, but it is not clear 

whether acutal reactions tothe mentally ill are influenced as a result .. 

Socio:...economic factors per se are perhaps the most widely 

recognized determinants of attitudes. Positive attitudes are characteristic 

**·' 
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of respondents with high levels of education and occupational status, 

and of renters as opposed to home owners. More generally, higher class 

individuals exhibit more humanistic and tolerant attitudes toward the 

mentally ill, but again, the assumption that actual reactions are influ­

enced may be questioned. 

The importance of beliefs variables has also been suggested. 

Attitudes tow~rd community mental health facilities are related to 

attitudes toward mental illness of authoritarinism, benevolence, social 

restrictiveness and community mental healt.."'l ideology scales. Familiarity 

or knowledge with.mental illness are also associated with positive atti­

tudes toward mental illness. 

Religious beliefs figure prominently as well. Denominational 

differences seem to contribute to variations in attitudes. Attendance 

of religious servic.es also affects attitudes. Discernable differences 

are evident between regular and non-attenders; the latter--group exhibit­

ing more sympathetic and more mental health oriented viewpoints. 

Lastly, locational variables are the least ~~sively factors 

covered in the literature. Differences have beennotedbetween city and 

suburban residents. The latter group have been found to be more 

re~strictive in their attitudes tO"Y-1ard mental health facilities. Also, 

a.spatially limited externality field of community mental health 

facilities has been demonstrated. Within the externality field, per­

ceived undesirability increases with proxi~ity. 



3~5 Development of Research Hypothesis 

The preceeding discussion of the effect of personal character­

istics on attitudes towards mental illness and community mental health 

facilities suggests several operational research hypotheses to test 

the relationship between these factors and response to community mental 

health facilities. 

(i) Attitudes toward community mental health facilities 

vary significantly with·demographic characteristics of 

individuals. 

(ii) Attitudes toward community mental health facilities 

are positively correlated with socio-economic character­

istics of individuals-

(iii) Attitudes toward community mental health facilities vary 

significantly with individuals' beliefs. 

{iv) .Attitudes toward co~unity mental health facilities are 

positively correlated with proximity to the£acility. 

The operationalization of these hypotheses is discussed in the 

following chapter_ 
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CHAPTER FOUR 

RESEARCH DESIGN 

In this chapter the research design of the study is discussedp 

including questionnaire and sample design, the development of models 

of attitudes toward community mental health facilities; and a descrip­

tion of the analytical framework. The questionnaire and sample. will 

be discussed only briefly, since a more thorough discussion may be 

found elsewhere. Development of·the five models tests is covered in 

more detail, and will focus on selection of the explanatory and depen­

dent variables incorporated within them. Lastly ,the section discus­

sing the analytical framework of the study will deal with the statistical 

techniques chosen for the analysis of the models, the rationale behind 

.these choices, and the manner in which they are used :in the stati~ical 

te.stingo 

4.1 Questionnaire and Sample. 

The data used in this study were collected by the Survey 

Research Centre, Institute for Behavioural Research at York University, 

for a major study of attitudes toward neighbourhood community mental 

health facilities recently completed by Dear and Taylor (1979). A 

structured ·questionnaire was employed to elicit responses to questions 

concerning residents' awareness of, and attitudes toward, various 
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community facilities in general, awareness of community mental health 

facilities, attitudes toward mental illness and the mentally ill, and 

toward existing or hypothesized community mental health facilities. 

Also, a set of questions was included to determine personal char~cter~ 

istics, including demographic. and socio-economic information about the 

respondents (Appendix 1). 

The questionnaire was administered to residents of neighbourhoods 

within metropolitan Toronto both with and without community mental health 

facilities. Selection of respondents in enumeration areas without 

facilities was accomplished by stratified random sampling techniques, 

designed to satisfy social class and geographic zone (city or suburban) 

criteria. Sample selection in areas with facilities, however, was not 

carried out in a random manner because of the relati ve.ly small number. 

of enumeration areas satisfying this. criterion and the necessity to 

include a representative selection of various types of facilities. 

Included are two major facility types: residential and non-residential 

·care facilities. The final sampling of with facility and withuut 

facility areas resulted in 1090 complet€d interviewsu A more ~~lete 

discussion of questionnaire design, and testing and sampling techniques 

may p~ found in Dear and Taylor (1979), and thus will not.be cnvered 

in more detail heree 

This study does not involve the 1090 respondents as outlined 

above. Rather,· in order to study the effects of facilities or residents 

in their inunediate vicinity, selection of respondents is restricted to 

those residing in neighbourhoods with a community mental health 

facility. Although 384 respondents fall into this categorJ, three 
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cases had to be deleted from the sample due to technical difficulties 

with the data. This leaves a final total of 381 respondents in the 

sample for this study. 

4.2 Deveiopment of·Models of Attitudes Toward Community Mental Health 
Facilities .. 

Development of the models is directly liP~ed to the hypotheses 
.. 

to be tested. Hence the models incorporate demographic, ·socio-economic, 

beliefs and distance variables as possible explanatory factors to be 

used as predictors of attitudes toward community menta~ health facili-

ties. The rationale behind the selection of relevant dependent and 

independent variables is based on existing literature related to this 

topic, but ·is to a large extent determined by the data collecte.d. In 

the following section, the independent, or e-xplanatory variables with 

respect to each model and dependent variables will be discussed 

separately. 

4.2.1 Independent Variables 

Demographic Model. The variables in this model describing the demo-

graphic characteristics of individuals include age, sex, marital status 

and number of children under 6 years of age, between ~ and ~8 yearsl 

and over· 18 years. Sex and marital status are vari~les measured at. 

the nominal level treated as bipolar dummy variable$ in order to be 

us~d as explanatory variables within the disorL~L~ant·analyses. 

Acc.ordingly, marital status is coded to distinguish only between married 

and single individuals, although several distinctions, such as 'divorced' 

or 'widowed' are included within the latter classification. The remaining 
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variables, age and number of children are ratio scaled variables. 

Socio-economic ModeZ. Four ordinal level variables and a nominal 

level variable comprise the socio-economic model. The ordinal variables­

include level of education, household income and occupational status. 

Occupational status is recorded for both the respondent and head of 

household, and is classified according to the Blishen scale of occu­

pational status (Blishen,l958). Tenure status, the nominal variable 

included in the socio-economic model, distinguishes between those 

respondents who own and those who do not own their residences. 

Beliefs Model. This model is intended to relate individuals' beliefs, 

namely religious beliefs and ideas pertaining to mental illness,to atti­

tudes toward community mental health facilities. A proxy measure of 

religious beliefs is given by attendance of religious services, where 

regular attendance is defined as attendance of religious services·at 

least once a month, according to the criterion stipulated in .the -question­

naire. Thus, religious beliefs are described by a nominal level variable 

which differentiates between regular and non-attenders of religious services. 

The second measure of beliefs considered is attitudes toward 

mental illness and the.mentally ill .. This was originally measured on 

four separate scales: authoritarianism, benevolence, social restrictiveness 

and community mental health ideoloqy scales, together comprising 40 

statements scored on a five point scale ranging from "strongly agree" to 

"strongly disagree" (Taylor and Dear, 1979)~ However, these four scales 

were collapsed into a single cornposi te- scale. The resultant measure, 

"Total", indicates the extent to which an individuals's attitudes toward 
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mental illness and the. mentally ill are favourably or negatively oriented. 

Distance Model. This model incorporates not only measures of distance 

between the facility and respondent, but facility type as \olell. This 

latter variable is included, since varioas facility types may vary in 

their impact over distance. Distance is measured in two ways, by street 

distance, that is 1 the shortest street path from the respondent's home 

to the facility, and by straight line distance between the two locations. 

Both measures of distance have been estimated by using large scale 

street ~aps ~f the enumeration areas and converting the results to metres. 

Facility type describes three main types of community mental 

health facilities: outpatient, social/therapeutic and residential care 

facilities. To render "facility type" appropriate for use as an explana­

tory variable in the discriminant analyses however, it was necessary 

to consider it as a dichotomous, nominal measure. · Thus tbe original 

three facility types were reclassified as residential (group homes, 

boarding houses) or non-residential (outpatient, social/therapeutic) 

facilities., 

Corrrposi te Model. The last model to be considered, the composite 

mode1.is introduced to examine which combinations of factors are the 

best predictors of attitudes toward comm~ity mental health facilities. 

Clearly, this is an important model to test in addition to the individual 

models outlined above, since in reality, none of the factors described 

by these models operate independently of one another. All the variables 

included in the demographic, socio-economic, beliefs and distance models 

are incorporated into the composite model, as well as an additional 
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variable, "zone" (Table 4.1). Zone type is a nominal level variable, 

which refers to the enumeration area in which the respondent and faci­

lity are located, distinguishing between suburban or central city 

localities. Although this variable is not included in the models 

previously discussed, it is felt that because of the different land use 

mix and possibly differing effects of distance between these two zonal 

types, it should be included in the composite model • 

.4.2.2 Dependent Variables 

Two se~arate attitudinal measures of response to community mental 

health facilities serve as the dependent variables in this analysis: 

judged desirability of hypothetical mental health facilities-; and reac­

tions to existing facilities. 

Judged desirability w~s measured by asking all respondents how 

they would rate the desirability of having a community mental health 

faiclity located within (i) 7-12 blocks, (ii) 2-6 blocks and (iii) 1 

block of their homes. Responses to these questions given on a 9 point 

scale ranging from "extremely desirable" to "extremely undesirable", 

are indicative of attitudes toward such facilities at various distances 

from respondents' homes regardless of whether they are actually aware 

of a facility in their neighbourhood. "Judged desirabilityu then, is 

used as the basis for forming three groups representing different 

r:esponses to community mental health facilities: desirable, slightly 

undesirable and extremely undesirable. 

Reactions to existing community mental health facilities provide 

the attitudinal-measure used as the second dependent variable. Unlike 



TABLE 4.1 

EXPLANATORY VARIABLES INCLUDED IN THE MODELS 
OF ATTITUDES TOWARD COMMUNITY MENTAL HEALTH FACILITIES-

Variable 

Demographic Model 

Sex 
Age 
Marital status 
Children under 6 years 

6-18 years 
over 18 years 

Socio~economic Model 

Level of education 
occupational status (respondent) 
Occupational status (head of household) 
Household.income 
Tenure status 

Beliefs Model 

Attitudes toward mental illness 
Church attendance 

Distance Model 

Straight-line distanc~ 
Street distance 
Faci~~ty type 

Composite Model 

Zone 
(plus all variables 
included in the demographic,. 
socio-economic beliefs .and 
distance models) 

Level of Measurement 

Nominal 
Ordinal 
Nominal 

-Ordinal 
Ordinal 
Ordinal 

Ordinal 
Ordinal 
Ordinal 
Ordinal 
Nominal· 

Ordinal 
Nominal 

Ratio 
Ration 
Nominal 

Nominal 

29 
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the first dependent variable, judged desirability, the segment of the 

sample to which this variable applies is restricted to individuals 

who are actually aware of a community mental health facility in their 

neighbourhood. The resultant dependent variable, measurable at the 

nominal level, distinguishes between individuals who are in favour of, 

opposed, or indifferent to the existence of a facility in their area. 

4.3 Analytical Framework 

4.3.1 Statistical Techniques 

Two methods, discriminant analysis and analysis of variance, 

are utilized. Discriminant analysis, the principal method employed, is 

used to test the relationship between attitudes toward community mental 

heat th facilities, as measured by the dependent variables, a."ld the five 

models. Several attributes of this particular an-alytical technique 

render it an especially appropriate method to apply to the data analysis 

within this study. Firstly, this technique does not preclude dependent 

variables measured at the ordinal level or higher, since they are not 

treated as continuous· variables. Rather, they define the basis of 

defining the discriminan~ groups used within the analysis. This is 

an important factor, considering that both nominal and ordinal level 

dependent variables have been defined within this study. 

· Secondly, discriminant analysis, by mathematically combining 

the discriminating variables included in each model, produces a single 

dimension of possible theoretical significance along which attitudinal 

responses may·be classified. The statistical significance of these· 

dimensions may be computed as an index of their effectiveness as dis­

criminators between the groups. In additionr there exists the added 

advantage that standardized coefficients of the discriminant functions 



may be·computed. Not unlike coefficients of a ~Jltiple regression 

analysis, these coefficients indicate for eac~ £unction the direction 

and relative importance of each of the incap~nd~t variables. 
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A third advantage of the use of discr~vina~t analysis is that 

discriminant scores are calculated for each . case vli th respect to· each 

discriminant function. More importantly, the group centroids, the means 

of the discriminant scores for each group, enable the identification of 

the relative location of the groups along each dL~ension. Thus it is 

possible to classify groups holding different attitudes toward community 

mental health facilities with respect to the explanatory variables as 

expressed by each discriminant function. 

Lastly, a contingency table provides -i....,Formation concerning 

the predictive capabilities of the discriminant functions~ Cases are 

reclassified into groups, as defined by the dependent variables, on 

the basis of the newly-defined discriminant rinensions. These are then 

compared to the groups defined on the basis of t.,.."le a-ctual data at the 

outset of the analysi_s. Thus the contingenc;r.f t~le indicates the number 

of cases reclassified into each group, the o~iginal classifications, and 

the overall percentage of correctly classified cases. 

In addition to discriminant analysesFur~variate analyses of 

variance were performed to elicit additional information concerning 

the separate effects of the explanatory variables. Although this 

technique is only of secondary importance to ~~e analysis in general, 

the univariate tests contributed to the data ~aiysis by indicating 

whether any significant relationship emers-eC. =~o:l single discriminating 

variables and differences in attitudes twoar:3. :::c::::::unity mental h_ealth 

facilities. 
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4.3.2 Data Analysis 

All of the statistical analysis was performed using the dis­

criminant analysis programs within the Statistical Package for the 

Social Sciences (Nie, et al., 1975). Each individual model (i.e. 

demographic, socio-economic, beliefs and distance models) was analyzed 

by the "Direct" method available in this subprogram, which includes all 

variables in the discriminant analysis regardless of their power in 

discriminating between the groups. 

The Composite Model was treated in a slightly di£ferent manner­

Because of the· large number of variables included in the analysis, 

stepwise discriminant analyses were utilized instead of the direct 

method used in the remaining analyses. The partial F values, {the F~to­

enter and F~to-remove) were set at 1.0 in order to allow into the · 

·analysis only those variables with the greatest discriminating power. 

The resultant equation thereby represents the best combination of dis­

criminati_ng factors while eliminati_ng redlli"'1danC)" with respect to the 

variables entered. 

Several analyses were performed for each model, determined by 

the dependent variables and the subsets of the sample population to be 

considered. In summary, eleven separate discriminant analyses are 

performed for each of the five models, with the exception of the dis­

tance model, where only eight are necessary. Four dependent variables 

(judged desirability of a hypothetical facility with 7-12 blocks, 

2-6 blocks, ~block, and reactions to existing facilities) and three 

population s·ubgroups (aware respondents, U:la~f:aYe respondents, and av:are 

respondents residing 'tvithin 300 metres of a facility) are tested. 
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Since response to existing facilities is applicable only to respondents 

aware of them, eleven possible analysis for each model exist, although 

not all are performed (Table 4.2). 

4 .. 4 Summary· 

This chapter has outlined the basic research design of the 

study. First, the questionnaire and sample design, completed in a 

previous study, were discussed. Secondly, the development of the 

models was outlined with respect to the independent variables, which 

reflect each of the four research hypotheses sugges-ted in Chapter Three 

as well as the four dependent variables, which measure attitudes toward 

community mental health facilities. Finally, a description o£ the 

analytical framework was given. Two methods of analysis are utilized., 

discriminant analysis as well as one-v.ray analysis of variance.. These 

were performed with respect to each of the dependent variables- and 

population subgroups on the individual and composite ~de~s. In the 

following chapter, the results of the analyses outlined above will be 

reported, 



TABLE 4.2 

DISCRIMINANT ANALYSES OF ATTITUDES TOvllL~ 
COMMUNITY MENTAL HEALTH FACILITIES 

Dependent Variable 

Judged desirability 
within 7-12 blocks 

Judged de?irability 
within 2-6-blocks 

Judged desirability 
within 1 block· 

Reil,ctions to 
existing facilities 

Aware 

* 

* 

* 

* 

Aware and residing 
within 300 metres 

of a facil-ity 

* 

* 

* 

* Analyses performed with respect to all models. 
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Una"\tlare 

(*) 

{*) 

(*) 

(*) Analyses performed with respect to all models except the distance 
model. 

- No analyses performed. 



CHAPTER FIVE 

DISCUSSION OF THE RES~LTS 

In this chapter, results of the data analysis will be presented 

with respect to each of the models considered. First, the effectiveness 

of individual variables in each model v1ill be discussed_, as indicated 

by analyses of variance. Secondly, the results of the discriminant 

analyses will be reported, ~ith specific reference to the occurrence 

of discriminant functions which are statistically significant. Last~y, 

where applicable, an interpretation of significant discriminant. functions 

will be presented, along with their effectiveness as predictors of 

response to community mental health facilities, as indica.ted by the 

results of the contingency table and the proportion of the sample-­

correctly classified. The analytical results will he presented with 

respect to each model . individually, and in t_~e following order: demo­

graphic model, socio-economic model, beliefs mocel, distance model and 

composite model. 

5.1 Demographic Model 

The demographic model appears to be only a weak predictor of 

attitudes toward conununity mental health facilities. A univariate 

analysis of the individual variables entered into the analysis reveals 

that marital status and number of children u~aer 6 years, between 6 
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and 18 years, and over 19 years, are not significantly related to either 

of the dependent variables (Table 5.1). The age of the respondent is 

significantly related to judged desirability of a hypothetical mental 

health facility in four of nine analyses and in both analyses of 

response to existing facilities. Also, sex has a signif~ca~t eff~ct 

on the judged desirability of a mental health facility at a hypothetical 

distance of one block from the respondent's home. 

The results ot the discriminant analyses indicate that the 

demographic model is not a powerful discriminator between the groups 

(Table 5-2). Only one analysis produces a signficant discriminant 

function, that based O;ll the subsample of "aware" residents residing 

within 300 meters of a mental health facility. In that case, age and 

sex are the most important independent variables with older males 

havi.ng a relatively higher propensity to rate hypothetical mental 

health facilities within one block as extremely undesirable (Table 5.3). 

This model classifies 66.7% of the cases correctly. 

Thus, while age and sex of the respondent appear to be signi­

ficant factors affecting response to community mental health facilities, 

the general results indicate that the demographic rnocel is not a succes­

sful predictor of attitudes toward either existing or hypothetical 

mental health facilities. 

5.2 Socio-economic Mod~l 

The socio-economic model is not an effective predictor of 

attitudes·toward community mental health facilities, although several 

of the individual variables within the model are significantly related 



Sex 

Age 

Marital 
Status 

Children 
under 
6 years 

Children 
between 
6-1~ 

Children 
over 18 

Degrees 
of 
freedorn 2 

Aware· 

.5981 

3.3794* 

.3731 

.3041 

.2172 

.1767 

(2,45) 

'.l'Al:SL.I!i !3 • .L 

E;FFECTS1 OF DEMOGRAPHIC VARIABLES 

~udged Desirability of a Facility Within: 

7-12 blocks 2-6 blocks 

Reactions to 
Existing 

1 block Facilitie~ 
Aware. Aware Aware Aware 
< 300 Unaware Aware <300 Unaware Aware <300 Unaware Aware· <300 

6.11 .1202 .3903 .2665 .2803 3.8793* 4.2391* ~4064 I .4604 .8226 

3.723* 2.3677 2.8883 3.9444* 1.4851* 2.9605 6 .1483* * 3. 4153* 3.235* 4.2348* 

.4395 .3033 " .3915 .4112 1.0756 .1913 .1443 .2926 .4576 .6079 

.1358 2.3151 .4092 .1595 2.0321 .5601 .3634 1.5433 .6074 .7171 

.3553 1.2007 .0449 .3100 1.5234 .5861 .5261 2.5212 .• 8448 .509 

.1358 .2288 12.9452 3.145 1. 8203 I 1. 6635 1. 7245 • 3544 I .• 2829 . • 3148 

(2,33)' (2,184) 1(2,49) (~,37} (2,207) I .C2,5o> . C2,39) (2,208) ·1 (2,70) C2,se> 

*significa~t at the .OS level 

**significant ah the .ol l~Vel 
.·, ,l~igures ate F statistics 

2 SQurce: Mod~ ran Etementary Svat~stics, · 
~rentice-Hall Inc! 1973. 

Fr~und, J'.E. 
New Jersey: 

W• 
.....! 



TABLE 5.2 

SUMMARY OF STATISTICS OF DISCRIMINANT ANALYSES OF JUDGED DESIRABILITY 

~ware Respondents ·Aware Responde~ts Residing within 300m Unaware Respondents 

Number \ Wilk's Signifi- lfs Correctly Number ' Wilk's Signifi- \ Correctly Number ' Wilk 's Signifl- % Correctly 
Removed Trace ). cance Classified Removed Trace ). cance Clo.esified Removed Trace· '). canco Clanai.fi.od 

Dcmoqra11hic 
Model 

7-12 blocks 0 91.8 .74088 .339 
61 

o· 90.6 .62786 .288 
72.2 

0 66.3 .92971 .353 54 1 8.2 .97280 .948 1 9.4 .94937 .903 1 33.7 .97552 .480 

2-.6 blocks 0 95.6 .76296 .400 
51 •. 1 

0 95.5 .67247 ,321 70 0 72.6 .9151 .111 49.5 1 4.4 .98680 .987 1 4.5 .97879 .981 1 27.4 .97566 .411 

1 block 0 68.9 .68779 .123 
62.3 0. 62.8 .56224 .05 

66.7 0 72.6 .91369 .100 
42.7 1 31.1 .88522 .327 1 37.2 .79965 .148 1 27.4 .97518 .396 

Socio-
;;:com;;;J. c 
t-1odel 

·.~~ 7-12 blocks 0 78.5 .55156 .015 . 76.2 
0 79,6 .497.10 ,052 

74.2 I 0 63.4 .93231 .259 42.9 1 21.5 .86528 .m 1 20.4 .84693. ,364 1 36.6 .97450 .334 

2-6 blocks 0 75.4 +85675 .786 58.7. 1 0 67.5 ,86492 .930 60,0 0 92.6 .95156 .447 
1 24.6 .96162 .008 1 32.5 .• 95310 .837 l 7.4 .996?5 .945 43.4 

1 block 0 79.4 • 77687 .399 
55.3 'i ' .I 0 69.0 .75006 .513 56,Q 0 78.6 .• 93812 .237 42.4 l 20.6 .94630 .670 1 3l.Q ,91172 .565 - 1 21.4 .98(,22 .596 

llC'Uefs 
~l.lnl r i 
7-1'- blcc:ks 0 94.9 ,73134 ·2ll 79.~ 

Oi 99.4 ,6729A ·~ 73 I 0 99.7 ,77ono ·9.9.Q. 60.4 1 Sol ,90190 .362 l,l ,6 .97960 ,407 1 ,3 .99903 .67 

...... continued 
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Table 5.2 continu£.!! 
, . 

Aware Respondents 

Number \ Wilk 's Signifi- IIi Correctly 
Removed Trace ">-. cance Classified 

Beliefs 

~~ 
2-6 blocks 0 96.9 .63444 .ooo 79.6 

1 3.1 .982714 .m 
1 block 0 92.2 .42175 .ooo 75.9 1 7.8 .91102 .03 

Distance 
~E.! 
7-12 blocks 0 87.5 .88083 .456 I 1 12.5 .98365 .69 61.2 

2-6 blocks 0 64.5 ,93662 .782 34. 1 35.5 .97686 .563 

1 block 0 62.2 .07104 .33 .40.7 
1 17.8 .97483 .529 

£?.!1l'Q.!lli 
~~~1.'.!21 

7-ll blocks 0 70.9 .36376 ,000 85.4 
1 29.1 .71566 ~0.37 

2-6 blockA 0 81.1 .62792 ·21!?. nia 
1 10.9 .90652 ,264 

1 b.lock 0 74.0 .26!l54 ·~ 
r,' , 

'l 25.2 .664112 ·~ 
o~.!i 

-·- Si.gni.fican~ at or beyond th!! ~OS lave~ 

Aware Respondents Residing withifi 300 m 

Number ' Wi.lk 1s Signifi- . % Correctly 
Removed Trace ').. cance Clas-sified 

0 10.0 ,6657 .001 13 
1 0 .99984 .554 

,0 93.0 ,38274 .ooo 74.4 
l 7,0 ,90705 .os 

0 84.1 ,91813 ,357 
1 15.9 ,96674 ,572 51.4 

0 ' 97.4 ,83068 .3J4 39 
1 2.6 .99479 ,909 

0 93.9 .a3oaa .335 49,9 
~ 6.1 ,90851 ,798 

0 58.3 .2n015 -~ gp,() 
1 4~.7 ,57313 ·ill 
d ' l.OO ',0026 ·!!. 73•5 

.. 
6' . aar 6 · .12584 ·~.2. 
f ll:.t1 .j$505 ,045· "94.~ 

,...,....-

·-I· 
*No analysis pcrforme~ 

Number 
Removed 

o· 
1 

0 
1 

I * 

0 
1 

0 
1' 

0 
1 

unaware Respondents 

\ Wilk 's Signifi-
Trace ~ cance 

99.7 .68210 .000 
.3 .99856 .582 

93 .61815 .ooo 
7 .960 .03 

as.~ .70~14 .ooo 
11,9 • 95l11. .ba3 
99.2 .62387 .000 
10,8 .941M .OG'f 
8o.7 .54212 .ooo 
19,3 .o71oo ·!P.l 

\ Correctly 
Classified 

G2.1 

62.6 

i4.~ 

62.9 

6B.S 

w 
\D 



TABLE 5.3 

SIGNIFICANT DISCRLr-.tiNANT DIMENSIONS 
OF THE DEMOGRAPHIC MO~EL 

Sample Group Variables 

Judged desirability Sex 

at 1 block Age 

Aware/ 300 m Marital status 

Children < 6 

Children 6-18 

Children > 18 

Standardized 

_Coefficients 

.54348 

~.00534 

-.11651 

-.12084 

--40934 

-.07967 
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to the judged desirability of a hypothetical facility. Analysis of 

variance reveals, that three of the five variables are significantly 

related to this dependent variable, although only at a distance of 

seven to 12 city blocks from the respondents' home (Tab~e 5.4)~ 

Occupational status of both the respondent and the head of household 

show signficant relationships with this measure of judged desirability 

for both the "aware 11 group and those "awarerr respondents residing 

within ~00 metres of a facilityo Level of education is significant 

with respect to the aware group only. Income and_tenure status, as 

individual variables, show nq significant relationships with the 

dependent vari~bles. 

Only one discriminant function is found to be significant, 

and, not surprisingly in light of the results of the analysis of 

variance, describes the judged desirability of a hypothetical facility 

located 7-12 blocks of respondents homes by "aware" respondents 

(Table 5.2) .. The function suggests that a low level of education of 

the respondent and low occupational status of the head of household 

are likely to result in undesirable ratings of the hypothesized 

facility (Table 5 .. 5) .. This function is able to accurately predict 

76~2%~of cases included within t~e analysis. 

~lth~ugh some significant relationships occur between the 

$Ocio-economic (explanatory) variables and facility attributes, the 

overall results show that the socio-economic model is not an effective 

pre~ictor of attitudes toward co~~unity mental health facilities. 



TABLE 5.4 

EFFECTS! SOCIO-ECONOMIC VARIABLES 

Jud~ed Desirability of a Facility Within: Reactions to 
Existing 

7-12 blocks 2-6 blocks 1 block Facilities 
-

Aware/ Aware/ Aware; Aware/ 
Aware < 300 Unaware Aware < 300 Unaware Aware <300 Unaware Aware < 300 

Level of 3.3417* 2.7327 
Education 

Occupational 
status 5.4877** 5.0937* 
{respondent) 

Occupational 
stutus(hcncl 5.2081** 6.0984* 
of household) 

llousehold 
1.0360 . 1. 5551 

illCOillP 

'1'•:-nure .6458 .6569 
stutus 

Degrees of 
Frccdom2 (2,39) ( 2' 28) 

*Significant at the .05 level 

**Significant at the .01 level 

.8715 I .796 .6521 

.9819 1 1.0153 .8012 

2.3401 I .0242 .4482 

.2566 I • .1237 .2065 

1.9898 I .0246 .3916 

<2,179) I (2,43) (2,32) 

.7525 I .3782 .4338 .4625 l .9009 .6556 

.8516 I .8276 .6569 2.6600 I .1701 .3332 

1.2244 I .0623 .OG48 .2528 I .4207 .5024 

.3141 I 2.8A5H 2.6249 .5S39 I .6701 .5()72 

2.6454 I .4202 1.3602 1.0418 I .0323 .2253 

(2,202) I (2,44) ( 2, 34) (2,202) I (2,65) (2,54) 

1Figures are F statistics 
2
source: Freund; J. E. ModePn Elementary Statistics~ 

New Jersey: Prentice-Hall, Inc. 1973. 
,::.,. 
N 



TABLE 5.5 

SIGNIFICANT DISCRIHINANT Dil•ENSIONS 
OF THE SOCIO-ECONOHIC MODEL 

Sample Group 

Judged desirability 

at 7-12 blocks, 
aware respondents 

Variables 

Education 

Occupational status . 
(respondent) 
(head of household) 

In com~ 

Tenure status 

Standardized 
Coefficients 

-.59193 

.34005 

.76770 

-.29250 

.23578 

43 
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-5.3 Beliefs Model 

Of the four individual models tested, t~e beliefs model is 

the most successful predictor of attitudes toward mental heaith faci­

lities. Due to the large number of discriwin~~ fQ~ctions produced, 

results of the analyses of each dependent variable will be treated 

separately. 

5.3.1 Judged Desirability of a Hypothetical Mental Health Facility 

As revealed by analysis of variance, attitudes to\'lard mental 

illness are consistentlyrelated to judged desirability at all hypo­

thesized distances (Table 5-a). Religious beliefs, as measured by 

regular attendance of religious services, is a factor of noticeably 

less importance, since it is significantly related to desirability 

in only one test. Accordingly, all discriminant analyses produced 

discriminant fucntions dominated by "Total" (attitudes toward mental 

illness) as the explanatory variable (Table 5.2}. 

In· those cases-where judged desirability of a hypothetical 

facility located within 7 to 12 blocks or 2 to 6 blocks of the respon­

dents'homes served as the dependent variable, one significant discri­

minant function is produced for each ~~alysis. These functions 

consistently represent a mental health beliefs dimension - The sign 

of the discriminant coefficient on total in each analysis indicates 

that those individuals holding negative a~titc~es toward mental health 

and the mentally ill display a strong prope~sity to rate hypothetical 

mental health facilities as undesirable (Table 5-7). The predictive 

capabilities of this model are relatively high;for the 7-12 block and 



TABLE 5.6 

EFFECTS! OF BELIEFS VARIABLES 

Judged Desirability Within a Distance of: Reactions to 

7-12 blocks 

Aware/ 
Aware <3oo Unaware 

Critical 
value(.OS 

3.32 3.32 3.0 I significant 
level) 

Variables 

Church 
2.10351 attendance 

.7346 1.0972 

Attitudes 
** ** ** I toward 7.671J 7.1994 27.271 

mental 
illness 

·negrees of 
(2,46) { 2, 34) {2,187)1 Freedorn2 

*Significant at the .OS level 

**Significnnt at the .01 level 

Aware 

3.2 

.568 

** 
13.534 

(2,50) 

Existing 
2-6 blocks 1 block Facilities 

Awq.re/ 
(300 

3.23 

.3434 

** 
1.061 

( ~, 38) 

Aware/ Aware/ 
Unaware Aware (300 Unaware Aware <300 

3,0 I 3.2 . 3. 23 3.0 I 3.15 3.15 

I ** 
1.8141 2.7488 2.8867 5.4981 I 2.893 2.0157 

** I ** ** ** ,. ** ** 41.788 .. 28.576 24.735 58.34 9.6491 8.2966 

(2,211) I (2,51) {2,40) (2,211) I (2,71) (2' 59) 

1Fi.gures are !"-statistics 
2sourca: Freund, J.E. 

New Jersey: 
ModeP.n Elemerrtar1lf Bta·t1:£rt-z:oc, 

Prentice-Hall Inc. 1973. 
.~ 
U1 



Sample 

7.-12 blocks: 

aware 

aware/300 m 

unaware 

2-6 blocks: 

aware 

aware/300 m 

unaware 

1 block: 

aware 

aware/300 m 

unaware 

Reactions to 
Existing 
Facilities: 

q.ware 

a,ware/300 ·m. 
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TABLE 5.7 

SIGNIFICANT DISCRI}UNANT DI!·!ENSIO~·~S 
OF THE BELIEFS MODEL 

Variables 

Church attendance 
Total 

Church attendance 
Total 

Church attendance 
Total 

Church attendance 
Total 

Church attendance 
Total 

Church attendance 
Total 

Church attendance 
Tota_l 

Church attendance 
Total 

Church attendance 
Total 

Church attendance 
Total 

Church attendance 
Total 

Standardized 
Co-efficient 

1st discriminant 2nd discriminant 
· function function 

.1664 
1.1075 

.2733 
1.1008 

.1246 
1.101 

.1188 
1.2118 

.0964 
1 .. 2171 

.0551 
1.1932 

.1999 1.0178 
1.4283 -._1_401 

.3421 .9984 
1.4509 -.2681 

-.-0096 1.0329 
1.2420 - .. 1795 

.05715 1.0242 
1.10920 -.0836 

.2793 .9780 
1.0602 -~3415 



and 2-6 block ratings respectively, the discri~inant functions are 

able to correctly classify 79.6% and 73.6% of those aware of facili­

ties, 68.4% and 62.1% of those unaware, and. 73% and 73.2% of aware 

individuals residing within 300 metres of a facility. 
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Analyses performed on the belie::s model incorporating judged 

desirability at a distance of one block from the hypothesized facility 

yield even stronger results, each analysis proC.ucing two significant 

functions. Interpretation of the first fth~ction, the mental health 

beliefs dimension, is consistent with that describing judged desira­

pility within 7 to 12 or 2 to 6 city blocks: neqativ~ attitudes 

toward mental illness indicate negative att.i tuces toward the facilities 

as well. 

Attendance of religious services is the predominant predictor 

of attitudes toward mental health facilities within th~ second dimension. 

Regardless of resultant level of significance r hcv;rever, the explanatory 

power of the second dimension is marginal in comparison with the first, 

as shown, for example, by the percent of trace accounted for by each 

function (Table 5.2). 

Interpretation of the second dimension is not entirely clear. 

The ~~rection.of the group centroid of individuals rating the hypo­

thetical facility as desirable suggests that they are not regular 

attenders of religious services, although t~e magnitude of·the centroid 

is quite small since it is very close to zero. A similar but stronger 

relationship is apparent with respect to individuals rating facilities 

as extremely undesirable, who also exhibit a higher propensity to be 

non-attenders. Conversely, regular atte~dsrs a= religious services are 
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predicted to rate facilities as only slightly undesirable. 

The beliefs model exhibits good predictive capabilities of 

judged desirability at a hypothesized distance of one block, classifying 

between 62.6% (unaware) and 75.9% (aware) cases correctly. 

Thus the beliefs model is the best predictor of judged d~sira­

bility of hypothetical facilities, and is able to explain a significant 

proportion of variance by one and in some cases two significant dimensions. 

5.3.2 Reactions to Existing Facilities 

The· performance of the beliefs model in explaining response to 

existing facilities is similar to the results discussed above. Considered 

individually, only the attitudes toward the mentally ill (Total} e~~ihits 

significant relationships with responses. 

Considered in combination in the discriminant functions it is 

apparent that the beliefs model is a successful predictor of reactions 

to existing facilities. Analysis of the aware- group yields tT..ro signi-· 

ficant discriminant functions. When the sample is restricted to awar~ 

respondents residing within 300 metres of a facility~ .only one sigpi­

ficant discriminant function emerges {Table 5.8). In both cases, the 

first discriminant function represents a mental health .belief's dimen­

sion. Individuals_holding favourable attitudes toward the mentally 

· ill exhibit a higher propensity to b~ in favour of existing facilities 

of which they are aware. Moreover, when the opposite is true, i-e­

when individuals hold negative attitudes, it is more likely that 

opposition to facilities will result (Table 5.7). 



TABLE 5~8 

SUMMARY STATTSTICS OF DISCRIMINANT ANALYSES 
OF RESPONSE TO EXlSTING FACILlTIES 

. . . . . ' .... . . . .. 

Aware Respondents Aware Respondents Residing Within 300 m of a Facility 
••• 0. 

Model Number % W;ilk's Signifi- % Cor;t"ectly Nu)llber % Wi1k's Signifi- % Correctly 
).={emoved T;r-ace }\ · cance Classified Removed Trace ~ cance Classified 

Demographic 
Model 0 92.3 .83372 ? • 424 

I 
·o 88.1 .78416 .334 

7.7 .98513 .962 
46.6 

1 11.9 .96905 .883 
47.5 

1 

Socia-
economic 0 70.1 .93935 .950 

I 
0 64.4 .935 47.4 42.6 

Model 
1 29.9 .98128 .880 1 35.6 ,822 

Beliefs 
0 77.2 .72742 .000 

I 
0 87.2 .73632 .001 Model 

51.4 48.4 
1 22.8 ,92558 ,02 1 12.8 • 95765. ,112 

Distance 
0 76.1 .85574 .091 

I 
0 76.4 ,84899 .148 Model 

62,7 43.5 
1 23,9 ,96236 ,261 1 23.6 ,96091 .315 

Composite 
0 78.1 ,68061 ,002 0 73.8 ,6032 .013 Model r 58,2 67.9 
1 21.9 .91261 .126 1 26.2 .86621 .202 

-· 
-Significant beyond the .05 level. 

~ 
1..0 



A second significant discriminant function for all aware res­

pondents again represents a religiosity dimension~ as measured by 

regular attendance of religious services. Regular attenders are 

predicted to be in favour of existing facilities but non-attenders 

have a higher propensity to remain undecidedQ It is suggested that 

those in oppositio~ to such facilities may be non-attenders as well, 

but the discrim.i,nant scores of the group are very close to zero, as 

indicated by the group centroid (.00812). Thus although considered 
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individually, church attendance does not exhibit any significant 

relationships with this dependent.variable, this belief measure exhibits 

significant discriminating capabilities after removing the first, most 

important mental health dimension. 

Regardless of the number of significant discriminant functions 

and consistent interpretation with beliefs models of judged desirability, 

the overall predictive capabilities of these models are lower than the 

desirability models. These functions ·yield only between 48.4% and-

51.4% correctly clas9ified cases. 

5 .. 3.3 Summary 

The results indicate that an individual's beliefs, as they 

·have been measured in this study, represent an extremely important 

factor in det€rmining response to community mental health £acilities. 

The strongest of these is an individuals attitudes toward mental 

illness .. The role of religious beliefs is less easily.discerned, 

although this too may be a factor of lesser importance. Thus, the 

beliefs model is an effective discriminator of attitudes toward 
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existing and hypothetical community mental health facilities. 

5.4 Distance Mode1 

It ;is evident from the analysis, that the distance model is 

not an effective pred;ictor of_ attitudes toward mental health facilities . 

. No significant· relationships emerge betv.7een either of the dependent 

variables and s-traight line distance, street distance or facility type. 

Furthe;qn,ore, the discriminant ·analyses do- not produce any significant 

dis.crim±.nant functions (Table 5. 2) • Acco~dingly, the percentage of 

correctly-classified cases is lower than ~~y of the other models tested. 

·one reason contributing to the poor performance of the dist~~ce 

model are the assumptions made concerning the interpretation of 

"awareness" as report~d by the responde!1ts. Throughout the· analyses, 

distance measures were estimated by the actual (straight-line) or 

street distances of an "aware" respondents home to the mental health 

facility in the respondent's neighbourhood. Eowever, the poor results 

prompted a more thorough examination of the actual extent of awareness 

x-eported by the respondent. Of the 133 "a.-... "'are" respondents, 33 were 

actually aware of and could name or locate, the mental health facility 

in their neighbourhood. Another 31 respo~dents reported awareness of 

a community mental health facility in their neighbourhood yet could 

not name.or indicate the location of such a facility. The remaining 

69 "aware" respondents, on the other hand, '\•le:-ce able to name and/or 

indicate the location of a corr.munity me:1tal health facility, however, 

not the facility located in their neig:--~ou!:~o"Jds. These results have 

important implications for the nature of a\·;are::'less and perceptions of 
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_community mental health facilities, and certainly for the validity of 

the distance model in this analysis. 

Discriminant analyses of the subset of cases (33) where it is 

known with certainty that the facility mentioned by the repondent was, 

in fact, the facility located in the responder~ts. neighbourhood, yielded 

no significant results. It may be important to note, however, that 

the small number of cases may have been partially responsible for 

these results. 

Therefore, contrary to the hypothesis 'that distance from a 

mental health facility is directly related to the negative effects of 

these facilities, the distance model is not an effective predictor of 

attitudes toward community mental health facilities. 

s ... 5 Composite Model 

The best pre.dictor of attitudes tov."ard communit_y mental health 

f~cilities is the composite model, which incorporates the best explana-

tory variables from each of the four individual models.. Due to the 

wide range of discriminant functions produced, the results in con-

junct~o~ with each of the dependent variables will be discussed 

ind~':idually. 

5.5.1 Judged Desirability of a Hypothetical Community Mental Health 
Facility. 

There is consistency in the variables entered into the stepwise 

analyses of judged desirability of facilities (Table 5.9). The variable 

''Total'', which measures attitudes tov1arc the ne::.tally ill, is entered into 

the analysis in every·case, ranking first in order of importance as an 



TABLE 5.9 

VARIABLES ENTERED INTO THE STEPWISE COMPOSITE MODELl 

Depen.dent 
Variables 

Judged de:;;ira­
bility within: 

Aware 
Respondents 

A-ware Respondents 
Residing within 

300 meters 
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Unaware 
Respondents 

7-12 blocks Total 5.999 Total 6 .. 53993 Total 26 .. 215 

2-6.blocks 

Occupational 
status 
{respondent) 5.144 

Marital 
status 3.992 

Age 4.182 

Occupational 
status(head 3.301 
of household) 

Education 2.073 

Zone 2.446 

Total 7.354 

Church 
.attendance 1.015 

Age 1.1 

Zone 1.273 

Occupational 
status(head 
of household) 

Marital 
status 

Age 

Occupational 
status 
(respondent) 

Zone 

Children 
< 6 yrs-

Sex 

Total 

5 .. 86323 

4.864 

2.658 

2.531 

1.529 

1.026 

1 .. 333 

5 .. 75788 

Occupataional 
status (head 
of household) 

Chi·ldren 
< 6 yrs 

Education 

Children 
6-18 

Total 

Children 
> 19 

Education 

2.481. 

2.416 

1 .. 594 

1.671 

43.725. 

1.977 

1.95 

·oc-cupational 
status(head 1.7 
of househola) 

Children 
6-18 1.681 

Zone 1.339 

Street 
distance 1 .. 966 
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Table 5.9 Continued 

Dependent Aware Aware Respondents Unaware 
Variables Respondents Residing vJi thin Respondents 

300 meters 

Judged desira-
bility within: 

1 block Total 19.839 Total 17__. 391 Total 54.181 

Sex 5.939 Sex 8.533 Church 4.936 
attendance 

Church 3.449 Church 4.119 
attendance attenda.."1ce Education 2.428 

Children 3.0 Children 3.855 Zone 2.407 
> 18 6-18 

Children 2.126 
Income 1 .. 472 Income 2.933 < 6 

Zone 1.077 Tenure 2.53 Age 2_157 
status 

Children 1.402 
Childreh 1.56 6-18 
> 19 

Occupational 
status 
(respondent) 1.161 
(head of 

1.135 household) 

Reactions to Total 6.,56 Total 5.649 
existing 
faci.l~-t:-ies; Church Facility 

attendance 2.69 type 2.44 

Facility Sex 1.564 
type 1.9 

Age 1.777 Children 
6-18 1.402 

Church 
attendance 1.482 

Age 1.224 
.r--.-

1Fiqures are F-tc-enter statistics 
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individual variable. This is not surprising given the good explanatory 

capabilities of "Total" as observed for the beliefs model. Also, 

occupational status of the respondent and head of household, level of 

education, neighbourhood type (suburban or urban) m1d attendance of 

religious services are also entered in the majority 0f the analyses. 

Other variables entered include age, marital status, number of children, 

street distance, sex, household income and tenure status. 

5.5.1.1 Desirability: 7-12 blocks 

Each of the three analyses of judged desirability of facilities 

locate.d within 7 to 12 blocks from the respondents ' homes rendered at 

least one significant discriminant function. For both aware groups 

one additional significant discriminant function emerged (Table 5 .. 2). 

The first discriminant function in this analysis for both aware groups 

is not dominated by the variable "Total 11
• Instead, the primary 

discriminant function in this case represents a socio-economic status 

dimension (Table 5.~0). 

This. dimension predicts, that individuals who are married, 

have a low level of education and where the occupational status of 

the head of household is low are more likely to rate the hypothetical 

facility negatively. ·As these factors are reversed, the propensity 

_to rate facilities as desirable increases. In addition to these 

factors, city dwellers , as opposed to suburbanites , are predicted 

to rate facilities as undesirable by the model which incorporates only 

those "aware" respondents who reside within 300 metres of a facility. 

It is not clear, however, whether this distinction is a factor in the 



Sample 

Aware 

Aware/300 m 

Unaware 

TABLE 5.10 

SIGNIFICANT DISCRININAl\TT DI1·!ENSIONS 
OF THE C0!1POSITE MODEL: 

JUDGED DESIRABILITY AT 7-12 BLOCKS 

Standardized Coefficients 
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Variables 1st discriminant 2nd discriminant 

Age 

Marital status 

Level of education 

Occupational status 
. (respondent} 

(head of household) 

Total 

Zone 

Sex 

Age 

Marital status 

Children under 6 yrs 

Occupational status 
(respondent) 

Total 

Zone 

Children under 6 yrs 

Children 6-18 yrs 

Level of education. 

Occupational status 
(head of household) 

Total 

Lunc ~...1.on function· 

~6279 .3402 

-1.0039 

- .6106 

.3416 

.9840 

.0401 

- .. 3670 

.4238 

1.1439 

-1.2437 

- .5499 

1.2814 

- .. 0800 

- o3858 

- .0671 

- o2271 

- .2465 

- .2984 

1.1231 

.. 223 

- .. 147.4 

-.3674 
-.0571 

-.8753 

-.4916 
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prediction of attit11des due to the nature of the characteristics of 

city-dwellers, of the facilities themselves, or a combination of these 

factors. 

Mental health ·beliefs emerge as the second dimensi·on de·scribing 

both "aware" groupsu but the sole dimension with respect to the 11U..'I"laware" 

respondents. Judging from the percent of trace and the increase in 

values of the Wilk's lambda statistics due to the inclusion of this 

variable with respect to both 11 aware" groups, this dimension is of 

noteable importance i~ discriminating between the groups. This dimension 

shows that individuals with negative attitudes toward the mentally ill e~hi­

·bit slightly undesirable, and to a lesser extent,.extremely undesirable 

attitudes toward community mental health facilities. In addition, 

isolating "aware" individuals residing within 300 metres of a facility 

resulted in the emergence of a dimension dominated by regular attendance 

of religious services and low occupational status... This dimension 

reflects the same tendencies· discussed above. 

At a hypothesized distance of 7 to 12 blocks, then, the com-

-posite model is very successful in predicting attitudes. Taken together, 

the socio-economic status arid mental health beliefs dimensions are able 

to correctly classify 85 .-4% arid 90.0% of both aware groups. The pre­

dictive capabilities of the beliefs dimension \·Ti th respect to the 

"unawa;cen group is ~ower, but nevertheless predicted 74_9% of cases 

correctly. 

5.5.1.2 Desirability: 2-6 blocks 

Us-ing the 2 to 6 block desirability rating as the dependent 

variable, one significant discriminant function emerges for each 
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analysis (Table 5.2)a These functions again represent a mental health 

beliefs dimension, with those holding negative attitudes toward mental 

illness rating facilities negatively as "1ell (Table 5.11). These 

models are able to correctly classify between 62.9% of cases ("unaware" 

group) and 77.8% of cases ("aware 11 group) correctly. 

5.5.1.3 Desirability: 1 block 

.Two significant discriminant functions emerge from each of the 

three analyses. performed using \•li thin one block ratings as the dependent 

variable (Table 5.2). The most important function in each case con­

sistently represents the mental health beliefs function {Table 5.12). 

Individuals in both"aware" groups holding negative attitudes toward 

the mentally ill.exhibi~ a higher propensity to rate facilities 

slightly or extremely undesirable. However, the interpretation of the 

functions is made more difficult by the lack of consistency wiL~ which 

other variables are entereda Sex is includea in the mental health 

beliefs dimension for the .. aware" groups in addition to "Total". 

Females are shown to have a higher propensity to rate facilities as 

undesirable. The same dimension, applied to the "aware~,- group residing 

within 300 metres of a facility, ho":ever, sho\-lS that males and indi­

viduals without children between 6 and 18 years, holding negative 

attitudes toward mental illness, have a higher propensity to rate the 

facilities as undesirable. Interpretation of ~he beliefs function 

discriminating between "una'>vare" cases is more straightforward; the 

degree of undesi,rable attitudes tovlard a facili t~l increases with 

intensity of negative attitudes toward the mentally ill. Thus, the 



Sample 

Aware 

Aware/300 m 

Unaware 

TABLE 5.11 

SIGNIFICANT DISCRIMINANT DI!.ffiNSIONS 
OF THE COMPOSITE MODEL: 

JUDGED DESIRABILITY AT 2-6 BLOCKS 
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Variables Standardized Coefficients 

Age 

Church attendance 

Total 

Zone 

Total 

Children 6-18 yrs 

Children over 18 yrs 

Level of Education 

Occupational status 
(head of household) 

Total 

Zone 

Street distance 

.1954 

- .3330 

-1.0536 

- .. 3195 

18.9882 

- .2474 

.0126 

- .2369 

- .-2Tl2 

1.1918 

- .0527 

..-1196 



Sample 

Aware 

Aware/300 m 

Unaware 

TABLE 5.12 

SIGNIFICANT DISCRIMINANT DI!·SNSIO!~S 
OF THE COMPOSITE MODEL: 

JUDGED DESIRABILITY \i!THI~ 1 BLOCK 
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Standardized Coefficients 

Variables 1st discriminant 2nd discriminant 
function function 

Sex. -.5975 .2380 

Children over 18 yrs .1256 -.5743 

Household income .1248 -.4121 

Church attendance -.1505 -.6613 

Total -1.3275 -.3599 

Zone -.3144 .0699 

Sex -.9119 .2969 

Children 6-18 yrs -.8401 -.0267 

Children over 18 yrs .1777 -.5694 

Household income .3609 -.4455 

Church attendance -.2701 -.6535 

Total -1.6-895 -.1817 

Tenure status --5927 _.1323 

Age -.031_5 .4829 

Children under 6 yrs -.1244 .4705 

Children 6-18 yrs .1211 -.2527 

Level of education .3214 -.0463 

Occupational status 
(respondent} .1589 .4636 
(head of household) -.8831 -.3701 

Church attendance .0408 -.6364 

Total -1.2951 .1365 

Zone .1035 -.4891 
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three analyses of judged desirability at one block exhibit consistencies 

in the general trends produced in the mental health beliefs dimensions. 

A second discriminant function, representing religiosity, is 

significant for the "aware", "unaware", and 11aware" residing vritpin 

300 metres of a facility groups, although problems of interpretation 

arise with respect to the last group. It is clear, however, for the 

"aware,. and "unaware" groups, ·that regular attenders of religious 

services are the most likely to rate hypothetical facilities as 

extremely undesirable. The noteable increase in values of the Wilk's 

.lambda statistics upon the addition of this second dimension suggests 

that although religiosity is not as important as attitudes toward the 

mentally ili, it nevertheless represents an important factor contri­

buting to differences in attitudes of individuals toward mental health 

facilities. 

·rn all cases, the two dimensions are able to discr:L'"ninate 

between attitudes toward the hypothetical facilities well. As indicated 

by the· contingency table·' only 68.5% of "unaware" cases are correctly 

classified by these dimensions, but the percentage of correct classifi­

cations increased to 89.1% and 94.4% for the'a.ware' and "aware" and 

res~ping within 300 metres groups respectively. 

5.5.2 Reactions to Existing Facilities 

When reaction to existing facilities is used as the dependent 

variable, _the va~iables which consistently enter into the discriminant 

functions are: "Total" (attitudes to\vard the mentally ill), church 

attendance, facility type and age~ In addition to these variables, sex 



Sample 

Aware 

Aware/300 m 

TABLE 5.13 

SIGNIFICANT DISCRIMINANT DD{ENSI0~.'1S 
OF THE CO~~OSITE MODEL: 

REACTIONS TO ~XISTING FACILITI~S 

Variables Standardized Coefficients 

Age 

Church attendance 

Total 

Facility type 

Sex 

Age 

Children 6-18 yrs 

Church attendance 

Total 

Facility type 

.4923 

.2912 

-.7897 

.4769 

.4017. 

-.3991 

~0833 

-.7171 

.4ul5 
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and number of children between the ages of 6 and 18 years are entered 

into the analysis of the "aware" group residing within 300 metres of 

a facility (Table 5.9). 

Both analyses produce the significant discriminant fucntion in 

which attitudes toward the mentally ill is the strongest discriminator 

(Table 5.8) •. Thus the emergence ofthe mental health beliefs dimension 

is as clear in these as in previous analyses, and may be interpreted 

in the same way: individuals holding favourable attitudes toward 

the mentally ill have a higher propensity to rate facilities favourably, 

while those individuals with ne_gati ve attitudes are more likely to be 

opposed to the community mental health facilities' they are aware of 

(Table 5.13). The predictive capabilities of this composite model are 

not as high as the corresponding models of judged desirability, yield-

ing only 58.2% and 67.9% correctly classified cases. 

5.5 .. 3 Summary 

The composite models, which incorporate the bestcombinations 

of explanatory variables from each of the individuaL models tested, are 

the best predictors ofboth judged desirability of a hypothetical mental 

health facility and reactions to existing facilities. The latter 

measure of attitudes, however, yields weaker results than judged 

-desirability of facilities, consistently classfying a lower percentage 

of cases accurately. The mental health beliefs dimension emerges as 
__,---

the dominant explanatory fa.ctor in all o:f the q.naly~is,: but in addition, 
\ / 

socio-economic status and religiosity are f~ctors whlch influence the 

judged desirability of community mental health facilities. 
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5.6 Conclusions 

Two types of conclusions may be drawn from the results of the 

data analysis. The first and most important concern is the relative 

significance of the five models tested. Also, differences in the 

predictive capabilities for the various population sub-groups and 

dependent variables may be discerned. 

The results show that the Beliefs Model is the best individual 

predictor of attitudes toward community mental health facilities. With­

in this model, the most important measure of "beliefs" is an individual's 

attitudes toward the mentally ill, although religious beliefs are also 

an important factor of response to either existing or hypothetical 

facilities. 

The demographic and socio-economic models are approximately 

equally successful predictors of response to mental health facilities, 

but produce only one significant discriminant function each. Age and 

marital status with respect to the demographic model,and-occupational 

status and education. with respect to the socio-economic model are the 

most important variables individually as well as within the discriminant 

functions. Taken together, however, the results suggest that neither 

the ·demographic nor the socio-economic models are effective predictors 

of attitudes to"Vlard mental health facilities. 

The least successful model of community attitudes is the distance 

model. Although ambiguities concerning "awareness" as reported by 

respondents in the initial analysis seem to be a contributing factor 

to the failure of the model to correctly predict responses, even analysis 

of a small subset of cases, where no ambiguities with respect to 

-=ac-a 
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awareness are present, fail to give significant predictions of attitudes. 

The composite model incorporates predominantly beliefs, as 

well as demographic and socio-economic variables. The variables most 

commonly entered into the models include attitudes toward the'mentally 

ill, church.attendance, occupational status, level of education and 

neighbourhood type (suburban or urban). Thus, incorporating the most 

effective indicators of attitudes from each of the individual models. 

results in discriminant dimensions. representin;r attitudes to-v1ard the 

mentally ill, religious beliefs and demographic/socio-economic factors 

which are capable of classifying up to 94.4% of t4e cases correctly. 

Differences in predictive capabilities for the different 

dependent variables and the various population sub-groups may also be 

observed. All analyses relating to the judged desirability of faci­

lities yield consistently stronger results in terms of the percentage 

of cases correctly classified than the corresponding models of ·react­

ions to existing f.acili ties. Furthermore, there exist differences 

between the three j~dged desirability ratings. Ranking the outcomes 

based on the percentage afcorrectly classified cases shows that responses 

based on.a hypothesized distance of 7 to 12 blocks are the most accu­

rately predicted. Perhaps it is at this distance that the impact of 

the externality is best defined. Predictions are weaker and approxi­

mately equal for ratings for the 2 to 6 and within 1 block dist~~ces 

(Table 5.14). 

Generally, responses of the "aware 11 group render the best 

results in terms of the predictive accuracy of the discrimLnant funct­

ions (Table 5.15). Analysis of the "aware 11 group residing closer to 



TABLE 5.14 

RANKED EFFECTIVENESS OF THE !·3.~SURES 

OF JUDGED DESIRABILITY 

7-12 blocks 2-6 blocks 

Demographic Model 

Aware 1 3 

Aware/300 m 1 2 

Unaware 1 2 

Socio-economic Model 

Aware 1 2 

Aware/300 m 3 2 

Unaware 2 1 

Beliefs Model 

Aware 1 3 

AY.Tare/300 m 3 2 

Unaware 1 2 

Distance Model 

Aware 1 3 

Aware/300 m 1 2 

Composite Model 

Aware 2 3 

Aware/300 m 2 3 

Unaware 1 3 
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1 block 

2 

3 

2 

3 

l 

3 

2 

1 

3 

2 

3 

1 

1 

2 



TABLE 5.15 

RANKED EFFECTIVENESS OF THE POPULATION SUB-GROUPS 
OF JUDGED DESIRABILITY 
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a facility resulted in a slightly lower overall proportion of correctly 

classified cases, although this difference is ~at great. The unaware 

group consistently produced the lowest peYce~tage of correctly classi­

fied cases than the other two subroups of the .s~ple population resid­

ing within an area with a community mental health facilities. This 

r~sult suggests that more systematic attitudes may be observed among 

those who are familiar with the facilities and know what they are like. 

In conclusion, there exist discernable differences with respect 

to the predictive capabiliites of the discriminant £unctions, dependent 

on the dependent variable used and the groups analysed, as well as 

between the five models tested. The hypothesis that demographic, socio­

economic and distance models are good predictors of attitudes tow~d 

co~unity mental health facilities is not supported.. The Beliefs model 

and Compos~te model, on the other hand, give relativel1raccurate pre­

dictions of reactions to facilities. 



CHAPTER SIX 

CONCLUSIONS 

The empirical findings of this study provide considerable 

insight into the manner in which the characteristic.s of individuals 

affect response to community mental health facili-ties., Although previous 

research indicates that these factors play an important role in deter­

mining attitudes toward mental illness, the evidence presented in this 

study suggests that these same factors-do not necessarily influence 

reactions toward existing or hypothetical community mental health faci­

lities. In this concluding chapter, a summary of the major findings 

of this study are reported. Following this, the advances represented 

by this study and the policy implications of the results are discussed~ 

6.1 Discussion of the Major Findings 

OVerall, the findings indicate that not all of the hypothesized 

relationships can be conclusively confirmed. In this section they are 

discussed with respect to each of the hypotheses sepa.rately. 

In the first instance, it t-:as hypothesized that attitudes toward 

community mental health facilities var£ significantly with the demographic 

characteristics of individuals. This h~~othesis can be only weakly con­

firmed. Marital status and number of children are not significantly 

related to reactions to the facilities. Previous studies, however, have 

69 
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established a link between these variables and attitudes toward mental 

illness. Age and,to a lesser extent,se~ are significantly related to 

response to community mental health facilities. 

Linear combinations of the demographic variables produce only 

one statistically significant result. In this case age and sex are 

the important explanatory variables, with older males having a relatively 

higher propensity to rate mental health facilities as €Xtremely undesi-

rable. Thus although it has been shown that demographic characteristics 

are in some cases related with attitudes toward community mental £aci­

lities#their overall impact on response is limited. 

The impacts of socio-economic characteristics upon attitudes 

toward mental illness, as reported in the literature,are not demonstrated 

to be as strongly related to response to community mental health facili­

ties. Thus the hypothesis that attitudes toward these facilities are 

positively correlated with socio-economic characteristics can also be 

only weakly confirmed. 

Occupational status of the head of household and respondent, 

and level of education individually exhibit significant relationships 

with attitudes toward community mental health facilities. Other socio­

econom!c variables, income and tenure status, are not significant. 

~fuen these characteristics are combined linearly, only one analysis is 

significant,with occupational status of the head of household and level 

of educational status of the respondent emerging as the important 

factors. These results show, that respondents of higher occupational 

and educational status have a greater propensity to rate hypothetical 

facilities as undesirable. It may be concluded that although the 
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direction of these results is consistent with those of previous studies 

linking socio-economic characteristics with attitudes toward mental 

illness, the overall explanatory powers of these factors with respect 

to the actual rating of community mental health facilities is· low4 · This 

may confirm the hypotheses of some researchers that although higher 

socio-economic status may predispose individuals to more enlightened 

attitudes toward mental illne-ss, their actual responses to the mentally 

ill may not be affectedm 

No evidence emerges to confirm the hypothesis relating proximity 

to a community mental health facility and attitudes toward it. Although 

it was hypothesized that the incidence and degree of negative attitudes 

toward the facility would increase with proximity, analyses of the 

locationai variables either individually or in combination produce no 

significant results. 

Lastly, it was.hypothesized that attitudes toward cormnunity 

me·htal health facilities vary significantly with individuals • beliefs. 

This relationship is '·strongly confirmed in this study-. Clearly, the 

mo.st important belief is an individual's attitudes toward mental illness. 

It is consistently demonstrated that sympathetic attitudes toward mental 

illness are positively related to attitudes toward hypothetical or 

existing mental health facilities~ 

The effect of religious beliefs is considerably weakerq Few 

statistically significant relationships emerge when this variable is 

considered individually~ In those cases where rel-igious beliefs 

emerge as the dominant factor among a linear combination of the beliefs 

variables the overall predictive contribution of the discriminant 



dimension is marginal in comparison with the mental health beliefs 

dimension. Controlling for the differences in attitudes attributed 
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to attitudes toward mental illness, regular attenders of religious 

services are apt to be in favour of community mental health facilities. 

The best predictions of attitudes toward community mental healL~ 

facilities are achieved using a combination of demographic, socio­

economic, distance and beliefs variables. Consistent with the-results 

reported above, attitude toward mental illness is entered as the 

dominant variable in every analysis.. Other, less important factors 

entered into the majority of the analyses include age, occupational 

status, level of education, neighbourhood and facility type and 

attendance of religious services. 

Three distinct dimensions emerge as predicto~s of reactions to 

community mental health facilities when all variables are considered 

in combination. The first and most important, the mentaL health beliefs 

dimension emerges in every analysis. Clearly, this is the most powe-r­

ful discriminator of attitudes, showing that individuals who are posi-

tively disposed toward mental illness are more.accepting of hypoth-etical 

or existing community mental health facilities. 

The other two dimensions - socio-economic status and religiosity 

emerge less frequently, and are more limited to certain sample groups in 

their abilities to discriminate between facility attitudes. The socio­

economic dimension discriminates between attitudes on the basis of 

marital status, eduction and occupation, and in one case, neighbourhood 

type as well. It is predicted that when the occupational status of the 

head of household is low, married individuals with a low level of 
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education, (residing in the central city) have a higher propensity to object 

to community mental health facilities,a result consistent with 

previous findings. This dimension explains a la~ger proportion of 

variance among attitudes, but was found to be a?plicable only to judged 

desirability of facilities within 7 to 12 blocks. 

Thirdly,the religiosity dimension is of least importance and is 

applicable only to the analysis of judged desirability of facilities 

within one block. These results suggest that re~ular attenders of 

religious services are more likely to rate hypothetical facilities as 

undesirable. Although this result is opposite to patterns exhibited by 

the independent beliefs model, it is statistically stronger and further­

more, consistent with those of previous studies. 

Clearly, the general results indicate that attitudes toward 

mental illness are the most direct link to conL~Jnity response to mental 

health facilities. Demographic and socio-econonic characteristics a~d 

religious beliefs, which have been extensively reported in the liter­

ature to affect attitudes toward mental illness,are only weakly ~~d 

indirectly linked to reactions to hypothetical or existing·community 

mental health facilities. 

In conclusion , only the hypothesis that an individual 1 s beliefs 

are directly related to attitudes toward mental health facilities can 

be confirmed with certainty. The effects of de~graphic and socio­

economic characteristics are confirmed c~ly wea~ly, while the hypothesized 

relationship between proximity and attitudes to~.-;ard community mental 

health facilities must be rejected. 
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6.2 Advance on Previous Studies 

- The findings presented in this study represent significant 

advances on research completed to date in the area of mental health 

care planning, which encompass both theoretical and empirical consi­

derations. On one hand, these findings bring us one step closer to 

the formulation of a theory of neighbourhood reactions to community 

mental health facilities. The relationships between individual 

·characteristics and reactions to facilities had not been previously 

examined. Of special interest was the hypothesized effects of distance, 

which although considered in the theoretical literature, had not been 

investigated empirically. On the other hand, the treatment of the 

explanatory variables in this study may also be regarded as an improve­

ment on the research completed to date. A considerably wider· range o£ 

variables has been considered. Furthermore, each set of thesawere 

examined individuallly as well as in linear combinations_ Finally# 

the interaction between the four major factors identified a priori 

has been recognized and examined by linearly combining the total 

variable set. 

6_3 .Policy Implications 

The results of this study provide definite implications for 

policy formulation and further research. Generally, three major points 

can be made. Firstly, the confirmed effect of attitudes toward mental 

illness on reactions toward community mental health facilities suggests 

a methodology for predicting the potential response of residents toward 

the introduction of a mental health facility in their neighbourhood. 
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The second implication of these results is in terms o£ the 

profiles of accepting and rejecting communities. This takes on added 

importance, given the amendments being made to restrictive zoning 

regulations which allow mental health facilities into residential 

neighbourhoods, as can be seen in Hamilton and Toronto. At the indivi­

dual level, utilizing profiles of accepting or rejecting communities 

which incorporate immediately observable population characteristics 

such as demographic or socio-economic variables, is not supported by 

this analysis. However, for planning pu_rposes it may be of greater 

importance to construct neig~~ourhood profiles at the aggregate, 

rather than the individual level, and there exists evidence which 

confirms the valdity of such an approach using census tract data 

(Dear and Taylor, 1979) • . 

Thirdly, the very vague awareness of small-scale community 

mental health facilities in one's own neighbourhood exhibited by 

respondents suggests that opposition to communitymental health cen­

tes may be overant~cipated by planners and other officials. Further 

research in this area is recommended, since increased 1h~derstanding 

of the effects of physical form, facility type and function with 

respect to community characteristics on awareness and reactions, could 

render additional implications for the location of noxious facilities. 

T·aken together, such policy considerations may iead to t_l-}e successful 

social integration of the mentally ill by meat~s of corrununity-sheltered 

care. 



BIBLIOGRAPHY 

Barahal, H. Resistances to Community Psychiatry, PsychiatJ-Zc Quaterly, 
vol. 45, 333-343, 1971. 

Bassuk, E.L. and Gerson,S. Deinstitutionalization and Mental Health 
Services. Scientific American, 238, 1978. 

Blishen,B.R~ The Construction and Use of an Occupational Class Scale. 
Canadian Jourrnal of Economias and Political Scienae~ 24, 
519-531, 1958. 

Bard, R. Rejection of the Mentally Ill: Continuities and Further 
Developments, Social Problems3 18: 496-509, 1971. 

Canter, F.M. and Shoemaker, R. The Relationship Between Authoritarian 
Attitudes and Attitudes Toward Mental Patients. Nursing 
Research3 · 9: 39-41, 1960. 

Clark, A.W. and Binks, N .. M. The Relation of Age and Education to Atti­
tudes Toward Mental Illness. Psychological Reports, vel. 19, 
649-650, 1966. 

Cumming, E. and Cumming, J. Closed Ranks: An Experiment in Mental 
Health. Cambridge, Mass: Harvard University Press, 1957. 

Dear, M.J. Planning for Mental Health Care: A Reconsideration of 
PUblic Facility Location Theory. International Regiuaal 
Science RevieW3 val. 3(2), 93-114$ 1978. 

Dear, M.J. and Taylor, S.M. 
PUblic Faailities. 
1979. 

Community Attitudes Toward Neighbourhood 
Department of Geography, McMaster University, 

Dear, M.J~, Taylor, S.M. and Hall, G.B. External Effects o£ Mental 
Health Facilities. Annals3 Associatian. of American Geog1?aphers3 

70 (3) ·, 1980, (forthcoming). 

Dohnenward, D.P~ and Chin-Shong, E. Social Status and Attitudes Toward 
Psychological Disorder: The Problem of Tolerance and Deviance. 
Ame1~can Sociological RevieW3 32: 417-433, 1967. 

Farina, A. Mental Illness and the Impact of Believing Others Know 
About It. Joul'nal of Abnormal Psychology3 77: 1-5, 1971. 

Farina, A., Felnen, R. and Bourdreau, L. Reaction of Workers to !'-1ale 
and Female Mental Patient Job Applications. Jourr~l of 
Consulting and Clinical Psychology3 41: 363-372, 1972. 

Freeman, H.E. and Kassebaum, G.G. Relationship of Ed~catio~ and Knowledge 
to Opinion About Mental Illness. Mental Hygiene~ 44(1) 43-47, 
1960. 

76 



MiiW 

Freeman, H.E. Attitudes Toward Mental Illness Among Relatives of 
Former Patients.. American Socia logical Revie7iJ, 26: 59-66, 
1961 .. 

77 

Guttrnacher, S .. and Elinson, J. Ethno-Religicus Variation in Perceptions 
of Illness.. Social Science and Medicine 3 5: 117-125, 1971. 

Hollingshead, A .. B .. and Redlich, F .. c. Social. Class ar:.d Mental Illness, 
New York: John Wiley and Sons, 1958. 

Johannsen, W.J. Attitudes Toward Mental Patients. Mental Hygiene" 
53(2), April 1969. 

Laine, A. and Lehtinen, V ... Attitudes Toward Mental Illness and Their 
Relationship to Social Structure and Mental Hospital Bed 
Utilization in Two Finnish Rural Conmrunities-. Social PsychiatP'IJ, 
8: 117-123, 1973. 

Lemkau, P.. and Crocetti, G. An Urban Populations's Opinion and K..'"lo~ .. lledge 
About Mental Illness • . American Jov.rnal of Psychiatry, 118: 
692-700, 1962 .. 

r>1acLean, U.. Conununi ty Attitudes to Mental Illness in Edinburgh. British 
JounPal of Preventative and Social Medicine. 23: 4?-52, 1969. 

Mumphrey, A.J. Seley, J.E .. and Wolpert, J. A Decision Model for Locat­
ing Controversial Facilities, American Institute of Planners 
Journal_, 37: 397-402, 1971. 

Nie , N.H., Hull, C.H., Jenkins, J .. G., Steinbrenner, K .. and Bent, D .. H. 
Statistical Package for the SoeiaZ Sciences ('Seconded.). 
New York: McGraw-Hill, Inc .. , 1970. 

Papageorgiou, G.J. Spatial Externalities I: ~eory. 

Association of AmePiean Geographers, 68{4): 
Annals of the 

465-476, 1978. 

Rabkin, J.G. Opinions About Mental Illness: A Review of the Literature. 
Psychological Bulletin~ 77: 153-171, 1972. 

Ramsey, G.V .. and Seipp, M. Public Opinions and Information Concerning 
Mental Illness. Psychiatric QvAterly, 22, 428-444, 1948a. 

Ramsey, G.V. and Sei~p, M. Public Opinions and Info~Jnation Concerning 
Mental Health. JourraaZ of Clinical Psyc"fi.OZogy, 4: 397-406, 
1948b. 

Segal, S.P. and Aviram, V .. 
Care. New York: 

The Mentally Ill in Comw.~nity Based Sheltered 
John Wiley and Sons, 1978 .. 

Smith, C.J.. The Geogy•aphy of J.;entaZ Eealth. Resource Paper No. 76-4. 
~lashington: Associatio:-1 of P.-rnerican Geoqraphers, 1977. 

Star, S.A .. The Public's Ideas about l-fenta.l Illness. National Opinion 
Research Centre, University of Chicago, 1955. 



78 

Taylor, S.M. and Hall, F.L. Factors Affecting Response to Road Noise. 
Environment and Planing~ 9: 585-597, 1977. 

Taylor, S.M., Dear, M.J. and Hall, G.B. At~itudes Toward the Mentally 
Ill and Reactions to Mental Health Facilities. Social Science 
and Medicine~ 13D: 291-290, 1979. 

Whatley, C. Social Attitudes Toward Discharged: Hental Patients. Social 
Problems, 5: 313-320, 1958-59. 

Woodward, J. Changing Ideas on Mental Illness and its Treatment; 
Sociological Review . . 16: 443-454, 1951. 



APPENDIX 

SURVEY QUESTIONNAIRE 



SURVEY RESEARCH CENTRE 80 

I~iS"i"ITIJTE FOR BEHAVIOURAL RESEARCH ·LABEL 

YORK UNIVERSITY 

JmfE 1978 

PROJECT fl 215 

Comrm.~n:ity Attitudes Toward Neighbourhood Public Facilities 

· The Survey Research Centre at York Uni.versity is cpndu-cting a study 
on behalf of a research group at Mc't-'L3ster University in Hamilton. 'We would 
1 ik~· to know your feelings abou~ various community services. 

r 

RELATIONSHIP TO · 
HEAD OF HOUSEHOLD SEX 

(HEAD} 

l 
I 
i 
I 

.. 

L 

RECORD OF CALLS 
.. 

l DAY NO:-iTH TIHE 
I 

. . 

! 1 
l 
! ) 
: .... 
'---

:3 
._J__,__ . 

:t-+ .. 
. .J. ____ I _.,... ____ -· 

lQ 

I I 

MARITAL ELIGIBLE 
STATUS AGE (18 YRS. & OVER) 

CODE YES OR NO 

.. 

SELECTIO~ TABLE 12 

NUMBER OF PERSONS ELIGIBLE 
PERSO~ TO BE INTERVIEWED 

1 
1 

PERSOR 
h"UMBEB. 

2 
2 

3 
2 

CHECK 
SEL"ECTED 
PERSON 

4 
1 

5 
3 

RESULTS LENGTH OF TiiTERVIEY: ---------.. 

INTERVIEWER: ----------------------

f=!· I I. I ! t 
20 

6 
5 
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SURVEY RESEARCH CENTRE 
INSTITUTE FOR BEHAVIOURAL RESEARCH 
YOPJ< lJNIVERSITY 

L A B E L 

PROJECr II 215 

1. What is your general opinion about locating community services in 
residential neighbourhoods? (e.g •• community centre, local clinic, 
police station, fire hall). Are you in favour or opposed? 

Favour •• ~ •••••••••••••• ·• • • • • • • • • • • • • • • • • • • • • • • • • • • • • 1 
Indifferent •• ~ •• o••••······························· 2 
Opposed •••• "·····························--- ....... -.......... 3 
Don't Know •••• ~ ••••••• ·••••••••••••••••••••••••.•••••• 8 

2a. Assuming land· was available., are there any part-icular community services 
you would favour having located in this neighbourhood? 

----~----~---------~eS.e•••••••••••c••••••••••••~•••••••••••••••••••••• 1 

No •••••••••••••••••••••••••• •. • • • • • • • • • • • • • .. • • • • • • • • 2 
Don 1 t I<n.ow. • • • • • •. • • • • • • .. • • • • • • .. • • • ... • • • .. • • • • • • • • • • • • ... 8 

TO Q. 3~n----------------~------------

b. If-YES, what types? l 
t·: 

----; 

3a. Are there any part;icular community -s-ervices you 'W.ould oppos.e having 
located in this n~ighbourhood? 

No••••••••o••••••••••••••••••••••••••••••••••••••••• 
Don't Know ....................................... · ••••• 

1 

2 
8 

TO Q. 4~n-------------------~--------

b. If YES, what type-a? 

I/55 

i 

i-
f. 

F 
I. 
l-

}. 
;: 
I 

r 
r~ 
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·4a. I am especially interested in your feelings about co~unity ~ental 
health facilities and the next few questions relate to th!a. c~m­

munity mental health facilities include out~patient clin~cs, drop~in 
centres and group homes which are situated in residential neighbour­
hoods and serve the local community. Mental health facilities -hich 
are part of a major hospital are not included. 

Are you aware of any co~nity mental health facilities in To~onto? 

r-~----------~---~es •..••••...••••••.•.•.••.•••.•••.••••••••••• ~.... 1 

I ____ N_o_._·_·_·_·_·_·_·_o_·_·_·_·_·_·_·_·_·_·_·~-~~·~~-~~·-·_·_·_·_·_·_·_·_·_·_·_·_·_·_·_·_·--~---2--~ 
b. Can you name any? 

5a. Is there a community mental health facility in your neighbourhood? 

No ••••••••••••••••••••••••••••••••••••••••••••••• ~.. 2 
Don't KII.ow.. • • • • . • • • • • • • • .. • • • • • • • • • • • • • • • • • • • ... • • • • • • ..8 

L-~--------~------~,--~~~·~1 TO Q. 8 --------------~--~~------· 

b. What is. the name of that facility? 

c.· Where is it located? (CLOSEST INTERSECTION) 

6.. JP FROM Q. 5 RESPONDENT IS UNAWARE OF A FACILITY IN THE NEIGHBOUR­
HOOD THEN PHRASE Q. 6 IN THE FUTURE CONDITIONAL (E.G. "WOULD HAVE"); 
IF AWARE, THEN USE THE PAST TENSE (E. G. "HAS H.flJJ 11). 

What effects do you think the location of a co~unity mental health 
facility in your neighbourhood would have/has had? 

1/64 
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ATTITUDES .TOWARD MENTAL ILLNESS 

7. · The follow~ng statements express various opinions about mental 
illness and the mentally ill. The nentally ill refers·to people 
needing treataent for mental disorders but who are capable of 
inde?endent living outside a hospital. Please circle the res?onse 
which most accurately describes your reaction to each statement. 
It's your first: reaction which is important. 

a. 

b .. 

HA!lD QUESTIONNAIRE TO R. TO FILL Ill · 

STRONGLY 
AGREE 

S.A. 

AGREE 

A 

As soon as a person shows 
hospitaliz~d. 

S.A. A 

More tax mon.ey should be 
mentally ill. 

S.A. A 

NEUTRAL DISAGREE 

N n·. 

STRONGLY 
DISAGREE 

. S~D. 

signs of mental disturbance, he should 

N D S.D. 

spent on the care and treatm.ent of the 

N D S.D. 

be 

c. The mentally ill should be isolated from the rest of the co~unity. 

S.A. A N D S.D .. 

d. The best ~herapy for many mental patients is to b~ part of a normal 
communit;y. 

S.A. .A N D S.D. 

e. Mental illness is an illness like any other. 

S.A. A N D S.D. 

f. The mentally ill are a burden on society. 

S .A. A N D S.D. 
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STROI~GLY 

AGREE 

S.A .. 

AGREE 

A 

- 4 -

NEUTRAL 

N 

DISAGREE 

D 

STRONGLY 
DISAGREE 

S.D. 

g. The mentally ill are far less of a danger than most people suppose. 

S.A. A· N D S.D. 

h. Locating mental health facilities in a residental area dok~grades 
the neighbourhood. 

S. A. A N D S.D. 

i There is something about the mentally ill that makes it easy to tell · 
them from nor.mal people. 

j .. 

k .. 

m .. 

n .. -

S.A. A N D S .. D. 

The mentally i.ll have for too long been the subject of ridicule. 

s.·A .. A N D S.D. 

A woman would be foolish to ma."rry a man who has suffered from mental 
illness., even though he seems fully recovered. 

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 placed on protecting-the public from the 
mentally ill .. 

S.h. A N D S.D. 

Increased spending on mental health serv-ices is a waste of tax 
dollars~ 

S.A. A N D S .. D. 
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STRO~GLY 

AGR.:ZE 

S.A. 

AGREE NEUTRAL 

A N 

- 5-

DISAGREE 

D 

STRONGLY 
DISAGREE 

S.D. 

o. No-one has the right to ~~elude the mentally ill from their neighbour­
hood. 

S.A .. A N D S .. D. 

p. Having mental patients living within residential neighbourhoods might 
be good therap~ but the risks to residents ate too great. 

S.A. A N D S.D .. 

q. Manta! patients need the same kind of control and discipline as a 
· young child. 

S.A. · A N D S.D. 

r. We need to adopt a far more tole'Iant attitude toward the cent ally 
ill in our society. 

S.A .. A N D s ... ·o. 

s. I would not want to live ne..xt door to someone who has been merttally 
ill. 

S.A. A N D . S .. D. 

t. 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. 

u .• The mentally ill should not be treated as outcasts of society. 

S.A. A N D S.D. 

v. There are sufficient existing services for the mentally ill .. 

S.A. A N D S.D. 
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STRONGLY 
AGREE 

. S.A. 

AGREE 

.A 

·- .6·-

NEUTRAL 

N 

DISAGREE 

D 

STRONGLY 
DISAGREE 

S.D. 

v. Mental patients should be encouraged to assume the responsibilities 
of normal life. 

S.A .. A N D S.D. 

x. Local residents·teve good reason to resist the location of mental 
health services in their neighbourhood. 

S.A .. A N D S.D. 

... 

y. The best way to handle the mentally ill is to keep them behind locked 
doorao 

S.A. A N D S.D .. 

z .. Our mental hospitals seem more like prisons than like places where 
the mentally ill can be cared for. 

S.A .. A N D S .. D. 

aa. .Anyone with a history of mental problems should be excludea from 
t:aking public office. 

S.A.,. A N D S.D. 

hb.. Locating mental health services in residential neighbourhoods does 
not endanger local residents. 

S .. A. A N· D S.D .. 

cc. ·Mental hospitals are an out~dated means of trea.ting the mentally 
ill .. 

A N D S.D. 

dd. The mentally ill don't deserve our sympathy. 

S .. A. A N D S.D. 
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STRONGLY 
AGREE 

S.A. 

AGREE 

A 

- 1--

_NEUTRAL 

N 

DISAGREE 

D 

STRONGLY 
DISAGP..EE 

S.D. 

The mentally ill should not be denied their individu~~ rights. 

S.A. A N D S .. D. 

Mental health facilities should be kept out of residential neighbour­
hoods. 

·. S.A. A N D S.D. 

One of the main causes of mental illness is a lack of s~lf-discipline 
and will power. 

S.A. A N D S.D. 

We have a responsibility to provide the best possible care for the 
~tally ill. 

S .. A. A N D S.D. 

The mentally ill should not be given any respon·sibility. 

S.A. A N D S.D. 

Residents have nothing to fear from people coming into their neighbour­
hood to obtain mental health services. 

S.A. A N D S.D. 

Virtually anyone can become mEntally ill. 

S.A. A N D S.D. 

It is best to avoid anyone who has mental proble~s. 

S.A. A N D S.D. 
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STRONGLY 
AGREE 

S.A. 

·- 8 -

AGREE 

A 

DISAGREE 

D 

STRO~GLY 

DISAGREE 

S.D. 

88 

mm. Most women who were once patients in a mental hospital can be trusted 
as baby sitters. 

S .. A. A D S.D. 

nn. It is frightening to think of people with mental problems living in 
residential neighbourhoods. 

S.A .. A N D S .. D •. 
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8. HAND QUESTIONNAIRE TO R. TO FILL IN 

a. Please read througl1 this list of adj2ctives and p~t aid X beside each 
one you associate with the t.erm co~unity n~ntzl h~a!.th facility. 
Community mental health facilities include out-patient clinics, drop­
in centres and group homes which are situated in residential neighbour­
hoods and serve the local community. 

accessible hidden sl~ ---
~ctive human ~u 

appealing inconsistent ___ sociable 

attractive inconspicuous __ 3t:~ble 

bad ini.1U!ll.aU strange 

big insecure s-ympathetic 

busy institutional tense 

calm interesting th-reatening 

chaotic inviting ugly 

cheerful noisy uncertain 

clean normal unfumiliar 

colrXlercial noticeable unfriendly 

confusing odd unnatural 

congested orderly unno-ticeable 

conspicuous ordinary unplanned 

contrasting organized unpleasant 

convenient out-of-place unusual 

crowded peaceful visible 

dangerous permnent we~coming 

depressing planned well-maintained 

____ deserted predictable 

dirty private 

disturbing public 

familiar quiet 

fast relaxed 

;riendly repellant 

frightening residential 

good rundown 

M r.:ionious oaf~ 

b .. ~;·):.: pleas~ _circle the six adjectives· in the list which for you are 
t:ost auaocL"l.ted with the term co~unity ~ental he~lth facility. 

WWWY&I Iii. 
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9. Hltl/D QUESTIONNAIRE TO R. TO FILL· IN 

--

a. Please repeat the same procedure to indicate the adjectives you 
associate with your neighbourhood in general. 

accessible hidden slow ---
active human small 

appealing inconsistent sociable ---
attractive ____ inconspicuous stable 

bad inhuman strange 

big insecure sympathetic 

busy institutional tense 

calm interesting threatening 

chaotic inviting ugly ---
cheerful noisy uncertain 

clean . normal unfamiliar 

commercial noticeable unfriendly 

confusing odd unnatural 

congested orderly unnoticeable 

conspicuous ordinary unplanned 

contrasting organized unplta.sant 

convenient out-of-plac:-e unusual 

crowded peaceful visible 

dangerous permanent welcoming 

depressing planned well-maintained 

deserted predictable 

dirty private 

disturbing public· 

familiar quiet 

fast relaxed 

friendly ___ repellant 

___ frightening residential 

___ good rundown 

harmonious safe 

b. Now please.circle the six adjectives in the list which for yoa are 
most associated with your neighbourhood in general. 

j. 

'· i: 
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10. [ HAND QUESTIONNAIRE TOR. TO FILL IN 

a. No~ please rate on each of the following 1 - 7 scales the effect 
you think a co!i!m'llnity mental health facility would. hav~/has had an 
your neighbourhood. 

greatly increase 
traffic on 
residential streets 

greatly increase· 
property values 

greatly increase 
personal safety 

greatly·increase 
noise levels 

greatly increase 
property taxes. 

greatly attract 
desirable people 

greatly enhance the 
visual appearance 

1 2 3 

1 2 3 

"1 2 3 

1 2 3· 

1 2 3 

1 2 3 

1 2 3 

4 5 

4 5 

4 5 

4 5 

4 5 

4 5 

4 5 

6 7 

6 7 

6 7 

6 7 

6 7 

6 7 

6 7 

greatly decrease . 
traffic on 
residential street 

greatly decrease 
property. values 

greatly decrease 
personal safety 

greatly decrease 
noise levels 

greatly decrease 
property taxes 

greatly attract 
.undesirable people 

greatly detract from. 
visual appearance 

greatly in~rease 1 2 3 4 5 6 7 
grea-tly reduce l 
re~idents~ neigh- I.· residents' neigh­

bourhood satisfaction 

greatly encourage 1 
residents to move 

greatly improve 1 
neighbourhood image 

greatly complement 1 
residential c~4racter 
of neighbourhood 

greatly upgrade 1 
neighbourhood 
quality 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

5 ·6 7 

5 6 7 

5 6 7 

5 6 7 

bourho.orl satisfac·tion · 

·greatly d~scourage 
residents from eoving. 

greatly detract from 
neighbourhood icage 

greatly diminish 
residential character 

1 
i 

I. 
J. 

i: 
of neighbourhood • 

j 
greatly do~~grade 
neighbourhood 
-quality 

~' 

PLEASE CIRCLE THE THR":::'LE E ......... ~"J:;'CTt:: YOU ..,"t?r.f!~"' ~RD t..S ........ E "" L LJ OJ - ....,_lou .. lH HuST I~-fPORTA..~T. 

F 
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. 11. HAND R. CARD-~ . 

How do you rate the desirability of having a c~nity mental health 
facility located "'-~thin the following distances from your hon:.e? 

01~ extremely desirable 05. Neutral 
02. considerably desirable_ 
03. moderately desirable 
04. slightly desirable 

12. [ HAND R. CARD B. 

06. sl.ight;_y undesirable 
07. mnder&tely undesirable 
08. considerably undesirable 
09. extrecely undesirable 
98. Don't Know 

a •••• within 7 12 blocks •• 

b •••• within 2 - 6 blocks •• 

c. 4--within 1 block •••••••• 

For each location of a mental health facility you have rated as 
undesirable which of these actions would you IilOst likely take? 

-a. 7 - 12 b-locks~ ............. . 

. b. 2 6 blocks .......... .- •• 

c. -1 blo.ck .......... ................. . 

13. Have you ever taken any of these actions to oppose the location of a 
mental health facility in your neighbourhood? 

::::·L 

Ye.s............................... l 
No .......................... . 2. 

4/6P. 
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14.. ASK Q. ·14 ONLY IF FROM· Q. ~ RESPONDENT I.J UNAWARE OF A MEl/TAL 
HEALTH FACILITY IN THE NEIGHBOURHOOD. SEE. Q. 5. OTHERS GO 
TO.Q. lS A. 

Do you think your attitudes or behaviour ~auld change if a m~ntal 
health facility yas ~p:ned in thia neighbourhood? 

Ye~ •••••••••••••••••.•••••••••••••••••. ~············ 1 
No • ••••••••••• D • - • • • • • • • • • • • • • • • • • .......... - •• e • • • • • 2 

93 

TO Q. 1~~--------------------~--~ 

15. ASK Q 'B 15 THROUGH 18 ONLY IF FROM Q.. 5 RESPONDENT IS AWAPE 
OF A MENTAL HEALTH PACILITY Ill THE NEIGHBOURHOOD. OTHERS GO 
TO Q. 19 

a. ~~at is your opinion of the mental h~~lth facility in your neighour­
·hood? Are you 

in favour.· ... ........................... ·~· .. _ .. . 
or opposed ••••••••••••••••••••••••••••••••.. - .•• 

1 
2 

indifferent..................................... 3 
Don't Kztow . ........................................ - 8 

'I 
b. Why are you in favour of/opposed to the facility? 

c. [ ASK ONL1. IF OPPOSED IN Q. 15 ·a. 

I HAND R. CARD B. 

l.f.1ich, if any of the actions listed· on this card have you taken? 
(CODE 3 ONLY) 

First mentioned .................................... . 
Secon~ =e~tioned .•••..•••.•••••.••.•••••..••.••.•. 
Third mentioned ..................................... . 

I 

I 

I 
i 
J 
t· 
!· 
I 
I 
·I 
t 

f 

! 
i 

I 
! 
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lS. Were you living in this neighbourhood before the mental health facility , 
· open.ed? I · 

I Yes ••••••••••••••••••••••••••••••••••••••••••••••••• 

No ••• ••••••••••••••••••••••••••• ~ ••••••••••••••••••. 

1 

... .... 

·----~--------~------GO TO Q. 1~--------------~----

17a. Are you aware of changes in any of your neighbours' attitudes or 
behaviour since the.mental health facility opened? 

.... 

94 

1.
·-------------------~es ......................•.....•.•.......•.•...••... 

No••••••••••••••••••••••••••••••••••~••••••••a•••••• 
TO Q. 18 aa--------.,....----

b. If YES, describe the changes: 

18a. Are you aware of changes in your attitudes or beh~viour or th£t of &ny 
member of your family since the centre opened? 

r-------------------Yes•••••••••o••••••••••••••••••••••••••••••••••••••• 

No •••••••••••••••••••••••••••••••••••••••••••••••••• 

~----~----------------~;0 TO Q. 19-------------------.---

19 

b. Please describe these changes: 

~..SK EVERYOi"vE 

Ip general,.do you have any suggestions about: how mental health 
facilities could be best fitted into reside11tial neighbo-urhoods? 

..... 

-:t 

-S. 

.,.;.. 
~ 
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20o Have you or any friends or relatives ever used mental health services 
of any kind? 

Yes • ................... - ............. · ....................... . 

N0·······-··········4~·-··········-·-········-····~· 
'• 

Do·n' t Know • ......... ~ ........ - •••• - - ................. ~ •• _ ... a 

And now a few questions about your background. 

21. What level of education have you completed? 

95 

C.5-

1 
2 
8 

Some public school·································· 1 
Public school graduation~··························· 2 
Some high school-·-·····G·····••••a•·············•o• 3 
High school graduation-·-·········~·············••a• 4 
Technical training beyond secondary school.......... 5 
Some university or college.......................... 6 
University or college graduation •••••••••••• Q•e•···• 7 
Post-graduate ~~rk •••.••••••••• D~·····~·-··········· 8 

22a. What is your main occupation, that is what sort of work do you do? 

b. Wh~t sort of business or _industry do you work in? . 

23a. What is the main occupat.ion of the head o£ the household'A that is what 
sort of work does he/she doJ 

b. ~~t sort of business or industry does he/she work in? 

- I~ ,... 
::o,..~...~ 



- 16 -

24 .. -~·· HAND R.. CARD C ... l 
·1--_.......__-----..JI 

Please indicate which range most closely describes the incoce h~fn~e 
taxes of this household in the past year. Just give me the letter 
from the card. 

A~ 

B. 
c. 
D. 
E. 
F. 
G. 

Less than $5.000 ..••••••••••••.••••••••••••••••• 
$5,000 to $9,999 .••••••••••..•••••.••.••••••.••• 
$10.000 to $14,999 ••••• - •••• ~··················· 
$15,000 to $19,999 .............................. ~ 
$20,000 to $24,999 •••••••••••••••••••••••••••••• 
$25,000 to $30,000 •••••••••••••• ~·········~····· 
More than $30,000 •••••••••••••••••••••••••••••• 
Don • t Know • •••••• · ..... • • • • • • • • • • • • • • • • • • • • • • • • • ...... 
Refused •.•....•.••••.••••••••••••••••••••••••••• 

25a. Do you attend religious services.at least once a month? 

No • ................................................... 

96 

1 
2 
3 
4 
5 
6 
7 
8 
9 

1 

2 !
"' _______ ......, __ ..,... ____ yes • • • • • • • • • . • • • • • • • • • • • • • • .. • • • .. • • .. • • • • • • ........... . 

TO Q. 26·--------------' 
b. What is your religious group or denomination? 

.Ailglican . ................................. · •. -· ........ . 
Baptist •..•••••••••••••• ~ ••••••••••••••••• ~ ••••••••• 
Greek Orthodox •••••••••• ~ ••••••••••••••••••••••••••• 
Jewish ... ............................................ . 
L~theran .•..••••••..•••••..•.••••• *••••••••••••••••• 

Mennonite ...... . · ........................................ . 
Pentecostal ••••••••••••••••••••••••••••••••••••••••• 
Presbyterian . .......................... -..•........•• · .• 
Roman Catholic .•••...•••••.••••••••••••••••.•••••••• -
Salvation Army .•••••.•••..•••.•. ~.·~··············~· 
U~rainian Catholic •••••• ~ ............................. . 
United Church .......... · ............ ·-·-----· .......... ------·· ......... -
Other (SPSCIFY) 

------------------------------------------~ 

26. Do you rent or own your residence? 

Rent ..•••• . . . . . . . . . . . . . . . . . . ... . . .. . . . . . . -.............. . 
O'WI1 • •••••• • ......................... -••••••••••••••••••••• 
Other (S?SCIFY) 

------------------------------------------~ 

27~ How long have you lived jn this house/apartment? YEARS 

Tt!ANK YOU FF.:HY :tfUCH FOR YOUR CO-OPEP.A'l'ION 

.. ~ ."i.'1'ER1' fEWER CODE: 

SEX OF RESPONDENT: Male .......... . 
Fe.cale ........ . 

01 
02· 
03 
04 
05 
06 
07 
05 
09 
10 
11 
12 

1 
2 
3 

---

1 
2 

i· 

4 
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