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- ABSTRACT

This study aims to examine the relztionship between individual
characteristics and response‘to community mental health facilities.

Four sets of factors are considered: demographic characteristics,
socio-economic characteristigs, locational characteristics and
indiﬁiduals' sets of beliefs. Only the last factor, beliefs, which
includes attitudes toward mental illness and religious beliefs, exhibits
strong and-consistent relationships to attitudes toward>commuhity méntal
health facilities. Weaker relationships are observed with'the demogra-
phic and socio-economic variables.

The results of tﬁe study provide implications for both the
developﬁent of theory and planning policy. Thecoretically, the link
between comﬁunity characteristics and reactions to facilities is
established. From the empirical evidence, tangibleipolicy cpnsidera—
tions toaid the effective location of facilities ére,suggested. These
concern zoning legislation as well as methoésvof identifying potential'
"acceptoxr"” and "rejector"™ neighbourhoods. Finally, directions for

further research are sﬁggested.
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CHAPTER ONE
INTRODUCTION

Aﬁtitudes toward mental health have changed radically among
health care professionals 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 psvchiatry,
along with a gradual changes in attitudes toward mental illness, have
been especially important (Bassuk and Gerson, 1978; Dear and Taylor

1979; Segal and Aviram, 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 developmants
has been the deinstitutionalization of the mentally ill and an increas;
ing focus on communify—based facilities. Although the trend toward

_ desinstitutionalized treatment settings is generally regarded as a
positive advance in this field, it is accompanied by problems, manv of
which are rooted in fhe community itself. Since the host community
provides 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 stereotypical or

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



values, they present a hindrance to the effective functioning of the
facilities. Such opposition to community mental health facilities may
be manifested as exclusion of the mentally i1l by either formal or
informal mechanisms (Segal and Aviram, 1978).

Central to the concept of planning for community 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 would be desirable to identify suitable host neighbourhoods, and
locate these‘facilities accordingly. However, the current distribution
‘of decentralized mental health facilities suggests that this criterion
has not played a major role in location decisiouns £o date. Dear and
Taylor (1979) observe a high spatial concentration of mental health
facilities and of their clients, usually in inner-city neighbourﬁoods
characterized by a high degree of transiency.

Formal as well as informal processes which reinforce the spatial
1clustering of facilities have been suggested. First, a propensity for .
uninstitutionalized or discharged mental patients to reside in these
inner city areas, where low cost rental housing is readily available’v
has been observed (Dear, 1978). The theme of biased planning strategies,
hés been more widely discussed. Dear and Tavlor (1979) point out that
"leaé!krisk" zoning regulations are instrumentzl in restricting mental
.health' facilities from some. neighbourhoods, while consequently satu-
rating others. Similarly, Mumphrey et al.,‘(1971) outiine a "Political
Placation Model” for locating controversial facilities, which suggests
that such decisions are directly reflective cf power in the community,

+thus differentiating between those who may be icnored and those who




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.

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, little is still known about
the link between commupity characteristics ané reactions toward community
mental health facilities situated nearby. Such knowledge would con-
tribute to the large body of research already completed in this field
and have implications for fhe development of public policy regarding
the location of community menﬁal health facilities.

If is the purpose of this study to examine the relationship
between community characteristics and reactions to community mental

health facilities. Three research objectiwves have been identified:

(1) To establish a conceptual framework linking community
charactéfistics and reactions to facilities of this
study; |

{(2) To identify sets of neighbourhood characteristics,
both individually and in combination, which would
differentiate between "acceptocr" and "rejector"
communities, and

(3) To infer from thé empirical evidence tangible policy
considerations to aid the effective location of

community mental health facilities.



The remainder of this report will céeal 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 design and statistical procedures used will be given
in Chapter Fouf, and the results are preseﬁted in Chapter Five. The

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



CHAPTER TWO

CONCEPTUAL FRAMEWORK

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 unwanfed effects on the
sﬁrrounding non-user community. These externzlity effects may include
tangible or intaﬁgible impacts, such és increased traffic or fear,
respectively. Papageorgiou (1978} proposes that the effect of such an
externality is determined by the interaction between a ﬁopulation.sur—
face §nd an externality surfaée. In the context of community mental
health centres, the'population surface will vaxy with respect to the
characteristics of tﬁé residents, as well as their predispositions
“toward mental illness (Dear, et al., 1980)}.

Segal and Aviram (1978) isolated community characteristics, as
the most important~factor influencing the extermal integration of a
facility client. Because of an underemphasis'of community character-
istics in the past, a moré 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.



Dear and Tgylor {1979) regard the prcblem of locating community

mental health facilities as an exercise of manipulating the "form"

(the facility) and "context" {(the neighbourhood setting), to achieve

a Qood "fit" between the two. "Facility form" is defined on four
dimensions: typé, scale, number and degree of noxiousness, while
"neighbourhood context" enCompasseé two dimensions: physical structure
and sociél structure. The important factors describing physical struc-
ture may include land use mix, structure characteristics and density.
‘Social structure, on the other hand is described by soclo-economic,
deﬁographic and beliefs variables.

Theoretically, community éharacteristics play a fundamehtal
role in determining the extent to which the introduction of a mental
Ahealth facility into a community is successful. The following discus-—~
sion will outline a conceptual framework as the basis for testing of
the relationship between community characteristics and responses to

facilities.

2.2 Conceptual Framé%ork

This study éims to extend the findings of a major project
examining community attitudes toward mental health facilities recently
completed by Dear aﬁd 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 towaré the mental health facility,



behavioural response and outcomes (Fig. 2.1). Attitudes toward the
mentally 1ll are linked directly to reactions toward community mental
health facilities. These attitudes are themselves a‘produét of the
personal characteristics of an individual, namely, demographic and
socio-economic factors as well as a set of beliefs, therefore 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, neighbourhocd,
and facility/client characteristics are seen to influence reactions
toward the faiclities. Neighbourhood characteristics refer to both
physical and social descriptors of the neighbourhoéd. Dear and Taylor
regard land-use mix and physical duality of the area as especially
important phfsical factors, since they could affect the physical inte-~
gration of a mental health facility into a neighbourhood. On the other
hand, factors which enhance or hinder 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 fefer not only to factors such as effects on pro-
perty values and fear of the mentally ill respectively, but also to
desiqg characteristics of the building itself. However, four specific
components of this set of characteristics have ﬁeen 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 ount-

lined above, attitudes téward the mentally ill, neighbourhood character-

-

istics and facility characteristics, are seen to determine gtiitucdss
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toward the community mental health facility, and subsequently, behaviour.
Thus thebdegree of support for, or opposition to the facility leads to

a behavioural response which itself may be supportive, neutral or
opéositional. The last component of the moéel describes outcaﬁes;‘
Several considerations may fall into this category, although in this
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 conceptua; framework waé utilized. Two changes to the model
have been implemented. First, the succession of links has been altered
to $ccommodate the focus of this study. Whereas previously, personal
characteristics were regarded as being directly linked to attitudes
toward mentél illness and thus only indirectly to reactions to‘a.cém—
muhitj mental health facility, personal characteristics in the revised
frameﬁork assume a more direct role with respect to response (Fig. 2.2}.
Reactions to facilities are directly influence& by four seéarate factors.
Theée include demographic characteristics, socio-econoﬁiC”characteristics,
a set of beliefs and values as well as proximity to the facility. The
inﬁeraction 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'?artially a product of both éociOfeconomic and demographic
characteristics.

The focus here on the relative importance of individual charac-
teristics as predictors of reactions to facilities is not to suggest
that 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
individual characteristics and to limit the

manageable proportions.

different subsets of

scecce of the analysis to
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CHAPTER THREE
LITERATURE REVIEW

Much aftention 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 £rom this literature,
that predispositions toward mentél illness may be differentiated accord-
ing to the characteristics of individuals. These include demographic
and socio-economic characteristics, as well as an individual‘s set of
beliefs and values. Also, there are inéications that the location of
the individual relative to the community mental health facility plays
'a role in determining attitudes toward the facilities. In‘thi§ chapter,
the reievant literature will be reviewed with respect to each of these.
factors separately. Operational research hypotheses will then be.

developed in light of the evidence presented.

3‘1' Demographic and Socio-economic Characteristics

‘tThe effects of demographic and socio-economic characteristics on
attitudes toward mental ilinesé have been well documented in the liter-
ature. Most of the research in this area deals with demographic charac-
teristics per se; 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.
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Some significant relationships between demographic characteristics
and attitudes have been observed. It has keen shown that demecgraphic
characteristics influencé the stigma associated with various types of
diagnosed mental illness. EHowever, the ranked desirability of various
. mental disabilities does not vary significantly with respect tc differ-
ences in the demographic characteristics of the respondents (Farina, 1970).
One such factor, sex, has been shown to have a significant effect on
the acceptance of an ex-mentél patient as a prospective employee by the
respondent (Farina et al., 1975). 1In this case the sex of both the
respondent and the ex-mental patient afe important, Generally, females
were more accepting than males. However, because of a failure in this
study to consider all possible combinations of the wvariables, the findings
are not definitive,

,Simiiar findings have been reported by Dear and Taylor (1979).
Attitudes were measured on four dimensions - autheritarianism, benevolence,
social restrictivenesé, and community mental health ideology - and female
respondents were found to exhibit more sympathetic attitudes toward mental
illness-on all but the sdcial restrictiveness scale. Contrary findings,
however, are reported by Laine and Lehtinen (1960). A study of attitudes
in a-rural community indicates that males aie more'positively disposed
toward.mental illness than female respondents.

Marital stétus, a less extensively researched demographic
characteristic, has beeﬁ found to account for highly significant differ-
ences in attitudes towafd mental illness. Althcugh marital status is
partially related to age and number of children, Dear and Taylor (1979)

have concluded that married and widowed indiwviduals 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 same
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 yeafs,of age are more
authoritarian and socially restrictive 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 thes
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 diqu;ed toward mental illness. Such a relationship is
not evident with respéct to individuals under 30 years of age or between
30 and 50 years. It is important to note that differences in attitudes
did not. emerge whéen age was treated as a continuous variable;

Moxe often, relationships between éttitudes toward mental health
and the combined effects of age and education have been reported. BAs
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 individuals (Freeman,

1961; MacLean 1969; Woodward, 1951). Morever, Johannsen (1969} fourd



that individuals who have attained 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 anéd a lower
level of education are significantly correlated with negative attitudes
toward the mentally ill (Clark and Binks, 1966; Freeman, 1961; MaclLean,
1§69; Ramsey and Seiép,1948a, 1948b; Whatley, 1959). MacLean (1969),
however, concludes that although higher education and lower age may, in
fact, 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 aefinite
effects on attitudes toward meﬁtal health and the mentally ill. Clearly,
age has definite bearing on the éducation of an individual, since ycunger
individuals. tend to be more highly educated. However, it is implicated
that other differential socialization processes account for the varied
attitudes of the young and old (Freeman, 1961).

Perhaps the mqst extensively researched individual characteristics
influencing attitudes toward mental illness aie‘socio-economic factors,
per se. Taylor and Hall (1977)'report that community response to external-
ities is 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 empleoyees
towards patients, occupational status plays an important role in deter-
mining dispositiors toward the mentally ill,

Effects of socio-economic status have been examined with respect

to individual variables. Studies by Laine and Lehtinen (1973} and
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Freeman and Kassgbaum (1960) confirm the vositive correlation of edu-
cation to attitudes, although their relationship 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 higﬁer propensity to be
sympathetic toward mental illness. 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 consiaerably less sympathetic toward mental illness than renters.
This may be suggestive of the greater stake in the énvironment"as
experienced by owners as_opposed to those who reﬁt their housing.

Other studies have feferred to measures of sccio-economic
status in a more general manner. 3ollingshead 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 and distrust of mental illness. This same tendency
of an unacceptance of deviant or pathological behaviour as mental illness.
by individuals of lower sécial class has also been observed by Cumming
and Cumming (1957), Lemkau and Crocetti (1962) and Star (1955).

Greater tolerance toward mental illness by higher status groups
has been shown by Dohpenwand and Chin-Shong (1867). For identical |
'diagnoses of mental illness, these individuals exhibited more humanistic
and liberal views than lower class individuzls, 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
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aggressive and anti-social behaviours. Converselw, the #ore receptive
attitudes of higher class iﬁdividuals reflect those viewpoints of the
mental health professions.

Bord (1971) acknowledges the greater exsosure of higher status,
'more‘educated sectors of sociéty £o,more enlichtened mental health
ideologies, but is skeptical of the assertion that increased knowledge
predisposes individuals to higher degrees of acceptarnce of mental illneés.

Generally, the evidence consistently indicates that socio-economic
differences are related to attitudes toward mentzl 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 chearac-
teristics, 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—responsgs,

which has not been widely examined in previous. studies.

3.2 The Effect of Beliefs

In a review of the literature of attituéés toward mental health,
Rabkin. (1974} points éutAthat "it is commonly suggested or implied that
attitudes are precursors 6r determinants of owert. behaviour". Thus it.
is of interest to examine the effect of beliefs on reactions to facilities,
but also its effect on predispositions toward attitudes to mental illness.
Specifically, attitudes toward mental illness, fzmiliarity with mental

illness and religious beliefs are considered.
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The relationship between attitudes toward mental illness and
Judged desirébility of potential community mental ﬁealth facilities has
been researched by Taylor et al. (1979). The findings show, that
attitudes, measured on scales of authoritarianisz, benevolence, sécial
'restrictiﬁeness and community mental health ideology, are all signifi—.
cantly correlated with Judged desirability of hypothetical facilities.
The effect of authoritarian éttitudes on attitudes toward mental patients
is reported by Canter and Shoemaker (1960). The results of this study
indicate that ﬁursiné students scoring highly on authoritarianism scales
are likely to be negatively oriented toward the mentally ill, and more-
over, were less apt to change these views after z training program about
mental illness.

~Familiarilykwith mental illness has also been found to be a
determinant of dispositions. Use of menfalAhealth services by the
reépondent or friends or relatives of the responéent positively inflﬁences
attitudes toward mental illness on authoritérianism1 bene?olence, social
restrictivenéss and community mental health ideclogy scales {Dear and
Taylor, 1979). Freemén and Kassebaum (1960) report weaker correlations
betwgen knowledge about mental illness and attitudes.

- Religious'beliefs<also appear to affect an individual's response
to mental illness. There exists evidence of cencminational differences
contributing to varying orientations toward mentzl illness (Dear and
Taylor, 1979), however it is suggested that éhese may be more closely
tied ?o eﬁhnicify (Guttmacher and Elinson,-lQTl). When religious beliefs

are approximated by church attendance, more conclusive relationships

emerge. Regular attenders of religious services zre more authoritarian
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and less community mental health oriented in their attitudes toward
mental illness, and are generally less sympathetic in their dispositions

{Dear and Taylor, 1979).

3.3 Locational Attributes

Locational attributes influencing zttitudes toward community 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 mav be made is the type of
neighbourhood in which one resides. The results of recent research by
Dear and Taylor (1279) strongly suggest that suburban residents are less
tolerant of community mental health facilities, which they find threaten-
ing to their environment. Lesser opposition is exhibited by city resi-
dents. This phenoménon may be partially attributable to the existing
diverse range of land uses normally found in city neighbourhoods.

Distance relationships and the nature of the externality field
emitted by a community mental health facility are also of importance,
but again, little empirical work has been completed in this area
to date.Smith (1977) suégests several relationships between distance from
a facility and the associated sticma, where the shape of the curve is
dependggt on the facility type. Althoucgh it appears that "the externality
field of mental health facilities is highly confined spatially", variations
in attitudes within this area are evidenced (Dear and Taylor, 1979). Réspon—
dents rating the perceived desirabiiity of a cormunity mental health faci-
lity indicate that the degree of undesirability increases as the hypothesized
distanée between the respondent and facilitv decreases, even though the
proportion of "undesirable"” responses elicited is relatively low. The most

negative reactions are.evident when the proximity of the facility is within one
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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 the f£indings of other
studies as well. Although sex is reported to be associated with attitudes,
the findings pertaiﬁing to this wvariable tend to be in some cases incon-—
sistent, and inconclusive. Marital status has been a lesser researched
factor, but is is suggested that married and widowed individuéls harbour
more negative attitudes toward mental illness. This factor ma§ be closely
associated with number of children, a characteristic significant in itself.
Parents of pre-school or school ége children are prone to be less- toler—
antly predisposed.

Strong relatibhships emerge with respect to age, suggesting that
older respondents are more negatively oriented toward mentél illness.

More often, though, the combined effects of age and education have been
exami;éd independently of other socio-economic variables. It is recognized
that higher levels of education and low age and correlated to "scientific"®
and enlightened attitudes toward mental illress, but it is not clear
whether acutal reactions tothe mentally ill are influenced as a result,

Socio-econcmic factors per se are perhaprs 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, fhe assumption that actuval reactions are influ-
enced may be guestioned.

The importance of beliefs variables has also been suggested.
Attitudes toward community mental health facilities are related to
.attitudes toward‘mental illness of authoritarinism, benevolence, social
restrictiveness and community mental health 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 services also affects attitudes. Discernable differences
are evident between regular and non-attenders; the latter group exhibit-
ing moré sympathetic and more mental health oriented viewpoints.

Lastly, locationai variables are the least extensively factors
covered in’the literature. Differences have been noted between city and
suburban residents. The latter group have been found to be more
restrictive in their attitudes toward mental health facilities. Also,
a,spaégélly limited externality field of community mental health
facilities has been demonstrated. Within the externality field, per-

ceived undesirability increases with proximity.
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3.5 Development of Research Hypothesis

The preceéding discussion of the effect of personal chéracter—
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 communiﬁy mental

health facilities.

(i) Attitudes toward community mental health facilities
-vary significantly with demographic characteristics of
individuals.

(iif Attitudes.toward community mental health facilities
are positively correlated with socio—edonomic character-
istics of individuals.

(iii) Attitudes toward community mental health faciiities vary
siénificantly with individuals' beliefs. |

(iv)  Attitudes toward community mental health facilities are

positively correlated with proximity to the facility.

The operationalization of these hypotheses is discussed in the

following chapter.



CHAPTER FOUR
RESEARCH DESIGN

In this chapter the research design of the study is discussed,
including gquestionnaire and sample design, the develcpment of models
of attitudes toward community mental health facilities; and a descrip-
tion of the analytical framework. The questionnairekénd sample will
be discussed only.briefly, sihce a more thorough di;cussion may be
found elsevhere. Deveiopment of ‘the five models tests ié 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
techniqués chosen for the analysis of the models, the rationale behind

these choices, and the manner in which they are used in the statistical

testing.

4.1 'Qpestionnaire and Sample

'The data used iﬁ £hisvstudy were collectedbby the Survey
Research Centre, Institute for Behavioural Research at York University,
for a major stﬁdy of attitudes toward neighbourhood community mental
healﬁh facilities recently completed by Dear and Taylor (1%7°%). A
structured questionnaire was employed to elicit responses te cussticns

concerning residents' awareness of, and attitudes toward, various

23
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community facilities in general, awareness of éommunity 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 character-
istics, including demographic and socio-economic information about the
respondents (Appendix 1).

The questionnaire was administered to residents of neighbcurhoods
»within ﬁetropolitan Toronto both with and without communiﬁy mental health
facilities. Selection of respondents in enumeration areas without
facilities was accompliéhed by stratified random sampling technigues,
designed to satiéfy social class and geographic zoge (city or suburban)
criteria. Sample selection in areas with facilities, however, was not
carried out iﬁ a random manner because of the relatively small number.
of enumeration areasksétisfying this criterion and the necessity to
include a representative selection of variocus types. of facilities;
Included are two major facility types: residential and non-residential
‘care facilities. The final sampling of with faciiity and without
vfacility areas resul?ed in 1090 completed interviews. A more complete
discussionvéf questionnaire design, and testing and sampling techniques
may pbe found in Dear and Taylor (1979), aﬁd thus will not be covered
in more detail here.

This study does not involve the 1090 reséondents as outlined
above. Rather;‘in order to study the effects of facilities or residents
in their immediate vicinity, seléction of respondents is.restricted to
those residing in neighbourhoods with a community mental health

facility. Although 384 respondents fall into this category, 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 Development of Models of Attitudes Toward Community Mental Health
Facilities. :

Development of the models is directly linked to the hypotheses
to be tested. Hence the models incorporate demographic, socio-economic,
béliefs and distance variables as peossible explanatory factors to be
used as predictorstof attitudes toward community mental health facili-
ties. The rationale behind the selection of relevant dependent and
independent variables is based on existing literature related to this
fopic, but is to a large extent determined by the data collected. In
the following section, the indépendent, or expgplanatory variaﬁles 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 6 and 18 years,

and over 18 years. Sex and marital status are variables measured at

the nominal level treated as bipolar dummy variables in 6rder to be

used as explanatory variables within the discriminant analyses.
Accordingly, 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.

Sbcio-econom{c Model. Four ordinal level variables and a nominal
lavel variable comprise‘the socio-economic model. The ordinal variables -
include level of education, househcld income and occupational status.
Occupatioﬁal status is recorded for both thg respondent and heéd cf
household, and is classified according to the Blishen scale of occu-
pational status (Blishén,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-
tuaes toward comﬁunity meﬁtal health facilities. A proxy measure of
religious beliefs is given by attendance of religious éervices, vhere
regular attendance is defined as attendance of religious services at
least once a month, according to the criterion stipulated in the guestion-
naire. Thus, reliéious beliefs are describea 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‘éeparate scaies: authoritarianism, benevolence, social restrictiveness
and community mental health ideoclogy 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 composite 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 well. This
latter variable is incluaed, since various facility types may vary in
their impact over distaﬁée. Distance is measured in two ways, by street
distance, that is, the shortest street path from the respondent's home

to the facility, and by straight line distance between the two locations.
Both measures of distahée have been estimated by using large scale

street maps of the enumeration areas and converting the results to metres.
| Facility type describes three main types of community wmental
health facilities: outpatient, social/therapeutic and residential care
faeilities. To render ffacility type" appropriate for use as anvexplanaQ
tory variable in the discriminént analyses however; it was necessary

to consider it as a dichotomous, nominal measure. - Thus the original
three facility types were reclassified as residential (group homes,
boarding houses) oxr non-residential (outpatient, social/therapeutic)

facilities,

Composite Model. The last model to be considered, the composite
model .is introduced to examine which combinations of factors are the
best predictors of attitudeé toward community 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 cone another. All the variables
inciﬁded in the demographic, socio-econemic, peliefs and distance models

are incorporated into the composite mcdel, as well as an additicnal




28

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 4
previously discussed, it is felt that because of the different lané 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 ﬁariables

Two separate attitudinal méasures of response to community mental
health facilities serve as the dependent variables En this analysis:
judged desirability of hypothetical mental health facilities; and reac-
tions to existing facilities.

Judged desirability was measured by asking all respondents how
Fhey 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 “éitremely desirable" to "extremely undesirable”,
are indicative of attitudes foward such facilities at various distances
from respondents' homes regardless of whether  they are actually aware
of a facility in their neighbourhood. "Judged desirability™ then, is
used as the basis for forming three groups representing different
responses to community mental health facilities: dJdesirable, slightly
undesirable and extremely undesirable.

Reactions to existing community mental health faciiities vrovide

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 distance
Street distance
Facility 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 variabie 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
néminal Jevel, 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 Statisticél Techniques

Two methods, discriminant analysis and analysis of variance,
are utilized. Discriminant analysis, the principal method emploved, is
used to test the relationship between attitudes toward community mental
health facilities, as measured by the dependent variables, and the five
models. Several attributes of this particular analytical technique
render it an especially appropriate method to apply to the éata anaiysis
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 discriminant groups used within the analysis. This is
an important factor,'considering that both nominal and ordinal level
depeﬁéent 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 tﬁe groups. In addition, there exists the added

advantage that standardized coefficients of the discriminant functions
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may be computed. Not unlike coefficients of az mzltiple regression
analysis, these coefficients indicate for each function the direction
and relative importance of each of the incependent variables.

A third advantage of the use of discrirminant anelysis is that
discriminant scores are calculated for each case with respect to each
discriminant function. More importantly, the group centroids, the means
of the discriminanf scores for each group, enable the identification of
the relative location of the groups along eazch dimension. 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.

lLastly, a contingency table provides information concerning
the predictive capabilities of the discfimiaant functions. 'Cases are
reclassified into groups, as defined by the dependent variables, on
the basis of the newly-defined discriminant fimensions. Thesg are then
compared to the groups defined on the basis of the actual data at the-
outset of the analysisf Thus the contingency tazble indicates the number
of cases reclaésified into each grour, the original classifications, and
the overall percentage of correctly classified cases.

+« In addition to discriminant analyses,univariate analyses of
variance were performed to elicit additional information concerning
thevseparaté effects of the‘explanatory variables. Although this
technique is only of secondary importance to the analysis in general,
the univariate tests contributed to the data anzlivsis by indicating
whether any significant relationship émerged Zrc= single discriminating
variables and differences in attitudes twoard ccz—unity mental health

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 ail
variables in the discriminant analysis regardless of their power in
discriminating between the groups.

The Composite Model was treated in a slightly different 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. Thé partial F values, (the Féto;
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-
criminating factors while eliminating redundancy with respect to the
variables entered.

Several analyses were performed for each model, determined by
the dependent variables and fhe subsets of the sample éopuiation to be
considefea. In summary, eleven separate discriminant analyses are
perforﬁed 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, 1 block, and reactions to existing facilities)rand three
population‘subgroups (aware respondents,unaware respondents, and aware

respondents residing within 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 quesfionnaire and sample design: completed in a
previous study, were discussed. Secondly, £he develépment of the
.models was outlined with respect to the independent variables, which
reflect each of the four research hypotheses suggested in Chapter Three
as well as the four dependent variables, which measure attitudes toward
community mental health facilities. Finally, a description of the
analytical framework was given. Two methods of analysis are utilized,
discriminant analysis as well as one-way analysis of variance. These
were performed with respect to eaéh of the dependent variables and
population subgroups on the individual and composite models. In the
following chapter, the results of the analyses outlined above will be

reported,



TABLE 4.2

DISCRIMINANT ANALYSES OF ATTITUDES TOWARD
COMMUNITY MENTAL HEALTH FACILITIES

Dependent Variable

Judged desirability
within 7-12 blocks

Judged desirébility
within 2-6 blocks

Judged desirability
within 1 block"

Reactions to
existing facilities

Aware

Aware and residing

within 300 metres
of a facility

* Anaiyses performed with respect to all models.

34

Unaware
(*)
*)

(*)

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

model.

- No analyses performed.



CHAPTER FIVE
DISCUSSION OF THE RESTLTS

In this chapter, results of the data analysis will be presented
with respect to each of the models considered. First, the effectiveness
of individuél variables in each model will be discussed, as indicated
by analyses of variance. Secondly, the results of the discriminant
analyses will be reported, with specific réference to the occurrence
of discriminant functions which are statistically significant. Lastly,
vhere applicable, an interpretation of significant discriminant functions
will be presented, along with their effectiveness as predictors cf
response to community mental health facilities, as indicated by the
results of tﬁé'contingency table and the proportion of the sample- -
correctly classified. The analytical results will be presented with
respect to each model individually, and in the following orde?:A demo—
. graphic model, socio-economic model, beliefs mocdel, distance model and
composite model.

5.1 Demographic Model

The demographic model appears to be only a weak predictor of
attitudes toward community mental health facilities. A univariate
analysis of the individual variables entered into the analysis reveals

that marital status and number of children under 6 years, between 6
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and 18 years, and over 19 vears, are not significantly related to either .
of the dependent variables (Table 5.1). The age of the reépondent is
significantly related to judged desirability of a hypothetical mental
health facility in four of nine anélyses and in both analyses Of,
response éo eﬁisting facilities. Also, sex has a significant effesct
on‘the judged desirability of a mental ﬁealth facility at a hypothetical
disﬁance 6f cne block from the respondent's home.

'The results of the discriminant analyses indicate that the
demographié model is not a powerful discriminator between the groups
(Table 5-2). Only ohé analysis produces a signficant discriminant
vfunction, that based on the subsample of "aware" residents residing
within 300 meters of a mental health fécility. In that case, age and
sex are the most important independent variables with older males
having a relatively higher propensity to rate hypothetical mental
health facilities ﬁithin 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 faétors.affeeting response to community mental health facilities,
the general results indicate that the demographic model is not a succes-
sful predictor of attitudes toward either existing or hypothetical

2

mental health facilities.

5.2 Socio—economic Model
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 relsted



1

AADLYS J.Lb

EFFECTS OF DEMOGRAPHIC VARIABLES

- Judged Desirability of a Facility Within:

Reactions to

7-12 blocks 2-6 blocks 1 block Existing
. Facilities,
. Aware . Aware Aware _ Aware -
Aware < 300 Unaware - Aware <300 Unaware Aware <300 Undaware Aware- <300
Sex . 5981 6.11 .1202 | .3903  .2665 .2803 | 3.8793* 4.2391*  .4064 .4604  .8226
Age 3.3794*% .3,723% 2.3677 |2.8883 3.9444* 1.4851* | 2.9605 6.1483** 3,4153% | 3,235% 4.2348%
2?;;5:1 ©.3731 .4395  ,3033 | .3915 .4112 1.0756 .1913  .1443  .2926 .4576 . .6079
ﬁ:;iire" .3041  .1358 2.3151 | .4092 .1595 2.0321 | .5601 .3634 1.5433 | .6074 .7171
6 years
Children . .
between L2172 .3553 1.2007 | .0449 .,3100 1.5234 .5861  .5261 2,5212 | .8448 .509
6-18
gz;idign .1767  .1358  .2288 |2.9452 3.145  1.8203 | 1.6635 1.7245  .3544 | .2829 ' .3148
Degreces I .
of (2,45)  (2,33) (2,184) {(2,49) (2,37) (2,207) [.(2,50) '(2,39) (2,208) | (2,70) (2,58)
freedom2 : ‘ : ' ‘
*significant at the .05 level - . “lFigures‘are F statistics :
**gignificant at the .0l level ‘ V' 2 ‘ ' v ‘
‘; Source: Freund, J.E. Modérn Elementary Statistics,

‘New Jersey:

Prentice-Hall Inc, 1973.
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TABLE 5.2
SUMMARY OF STATISTICS OF DISCRIMINANT ANALYSES OF JUDGED DESIRABILITY

' Aware Respondents - "Aware Respondents Residing within 300 m S Unaware Respondents
Number % Wilk's Signifi- % Correctly Number % Wilk's Signifi- % Correctly HNumbexr % Wilk's Signifi- % Correctly
Removed Trace N cance Classified Removad Trace A cance Classified Removed Trace: N cance Classified
Demographic . . . .
Model . : .
7-12 blocks 0 91.8 ,74088 .338 &7 0 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 51.7 0 95,5 .67247 321 70 0 72.6 ..9151 111 4(,' 5
1 4.4 ,98680 987 * 1 4.5 .97879 .,981 ’ 1 27.4 ,97566 411 ot
1 block 0 68.9 .68779 123 62.3 0 62.8 .56224 .05 Gé 7 0 72.6 .91369 .100 42.7
1 31.1 .88522 .327 ° 1 37.2 .79965 .148 : 1 27.4 .97518 .39 -
Socio-~ '
€comomi.c
Model
7-12 blocks o 78.5 .55156 015 . 76 2' ' 0 79.6 .49710 ,052 74.2 4] 63.4 ,93231 .259 42.9
1 21.5 .86528 .253 - 1 20.4 .84693  ,364 . 1 36.6 .97450 .334 *
2-6 blocks 0 75.4 ,BS675  ,7686 s 7 1 o ° 7.5 .86492 .930 0.0 0 92.6 .95156  .447 414
1 24,6 ,96162 .008 : * 401 . 32,5 +,95310 .837 e 1 7.4 99625 .945 :
1 block 0 79.4 .77687 . .389 ss.3 | O ' 69.0 75006  .513. 56.8 0 78.6 .93812  .237 3.4
1 20.6 ,94638 .678 T ot 1 . 31.a ,91172 ,565 - o TUTT 1 . 214 .98622 .59 )
Beliefs : fj‘J?i C ;} : . L ; R : n;';"t :‘t
i I ‘ .
7-12 blocks @ 94,9 ,73134 007 o 99,4 .67298 ,010 ‘ 0 99.7 ,77080 . .000
‘ Y 5.1 .98100 .363 79.6 _— .6 .97968 407 - 73 1 3 .99903 .67 : 68.4

b 1 ) ’ verss  continued
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Table 5.2 continued

v
L]

Aware Respondents

Aware Respondents Residing within‘ 300 m Unaware Respondents

Number [ Wilk's Signifi- % Corfectly Numbex % Wilk's Signifi- % Correctly Number % Wilk's Signifi- % Correctly
Removed Trace )\ cance Classified Removed Trace kS cance Classified Removed Trace N cance Classified
Beliefs
Model ‘ .
2-6 blocks 0 96.9 .63444 .000 79.6 0 10.0 ,6657 .001 73 0 99.7 .68210 .0090 62.1
1 3.1 .982714 . .353 . * \ 1 0 .99984 .554 1 .3 ,99856 .582 '
1 block 0 92,2 .42175 .000 75.9 0 93,0 ,38274 . 000 74.4 0 93 .61815 .000 62.6
1 7.8 .91102 .03 * 1 7.0 ,90705 .05 ot 1 7 .960 - .03 ¢
bistance
Hodel . _
7-12 blocks 0 87.5 .88083 .456 61.2 0 84.1 ,81813 ,357 51.4 *
1 12,5 .,98365 ,69 ‘ 1 15.9 ,96674 ,572 *
2-6 blocks 0 64.5 ,93662 .782 14 0 . 97.4 ,83068 .334" 19
1 35.5 .97686 .563 * 1 2,6 ,99479 .908
1 block ] 682.2 .87104 .33 40.7 0 93,9 .B838R8 2335 40.8
1 17,8 ,97483 .529 : }l 6.1 ,98851 .,798. e
Compogite
Madol
7-12 blocks 0. 70.9  .36376 000 85.4 0 58.3 ,2007%  ,p0O2 o op.0 4 88,1 .‘70214‘ Q00 4.9
1 2%.1 .71%66  ,037 : 1 _4Y.7 ,57313  ,018 . -1 11,9 ..95371  .083 :
2-6 blocks 0  81.1 .62792 .016 : 1d - 100 L0026 .0 . 0. 89,2 - .62387 .000
1 10.9 .90652 264 L R ‘ ~73:8 1. 108 .94164 067 62.9
1 block 0 74.8  ,26554 892 i ] o0 . es,6 12584 ,000, SR 0 80.7 ' .54372  ,000
X ' : 891 . {0 g ' v 04,4 ‘ a3 68.5
1 25.2 66442 D05 W 1 14 505 045 ‘ 1 13 ‘.z‘nioo .00L
e L e et . ! N L AN N N X i X "

B T
~— Significant at or beyopd the ,05 ldvel

A D —

T s T -
*No analysis performeg

6€



TABLE 5.3

SIGNIFICANT DISCRIMINANT DIMENSIONS
OF THE DEMOGRAPHIC MCDEL

: Standardized

Sample Group Variables Coefficients
Judged desirability Sex » .54348
at 1 block Age 1.00534
Aware/ 300 m Marital status -.11651
Children < 6 -.12084
Children 6-18 -.40934

Children > 18 -.07967
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vto the judged desirability of a hypothetical facility. Analysis of
variance reveals, that three of the five variables are significantly
related to this dependent variable, althouch oﬁly at a distance of
seven to 12 city blocks from the respondents' home (Table 5.4).
Occupational status of both the iespondent and the head of household
show signficant relationships with this mea§ure of judged désirability
for both ﬁhe "aware" group and those "aware“ respondents residing
within 300 metres of a facility. Level of education is significant
with respect to the aware group only. Inccme andrtenure status, as
individual variables, show no significant relationships -with the
dependent variables.

Only one discriminanﬁ function-is found to be significént,
and, not surprisingly in light of the results o< the analysis of‘
variance, describes the judged desirability of akhypothetical facility
located 7;12 blocks of respondents homes by "aware™ respondents
(Table 5.2). The funétion suggests that a low level of education of.
the respondent and low occupational status of the head of household
are likely to resulﬁ in undesirable ratings of the hypothesized
facility (Table 5.5). 'This function is able to accurately predict
76.2% of cases included within the analysis.

Although some significant relationships occur between the
soclo-economic (explanatoxy) variables and facility attributes, the
overall results show that the socio-econonmic mcdel is not an‘effective

predictor of attitudes toward community mental health facilities.




TABLE 5.4

EFFECTS® SOCIO-ECONOMIC VARTABLES

" Judged 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 .8715 .796  .6521  .7525 .3782  .4338  .4625 .9009 .6556
Education : .
Occupational
status 5.4877** 5.0937%* .981¢ 1.0153 .8012 .8516 .8276 .6569 2.6600 .1701 .3332

{respondent)

Occupational
status(head 5.2081** 6.0984*% 2,3401 .0242 ,4482 1.2244 .0623 .0648 .2528 L4207  .5024
of houschold)

Household

i ncomne 1.8368 1.565651 2566 .3237 L2065 « 3141 2.8858 2.6249 L5539 5701 L5672
fi?ﬁig .6458  .6569 1.9898 | .0246 3916  2.6454 .4202  1.3602° 1.0418 .0323  .2253
D f ' ;

egrees o (2,39) (2,28) (2,179) | (2,43) {2,32) (2,202) (2,44) (2,34) (2,202) (2,65) (2,54)

Freedom

*Significant at the .05 level

4 lFigures are F statistics
**Significant at the .0l level

gource: Freund, J.E. Modern Elementary Statistics,
New Jersey: Prentice-Hall, Inc. 1973,

(474



SIGNIFICANT DISCRIMINANT DIMENSIONS

TABLE 5.5

OF THE SOCIC-~ECONOMIC MODEL

43

Standardized

Sample Group Variables Coefficients
Judged desirability Education -.59193
at 7-12 blocks: Occupational status A
aware respondents (respondent) .34005

{head of household} .76770
Income -.29250

Tenure status

.23578
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5.3 Beliefs Model

Of the four individual mocdels tested, the beliefs model is
the most successful predictor of attitudes toward mental health faci-
lities. Due to the large number of discriminant functions produced,
results of the analyses of each dependen‘ variable wili be treated

separately.

5.3.1 Judged Desirability of a Eypothetical Mental Health Facility

As revealed by analysis of variance, attitudes toward mental
illness are consistently related to'judged desirability at all hypo-
thesized distances (Table 5-5). Religious beliefs, as measured by
regular attendance of religious services, is & 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 variaeble (Table 5.2}.

In those casgsrwhere 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 analysis. 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 attitudes toward mental health

and the mentally ill display a strong propensity to rate hypothetical

wn

mental health facilities as undesirable (Tzble 5.7). The predictive

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



TABLE 5.6
1

EFFECTS™ OF BELIEFS VARIABLES

: Judged Desirability Within a Distance of:

Reactions to

2Sourcm Ireund, J.E.
New Jersey:

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

Critical
value(.05 4 5, 3.32 3.0 3.2 3.23 3,0 3.2 3,23 3.0 3.15  3.15
significant
level)
Variables
Church **
- . 7346 1.0972 2.1035 .568 .3434 1.8141 2.7488 2.8867 5.4981 2.893 2.0157
attendance .
Attitudes Kk * % *% KEk ok *% Kk *k * % *k * ok
toward 7.6713 7.1994 27.271 13.534 1.061 41.788 - 28.576 24.735 58.34 9.6491 8.2966
mental
illness
‘Degre £ .

eqreeszo (2,46) (2,34) (2,187) {(2,50) (2,38) (2,211) (2,51) (2,40) (2,211) (2,71) (2,59)
Freedom

*‘ 3 Al -

Significant at the .05 level 1Figures are F-statistics
**Significant at the .01 level

Modern Elementary Statistice,
Prentice~Hall Inc. 1973.

wn



TABLE 5.7

SIGNIFICANT DISCRIMINANT DIMENSICNS

OF THE BELZIEFS MODEL

1Y
o

Standardized
P
Sample Variables Coeriicient
lst discriminant 2nd discriminant
" function function
7-12 blocks:
aware Church atténdance .1664
Total 1.1075
aware/300 m Church attendance .2733
Total 1.1008
unaware Church attendance .1246
Total 1.101
2-6 blocks:
aware Church attendance .1188
Total 1.2118
aware/300 m Church attendance .09%64
Total 1.2171
unaware Church attendance L0551
Total 1.1932
1 block:
aware Church attendance .1999 1.0178
] Total 1.£283 -.1401
aware/300 m Church attendance .3421 .9984
Total 1.£509 ~.2€81
unaware Church attendance -.00¢%6 1.0329
Total 1.2420 -.17%5
Reactions to
Existing
Facilities:
aware Church attendance .05715 1.0242
Total 1.10920 -.0836
aware/300 m Church attendance .2793 .9780
Total 1.0602

-.3415
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and 2-6 block ratings respectively, the discriminant functions afe
able to correctly classify 79.6% and 73.£% of those aware of facili-
ties, 68.4% and 62.1% of those unaware, and 73% and 72.2% of aware
individuals residing within 300 metres of & facility.

Analyses performed on the beliefs model incorporétiné judged
desirability at a distance of one block from the hypothesized facility
vield even stronger results, each analysis procducing two significant
functions. Interpretation of the first function, the mental health
beliefs dimension, is consistent with that describing judged desira-
bility within 7 to 12 or 2 to 6 city blocks: negative attitudes
toward mental iliness indicate negative até;tuées toward the facilities
as well.

Attendance of religious services is the predominant predicéor
of attitudes toward mental health facilities within the second dimension.
Regardless of resultant level'of significance, hcwever, the explanatory
power of the second dimension is margingl in comparison with the firét,
as shown, for example, by the ﬁercent of trace accounted for by each
function (Table 5.2).

Interpretation of the second dimension is not entirely cleaf.
The direction of the group centroid of indiwiduals rating the hypo-
thetical facility as desirable suggests that they are not regular
attenders of religious services, although the magnitude of the centroid
is quite small since it is very close to zero. A similar but stronger
relationéhip,is apparent with respect to individuals rating facilities
as éxtremely undesirable, who also exhibit z hicgher propensity to be

non-attenders. Conversely, regular atterndsrs of 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 desira-
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
exi;ting facilities is similar to the results discﬁssed above. Considered .
individually, only the attitudes toward the mentally ill (Total) exhibits
significant relationships w;th respohses.

Considered in combination in the discriminant functions it is
apparent that the beliefs model is a successful predictor of reactions
to existing faci}ities. Analysis of the aware group yieldS—two signi-
ficant discriminant functions. When the sample is restricted to aware
respondents residin§ within 300 metres of a facility, only one signi-
ficant discriminant function emerges (Table 5.8). In both cases, the
first discriminant function represents a mental health beliefs dimen-
sion. Individuals holding favourable.attitudes toward the mentally
"ill exhibit a higher propensity to be in favour of existing facilities
of which they are aware. Moreovef, 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 STATISTICS OF DISCRIMINANT ANALYSES
OF RESPONSE TO EXISTING FACILITIES

Aware Respondents Residing Within 300 m of a Facility

Model Numbeyr % Wilk's Signifi- % Correctly  Number % Wilk's  Signifi- % Correctly
Removed Trace - \ - cance Classified Removed Trace A cance Classified
Demographic .
Model 0 92.3 .83372 - .424 , 0 88.1 .78416 .334
1 7.7 .98513 .962 46.6 1 11.9  ,96905 .883 47.3
Socio-
;cgn§mic o} 70.1 .93935 .950 42.6 0- 64.4 .935 47.4
ode 1 29.9  .98128 .880 1 35.6 ,822
Beliets 0 77.2  .72742 .000 0 87.2  ,73632 .00l
Model — 51.4 ) e 48.4
1 22.8 »92558 .02 ’ 1 12.8 95765, ,112 )
Distance 0 76,1 .85574 L091 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 i — 58.2 - 67.9
1 21.9 . ,91261 .126 ’ 1 26,2 .86621  ,202 :

—- Significant beyond the .05 level.

6¥
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A second signifiéant discriminant function for all aware rés-
pondents aéain represents a religiosity dimension, as measured by
“regular attendance of religious services. Reqular attenders are
predicted to be in favour of existing facilities but non~at£enders
have a higher propensity to rgmain undecided. It is suggested that
those in opposition to such facilities may be non-attenders as well,
but the discriminant scores of the group are very close to zero, as
.indicated by the group centroid (.00812). Thus although cohsi&éred ‘
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 modelsfare'iower than the
désirability models. These functions yield only between 48.4% and

51.4% coirectly classified cases.

5.3.3 Summary

. fhe results indicate that an individual's beliefs, as they
‘have been measured in this study, represent an extremely important
_factor in determining response to community mental health facilities.
The strongest of these is an individual's attitudes toﬁard mental
illness.k 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 Model
It is evident from the analysis, that the distance model is
not- an effective predictor of attitudes toward mental health faéilities.
.No significant relationships emerge between either of the dependent
variables and straight line distance, street distance or facility type.
Furtherxrmore, the discriminant analyses do not produce any significant
discriminant functions (Table 5.2). BAccordingly, the ?ercentage of
correctlyvciassified cases is lower than any of the other models tested.
‘One feason contributing to the poor performance of the distance

model are the assumptions made concerning the interpretation of
"awareness" as reporteé by the respondents. 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 neighbourhoocd. Eowever, the poor results
prompted a more thOrough examination of the actual extent of awareness
reported by the respohdent. Of the 133 "zware" respondents, 33 were
actually aware of and could name or locate, the mental health facility
in their ﬁeighbourhood. Another 31 respondents reported awareness of
a community mental health facility in their neighbourhood yet could
not name or indicate the location of such a fzcility. The remaining

62 "aware" respondents, on the other hand, were able to name and/or
indicate thg location of a community mentél health facility, however,
not the facility located in their neighoourniosds. These results have

important implications for the nature of awareness 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 mention=d by the repondent was,
in fact, the facility located in the respondents 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 ié directly related to the negative effects of
these facilities, the distance model is not an effective predictor of'

attitudes toward community mental health facilities.

5.5 Composite Model

The best predictor of attitudes toward commuﬁity mental heaith
facilities is the composite model, which incorporates the best éxplana-
tory wvariables from each of the four individual models. Dué to the
 wide range of discriﬁinant functions produced, the results in con-
junction with each of the dependent variables will be discussed
individually.

5.5,1 Judged Desirability of a Hypothetical Community Mental Health
Facility. C

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 toward the mentally ill, is entered into

the analysis in every case, ranking first in order of importance as an
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TABLE 5.9

ENTERED INTO THE STEPWISE COMPOSITE MODELl
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Aware Respondents

" Dependent Aware Residing within Unaware
Variables Respondents g Respondents
: : 300 meters
Judged desira-—
bility within:

7-12 blocks - Total 5.999 | Total 6.53993 | Total 26.215
Occupational Occupational Occupataional
status status (head status (head
{respondent) 5.144 | of household) 5.86323{ of household) 2.481 .
Marital Marital
status 3.992 | status 4,864

' ‘ Children
Age 4.182 | Age 2.658 < 6 yrs 2.416
Occupational Occupational
status(head 3.301 | status 2.531 Education 1.594
of household) {respondent)
{ Children
Zone 1.529 6-18 1.671
Education 2.073 | Children 1.026
’ X 6 yrs
Zone 2.446 | Sex 1.333

2-6.blocks Total - 7.354 | Total 5.75788 | Total 43,725
Church Children
.attendance 1.015 > 19 1.977
Age 1.1 Education 1.95
Zone 1.273 ‘Occupational

status (head 1.7
of household)
Children

6-18 1.681
Zone 1.33¢
Street ]
distance 1.966



Table 5.9 Continued
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Dependent Aware Avare Respondents Unaware
Variables Respondents Residing within 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 attendance 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
Children 1.56 6-18
> 19
Occupational
status
{respondent) 1.161
(head of
household) .
Reactions to Total 6.56 | Total 5.649
existing
facilities: Church Facility
attendance 2.69 type 2.44
Facility Sex 1.564
type 1.9
Age 1.777 | Children
6-18 1.402
Church
attendanca 1.482
Age 1.224

1Fiqures are F-to-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) and attendance of
religious services are also entered in the majority of the analyses.
Other vafiables 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 anadlyses of judged desirability of facilities
located within 7 to 12 blocks from the respondents' homes rendereéd at
least one significant discriminant function. For both aware gfoués
one additional significant discriminant function emerged (Table 5.2).
The first discriminant function in this analysis for both aware groups
is not dominated by fhe variable "Total". Instead, the primarv
discriminént function in this case represents a socio—-economic statné
dimension (Table S.lQ).

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 iikely 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 dwelle?s , 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
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TABLE 5.10

SIGNIFICANT DISCRIMINANT DIMENSICNS
- OF THE COMPOSITE MODEL:
JUDGED DESIRABILITY AT 7-12 BLCCKS

Standardized Coefficients

Sample Variables 1st discriminant 2nd discriminant
T - TenCTion function
Aware - Age .6279 .3402
Marital status -1.0039 .223
Level of education - .6106 ~.1474
Occupational status
. (respondent) -3416 _ ~.3674
(head of household) .9840 - =-.0571
Total ' , .0401 i ~-.8753
Zone -.3670 -.4916
Aware/300 m Sex ' .4238
Age . 1.1439
- Marital status -1.2437
Children under 6 yrs - .54389
Occupational status
(respondent) 1.2814
Total - .0800
Zone - .3858
Unaware ' Children under 6 yrs - .0671
. Children 6-18 yrs - 2271
- .2465

Level of education.

Occupational status
(head of household) - .2984

Total 1.1231
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prediction of attitudes due to the nature of the characteristics of
city-dwellers, of the facilities themselves, or a combiration of these

. factors.

Mental health beliefs emerge as the second dimeﬁsi&n describing

- both "aware" groups, but the éole dimension with respect to the “"unaware"
respondents. Judging from thé 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 "aware" groups, this dimension is of
noteable importance in discriminating bétween the groups. This dimension
shows that individuals with negative attitudes toward the mentally ill exhi-
‘bit slightly undesirable, and to a lessexr exteht,.extremely undesirable
attitudes toward community mental health facilities; In addition,
isolating "aware" individuals residing within 300 meties of a facility
resulted ip the emergence 6f‘a dimension dominated by regular attendance
of religicus 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 and mental health beliefs dimensions are able
to correctly classify 85.4% and 90.0% of both aware groups. The pre-

 dictive capabilities of the beliefs dimension with respéct te the

"unaware" group is lower, but nevertheless predicted 74.9% of cases

- correctly.

5.5.1.2 Desirability: 2-6 blocks N

Using 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). These functions again represent a mental health
beliefs dimension, with those holding negative attitudes toward mental
illness rating facilities negatively as well (Table 5.11). These

1t

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

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

5.5.1.3 Desirability: 1 block

.Two significant discriminant functions emerge from each of the
three analyses performed using within one block ratings as the dependent
variable (Table 5.2). The most important function in each cése con-
éistently represents the mental health beliefs function (Table 5.12).
Individuals iﬁ‘both"aware" groups holding negative attitudes toward
the mentally ill.exhibit a higher propensity to rate facilities '
slightly of extreﬁely undesiraﬁle. However, the interpretation of the
functions is made more difficult by the lack of consistencf with which
other variables afe entéred° Sex is included in thé mental health
beliefs dimension for the "aware" groups in addition to “Total™.
Females are shown t;>have a higher propensity to rate facilities as
undesirable. The same dimension, applied fo the "aware"’group residing
with@n 300 metres 6f a facility, however, shows that males and indi-
viduals without children between 6 and 18 years, holding negative
aftitudes toward mentalvillness, have a higher propensity to rate the
facilities as undesirable. Interpretaticn of the beliefs function
" discriminating between "unaware" cases is more straightforward; the
deééee of undesirable attitudes.toward a2 facility increases with

intensity of negative attitudes toward the mentally ill. Thus, the
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TABLE 5.11

SIGNIFICANT DISCRIMINANT DIMENSIONS
OF THE COMPOSITE MODEL:
JUDGED DESIRABILITY AT 2-6 BLOCKS

Sample Variables Standardized Coefficients
Aware o Age .1954
Church attendance - .3330
Total - -1.0536
Zone - .3195
Aware/300 m Total : 18.9882
Unaware Children 6-18 yrs ‘ - .2474
Children over 18 yrs .0126
Level of Education - .2369
Occupational status
(head of household) - 2112
Total 1.1918
Zone - .0527

Street distance .1196
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TABLE 5.12

SIGNIFICANT DISCRIMINANT DIMe=NSIONS
OF THE COMPOSITE MODEL:
JUDGED DESIRABILITY WITHIN 1 BLOCK

Standardized Coefficients

Sample Variables - 1st discriminant 2nd discriminant
function function
Aware Sex . -.5975 .2380
4 Children over 18 yrs .1256 -.5743
Household income .1248 -.4121
Church attendance -.1505 ' -.6613
Total -1.3275 ~.3599
Zone -.3144 - .0699
Aware/306 m Sex -.2119 .2969
Children 6-18 yrs -.8401 -.0267
Children over 18 yrs 1777 -.5694
Household income .3609 —.4455
Church attendance -.2701 -.6535
Total -1.6895 - ~-.1817
) Tenure status .5927 .1323
Unaware ‘ Age - . —.0315 .4829
Children under 6 yrs -.1244 .4705
Children 6-18 yrs : L1211 -.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 consisterncies
in the general trends produced in the mental health beliefs dimensions.

A second discriminant function, representing religiosity, is
significant for the "aware", "unaware", and "aware" residing within
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
ektremely undesirable. The noteable increase in values of the Wilk's
- lambda statistics upon the addition of this second dimensién suggests
that although religiosity is not as important as ;ttitudes toward.the
mentally ill, it nevertheless represents an important factor contri-
buting to differences in attitudes of individuals toward mental health
facilities.

In all cases, the two dimensions are able to discriminate
between attitudes téward the hypothetical facilities well. B&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 iﬁcreased to 89.1% and 94.4% for the 'sward' and "aware" and

residing within 300 metres groups respectively.

5.5.2 Reacfions to Eﬁisting Facilities

When reaction to existing facilities is used as the dependent
variable, the variables which consistently enterAinto the discriminant
functions are: "Total" (attitudes toward 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 DIMENSICNS
OF THE COMPOSITE MODEL:
REACTIONS TO EXISTING FACILITIES

Variables

Age

Cﬁurch attendance
Total

Facility type

Sex

Age

Children 6-18 yrs
Church atfendance
Total

Facility type

Standardized Coefficients

.4923
.2912
-.7897
769

.3993
.4017 -
-.3991
.0833
-.7171
.4615

62
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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 significaﬁt discriminant fuention in
which attitudes toward the mentally ill is the strongest discriﬁinator
(Table 5.8).. Thus the emergence of the 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 111 have a higher propensity to rate facilities favourably,
while those individuals with negative 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, vield-

ing only 58.2% and 67.9% correctly classified cases.

5.5.3 Summary

The composite modeis, which incorporate the best combinations
of explanatory variables from each of the individual models tested, are
the best predictors of both judged desirability of a hypothetical mental
health facility and reacﬁions to existing facilities. The latter
meaéﬁre of attitudes, however, yieids 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 factor in all of the analfgg;} but in addition,

socio-economic status and religiosity are factors which 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 i1l, 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 étatus_ with respect to the demographic model,and‘occupatioﬁal
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,Ahowever, the results suggest that neither
the ‘demographic nor the socio-economic models are‘effective predictors
of attitudes toward mental health facilities.

The least successful model of community attitudes is the distance
model. Although ambiguities concerning "awareness" as reported by
fespondents in the initial analysis seem to be a contributing factox
to the failure of the model to correctly predict responses, even analysis

of a small subset of cases, where no ambiguities with respect to
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awareness are present, fail to give significant predictions of attitudes.

The composite model incorporates predominantly beliefs, as
well aé demographic and socic-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. representingattitudes toward the
mentally ill, religious béliefs and demographic/socio-economic factors
which are capable of classifying up to 94.4% of the cases correctly.

Differences in predictive capabilities for the different
dependent variables and the various population sub-groups may also be
' ébserved. Ail analyses relating to the judged desirébility of faci-
lities yield consistently stronger results in terms of the percentage
of cases correctly classified than the corresponding models of react-—
" ions té existing facilities. Furthermore, there exigt differences
between the three juﬁgeq desirability ratings. Ranking the ocutcomes
based on the percentage of correctly 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 tha£ 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 distances
(Table 5.14).

éénerally, responses of the "aware" group render the best
results in terms of the predictive accuracy of the discriminant funct-

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



RANKED EFFECTIVENESS OF THZ MEASURES

TABLE 5.14

OF JUDGED DESIRABIL

I
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Demographic Model

Aware
Aware/300 m

Unaware

Socio—-economic Model

7-12 blocks

Aware
Aware/360 m

Unaware

Beliefs Model

Aware
Aware/BOO m

Unaware

Distance Model

Aware

Aware/300 m

Composite Model

Aware
Aware/300 m

Unaware

2-6 blocks

1 bklock




67

TABLE 5.15

RANKED EFFECTIVENESS OF THE POPULATION SUB~GROUPS
OF JUDGED DESIRABILITY

Aware Aware Respondents Unaware
Respondents Residing within 300 m Respondents
of a facility

Demographic Model

7-12 blocks 1 3 2
2-6 blocks 2 | 1
1 block 1 2 2

Socio—-economic Model

7-12 blocks 1 2
2-6 blocks 2 1
1 block 2 - 1 3

Beliefs Model

7-12 blocks 1 3 2

2~6 blocks 1 . 2 3

1 block 1 2 3
Distance Model )

7-12 blocks - 1 2 ) -

2-6 blocks 2 1 -

1 block 1 2 -
'Com?osite Model

7-12 blocks . 2 i 3

2-6 blocks 1 2 3

1 block 2 1 . 3
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a facility resulted in a slightly lower overall propcrtion of correctly -
classified cases, although this difference is not great. The unaware
group consistently pfoduced the lowest percentage of correctly classi-
fied éases than the other two subroups of the sample population resid-
ing.Within an area with a community mental health facilities. This
result suggests that more systematic attitudes may be obse;ved among
those who are familiar with the facilities and know what they are like.
In coﬁclusion, there exist discerneble éifferences with respect
to fhe‘predictive capabiliiﬁeé of the discriminant functions, dependent
on the depgndent variable used and the groups analysed, as well as
between the five modéls tested. The hypothesis that demographic, socio-
economic and distance models are good predictors of attitﬁdes toward
community mental‘health facilities is not supported. The Beliefs model
and Composite model, on the other hand, give relatively accurate pre-

dictions of reactions to facilities.



CHAPTER SIX
CONCLUSIONS

The empiricél findings of this study provide considerable

" insight into the mannef in which the characteristics of individuals
affect respohse to community mental health facilities. BAlthough previous
research indicates that these factors play an important role in detex-
mining attitudes toward mental illness, the evidence presented in this
study suggests that theée 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 tﬁe Majpr Findings

Overall, the findings indicate that not all of the-hypothesized
relationships can be conclusively confirmed. 1In this section they are
discussed with respect to each of the hypctheses separatély-

In the first instance, it was hypothesized that attitudes toward
éommunity mental health facilities vary significantly with the demographic
characteristics of individuals. This hypothesis 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
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established a link between these variables and attitudes toward mental
illnéss. Age and.to é lesser extent,sex. are significantly related to
- response to community mental health facilities.

Linear combinations of the demographic variables prbduce only
‘one statistically significant result. In this case age andbsex are
- the important explanatory variables, with older males having a relatively
higher propensitf to rate mental health facilities as extremely undesi-
réble. Thus although it‘has been shown that demographic characteristics
are in some cases related with attitudes toward community mental faci-
lities,their overall impact on response is limitedi

The impacts of socio—economic.characteristics upon attitudes
toward mén%al iliness, as reported in the literature,are not démonstrated
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 charactérisfics can also be
only weakly confirmed.

Occuéationa; 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.
When 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
linkiﬁg 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 low. = This
may confirm the hypotheses of some researchers that although hicher
socio-economic status may predispose individuals to more enlightened
attitudes toward mental illness, their actual responses to the mentally
ill may not be affected.

No evidence emerges to confirm the hypothesis relating froximity
to a community mental heélth facility and attitude;rtoward it. BAlthoucgh
it was hypéthesized that the incidence and degree of negative attitudes
toward the facility would increase with éroximity, analyses of the
locational variables either individually or in combiﬁation produce no
significant results.

| Lastly, it wasxhypothesized that attitudes toward community
mental health facilities vary significantly with individuals' beliefs.
This relationship is strongly coﬁfirmed in this study. Clearly, the
most important belief is an individual’s attituéeé toward mental illness.
'Itvis consistently demonstrated that sympathetic attitudes towardé mental
illneés are positively related to attitudes toward hypothetical or
existing mental.héalth facilities.

The effect of religicus beliefs is cons;derably weaker. Few
statistically significaﬁt relationships emerge when thig'variable is
considered individually. 1In those cases where religious beliefs
emerge as the dominant factor among a linear combination of the beliefs

variables the overall predictive contribution of the discriminant
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diménsion is marginal in comparison with the mental health beliefs
dimension. Contfolling for the differences iﬁ attitudes attribﬁted
to attitudes toward mental illness, regular attenders of religious
sérvices»are apt to be in favour of community mental health faci}ities.

The bést predictions of attitudes toward community mental health
facilities are achieved using a combination of demographic, socio—
economic, distance and beliefs variables. Consistent‘with the results
feported above, attitude toward mental illness is enﬁered as the
dominant variable ip every analysis. Other, less important factors
entered into the majority of the analyses include age, occupational
status, level of education, neighbourhood and faciiity type and
.attendance of religious services.

Three aistinct dimensions emerge as predictors of reactions to
'community meﬁtal health facilities when all variables are considered
in combination. The first and most im@ortant, the mental health beliefs
dimension emerges in every analyéis. Clearly, this is the most power-
ful discriminator of.attitudes, showing that individuals who are posi-
‘tively disposed toﬁard mental illness are more accepting of hypothetical
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 so;ic-‘
economic dimension discriminates between attitudes on tﬁe 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 cbject
to- community mental health facilities,a result consistent with

previcus findings. This dimension explains a larger proportion of

variance among attitudes, but was found to be applicable only to judged
desirability of facilities within 7 to 12 blocks.

Thirdly,the religiosity dimension is of least impértance anéd is
applicable only to the analysis of judged desirebility of facilities
within one block. These results suggest that regular attenders of
religicus services are more likely to rate hypothetical facilities as
undesirable. Although this.result,is oprosite to patterns exhibited by_
the indépendent beliefs model, itbis 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~community response to mental
health facilities. Demographic and socio-economic characteristics and
religious beliefs, which have been extensively repérted in the liter-
ature to afféct attituaes toward mental illness,are only weakly and
indirectly linked to reactions to hypothetical or existing community
mental health facilities.

In conclusion , only the hypothesis that an individual’'s beliefs
are directly related to attitudes toward mental health facilities can
be confirmed with certainty. The effects of denographic and socio-
economic characteristics are confirmed cnly wezkly, while the hypothesized
relationship between proximity and attitudes toward comminity 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 mertal health
care planning, which encompass both theoretical and empirical copsi— '
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 felationships between individual
- characteristics énd 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 widexr range of
variables has been considered. Furthermore, each set of these were
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 forﬁulation 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 neighbourhocod.
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The second implication of these results is in terms of 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 demogra?hic or socio-economic variables, is not supported by
this analysis. However, for planning purposes it may be of greaterxr
importance to construct neighbourhood prcfiles at the aggregate,
¥ather 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 éwareness of small-scale community
mental health facilities in one's own neighbourhood exhibited by
respondents suggests that opposition to community mental health ceﬁ;

' tes may be overanti¢iéated by planners and other officials. Further
research in this area is recommended, since irncreased understanding
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 locaticn of noxiéus facilities.
Taken together, such policy considerations may lead to the successful
social integration of the mentally ill by means of community-sheltered

care.
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APPENDIX

SURVEY QUESTIONNAIRE



SURVEY RESEARCH CENTRE 80
I%STITUTE FOR BEHAVIOURAL RESEARCH "LABEL
YORK UNIVERSITY
JUME 1978
PROJECT # 215
Community Attitudes Toward Neighbourhood Public Facilities
The Survey Research Centre at York University is conducting a study
on behalf of a research group at McMaster University in Hamilton. We would
like to know your feelings about various community services.
RELATIONSHIP TO - MARITAL ELIGIELE PERSCX CHECX
HEAD OF HOUSEHOLD SEX STATUS AGE (18 ¥YRS. & OVER) NUMBER SELECTIED
CODE YES OR NO PERSON
(HEAD)
SELECTION TABLE 12
NUMBER OF PERSONS ELIGIBLE 1 2 3 4 5 6
_ PERSON TO BE INTERVIEWED 1 2 2 1 3 5
RECORD OF CALLS
iL DAY MONTH TIME RESULTS LENGTH OF INTERVIEW:
i :
Iy
INTERVIEWER:
b
3
A
C’
4 "
S 10 , 20
— ] , | I T TN A IO Y O
¥ { 1 | ] T 1 3 { 1 S T 1
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SURVEY RESEARCH CENTRE

2a.

3a.

INSTITUTE FOR BEHAVIOURAL RESEARCH L AB L
YORX UNIVERSITY
PROJECT # 215
What 1s your general opinion about locating community services in
residential neighbourhooda? (e.g., community centre, local clinic,
police station, fire hall). Are you in favour or opposed?
- 1 1
IndifEEIent.Q".lG.-'.l.l...l‘.'....‘..O'QI.-.."..C.I 2
OPPO3SEde. cecucarenrntvrevnsnconnsssrsasncssocaascsaascns 3
DOR't KNOWes eniceoseosecnccaneesscecsoaannnnns SRR 8
Assuming land was available,sre there any particular community services
you would favour having located in this neighbourhcod?
Y @Bc cacaocrsasascnescsssscsoceccssansocccacuscconcas 1
No"..O'l.".....-..C..-".l‘t......".0.-.-..O..I.. 2
DON't KNOW.eoeuoosoeseacsnsosenenssonccassansacnacas 8
—G0 70 Q. 3a
1f YES, what types?
Are there any particular community services you would oppose having
located in this neilghbourhood?
Yea.'.’......I....I-...O.'-I'...ll...l.'."l.l‘..... l
No...'.l..’...."....'..'.l‘.'...-.IIQ.O..--.I-...‘-Q 2
DOR't RNOWeesroovsevsvsscanccosssnsocaccsnsscences e 8
: G0 70 Q. 4a- . :
If YES, what types?

1/55
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5a.

C,.-

-2 -

What 1s the name of that facility?

Where is it located? (CLOSEST INTERSECTION)

I¥ FROM Q. 5 RESPONDENT IS UNAWARE OF A FACILITY IN THE REIGHBOUR-
HOOD THEN PHRASE Q. 6 IN THE FUTURE CONDITIONAL (E.G. "WOULD HAVE"™);
IF AWARE, THEN USE THE PAST TENSE (E.G. "HAS HAD"),

What effects do you think the location of a community mental health
facillity in your neighbourhood would have/has had?

. 82

1 am especially interested in your feelings about community mental

“health facilities and the next few questjons relate to this. Coa~

munity mental health facilities include out-patient clinics, drop-im

centres and group homes which are situated in residential uneighbour-

hoods and serve the local community. Hental health facilities which

are part of a major hospital are not imciuded.

Are you aware of &ny community mental health facilities in Toromnto?
YESQ-..-..0'..0"'0...CI.c-...-.'CDCIOQ..OOCIO..... l
NOQI..Q......'l--...."l.OQIOQ.‘l.‘.".‘.l..'-..“. 2

GO T0 8. Sa

Can you name any?>

Is there a community mental health facility in your neighbourhood?
Yes.-‘O‘....‘QCT"CQ.'O-..OQ....".;.0.'..,...4'-.‘. 1
NOCQ'.Il!...0'.‘.‘...‘Q-.‘.C‘....‘.C..I.d...’..""" 2
Dont"t KnoW.e.veoeosovononeacacanan teecsceacsessconcnns 8
: X G0 70 @. 6
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ATTITUDES TOWARD MENTAL ILLNESS

" The following statements express various opinions about mental

illness and the mentally 111. The mentally 111 refers to people
needing treataent for mental disorders but who are capable of
independant living outside a hospital. Please circle ths response
which most accurately describes your reaction to each statement.
It's your first reaction which is important.

HAND QUESTIONNAIRE TO R. TO FILL IN -

STRONGLY  AGREE NEUTRAL DISAGREE STRONGLY
AGREE , . DISAGREE
S.A. A N D © " 8.D.

As.soon as a perscon shows signs of mental disturbance, he shoﬁld be
hospitalized.

S.A. A N D ~ S.D.

More tax money should be spent on the care and treatment of the
mentally i11.

S.A. A N  p -~ s.n.

- The mentaily 111 should be isolated from the rest of the cormmunity.

S.A. A N D sS.D.

The best therapy for many mental patients 1s to b2 part of a normal
community. , -

S.A. T A N D - s.D.

Mental illmess is an illness like any other.

S.A. A N : D S.D.

The mentally 111 are a burden on society.

S.A. A N D S.D.
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STRONGLY  AGREE NEUTRAL DISAGREE STRONGLY
AGREE . DISAGREE
S.A. A N D , S.D.

The mentally i1l are far less of a danger than wost people suppose.

S.A. A , N D S.D.

Locating mental health facilities in a residentzl area downgrades

_ the neighbourhood.

S.A. A N . D §.D.

There is something about the mentally ill that makes it easy to tell

them from normal people.

S.A. . A N D . S.D.

The mentally 111 have for too long been the subject of ridicule.

S.A. A N D S.D.

A woman would be foolish to marry a man who has suffered from mental

illness, even though he seems fully 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 ptotecting~tha public from the
mentally 1i1l.

S-A. A N D S.D.
Increased spending on mental health services is 2 waste of tax
dollars,

S.A. A N D S.B.

84’
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STRONGLY AGREE NEUTRAL DISAGREE STRONGLY
AGRZE DISAGREE
S.A. A _ N D S.D.

" young child.

No-one has the right to exclude the mentally 11} from their neighbour-
hOOd. - ) i

S.A. A N D S.D.

Having mental patients living within residential neighbéurhooda night
be good therapy- but the risks to residents are too great. N

-

S.A. A N . D 5.D.

Mzntal patients nead the same kind of control and discipline as a

S.A. - A N D S.D.

We need to adopt a far more tolerant attitude toward the mentally
111 in our society.

S.A. A N D S.D.

1 would not want to live next door to someone who has been menitally
111,

S.A. A . N D - 5.D.

Residents should accept the location of mental health facilities in
their neighbourhood to serve the needs of the local community. )

S.A. A : N D S.D.

The mentally 1ill shoul@ not be treated as outcasts 0f soclety.
S.A. A N D S.D.

There are sufficient existiﬁg services for the Qentally ili.

S.A. A N D © S8.D.

85
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y.

aa.

bb.

cC.

dd.

STROKGLY AGREE NEUTRAL DISAGREE STRORGLY
AGREE DISAGHREE
- .8.A. -A R D 8.D.

Mental patients should be encouraged to essume the respongibilities
of normal life. - - : )

~ S.A. A N D - S.D.
Local residents have good reason to resist the location of mentzl
health services in their neighbourhood. '
S.A. A N D s.D.

\

The best way tohandlethe mentally 111 1s to keep them behind locked

doors.

S.A. A N : D S.D.

Cur mentallhospitals seem wore like prisons than like places where

- the mentally ill can be cared for.

" S.A. ‘ A : N D S.D.

Anyone with a history of mental problems should be excluded frem

taking public office.

S.A.. - A ‘N D S.D.

'Locating mental health services in resideutial neighbourhoods does
not endanger local residents. .

S.A. - . A . N D S.D.

‘Mental hospitals are an out-dated means of treating the mentally

111.

'S.A. A N D S.D.

The mentally 111 don't deserve our sympathy.

S.A. A N D ' S.D.
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STRONGLY = AGREE NEUTRAL DISAGREE STRONGLY

AGREE DISAGREE
S.A. A N D S.D.

The mentally i1l should not be denied their individual 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.

Onea bf the main causes of mental illness is a lack of self-discipline
and will power. ’

S.A. A N D S.D.

We have a responsibility to provide the best possible care for the
memtally 411,

S.A. . A N D S.D.

The mentally ill should not be given any responsibility.

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 wmentally 111.

S.A. A N D S.D.

It is best to avold anyone who has mental problems.

S-A. A N . D S.D.
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STRONGLY AGREE NEUTRAL DISAGREE STRONGLY
AGREE DISAGREE
S.A. A N D S.D.

Yost women who were once patients in a mental hospital can be trusted
as baby sitters.

S.A. A : N D ' S.D.

It is frightening to think of people with mental problems living in
residential neighbourhosds.

S.A. A N D © S.D..
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HAND QUESTIONNAIRE TO R. TO FILL IN

89

a. Please read through this list of adi=ctives and put 2nd X beside each
one you associate with the term cozmunity mental health 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
active

___ _appealing
attractive
bad

big

____busy
calm
chaotic
cheerful

clean

commercial

confusing

congested

conspicuous

contrasting

convenient

crowded

dangerous

depressing
—__deserted

dirty

disturbing
familiar

fast

friendly

frightening

good

harmonious

hidden

human

inconsistent

Inconspicuous

inhumsn

insecure

institutional

interesting

inviting

nolsy

normal

noticeable
odd
orderly

6rdina¢y

organlzed

out-of-place

. _peaceful

permanent
planned
predictable

private
ublic

L

. quiat
relaxed

repellant

residential

rundown

gafa

sglcy

suall

eoclable

stable -

strange

- sympathetic
tense
threatening

—ugly
uncertain

vafeailiar

unfriendly

unnatural

unnoticeable

_____ unplanned
unpleasant
unusual

____visible

welcominé

well-maintainad

b. Yow pleasa circle the six adjectives in the list which for you are
tost asaociated with the term cozmunity mental health facility.

3734
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BAND QUESTIONKAITRE TO R. TO FILL IN

8.

associate with your neighbourhood in general.

S0

Please repeat the same procedure to indicate the adjectives you

éccessible

active

appealing

attractive -

bad

|

big

busj

N

A

‘ |

calm

chaotic

cheerful
clean -
commerclal
confusing
congested
conspicuous
contrasting

convenlent

|

crowded
dangerous
depressing

deserted

L

dirty
disturbing
familiar
fast
friendly
_frightening

good

harmonious

hidden

human

inconsistent

inhuman

insecure

,institutional

interesting

inviting

noisy

normal

noticeablé

odd

orderly

ordinary
organized
out-of-place
peaceful

permanent

planned
predictable

private

public:

quiet

relaxed

repellant

residential
rundown

safe

inconspicuocus

slow
small

soclable

stable

strange

sympathetic

tense

threatening

__ugly

uncertain

unfaniliar

unfriendly

unnatural

unnoticeable

unplanned

unpleasant

unusual

visible

welconing

well-maintained

Now please c1rr1e the eix adjectives in the list which for you are

most

associated with your neighbourhood in general.
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10. [ HAND QUESTIONNAIRE TO R. TO FILL IN

a. Now please rate on 2ach of the following 1 -~ 7 scales the effect
you think a community mental health facility would have/has had on
your neilghbourhood. '

greatly decrease .
greatly increase 1 2 3 & 5 6 7 traffic on
traffic on o residential street

residential streets

greatly decrease

greatly increase 1 2 3 4 5 6 7. property values

property values

greatly decrease
personal safety

greatly increase 1.2 3 4 5 6 7
personal safety :

greatly decrease

greatly increase o 1 2 3 4 3 6 ? noise levels

. noise levels

greatly decrease

greatly increase . _; 2 3 4 5 6 7 property taxes

property taxes.

greatly attract

greatly attract 1 2 3 7 4 3 6 7 .undesirable people

desirable people

greatly detract from

greatly enhance the = 1 V3 3' 4 5 6 7 visual appearance

visual appearance

. R S ' ) greatly reduce
greatly increase 1 2 3 4 5 6 7 residents’ neigh-

T .
residents' neigh~ bourhood satisfaction

bourhood satisfaction :

-greatly discourage

greatly encourage ' 1 2 34 > 6 7 residents from poving

residents to move

greatly detract from

greatly improve .- 1 7 2 3 4 5. 6 7 neighbourhood image

neighbourhood image
greatly diminish
residential character
- of neighbournoed

greatly complement 1 2 3 4 5 6 7
residential character )
of neighbourhood

. ' greatly downgrade
§:§fﬁézu§§§§§de 12 3 4 5 6 7 neighbourhood
qua?ity quality

P

S THE MOST IMPORTANT.

a=

PLEASE CIRCLE THE THREE EFFECTS YOU REGARD




. HAND R. CARD A.
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How do you rate the desirability of having a8 commmunity wental health
facility located within the following disteaces from your hoze?

extremely desgirable
considerably desirable
moderately desirable
slightly desirable

05. Neutral

06.
07.
c8.
09.
c8.

slightly undesirable
moderstely undesirable
considerzbly undesirable
extrezely undesirable
Don't Know

11,
01.
02.
103.
04.
12.

EAND R. CARD B.

ee.wWithin 7 — 12 biocks..

-..Uithin 2 - 6 blOCkS..
«--within 1 block........

an each locatien of a mental health facility you have rated as
undesirable which of these actions would you most likely take?

-a.
b.

Ce

7 - 12 plockS.ecncevaacos
2 - 6 blockS.eeeacicanen

1 BlocKeceeieeeensncnonns

13. Have you ever taken any of those actions to oppose the location of a
mental health facility in your neighbourhood?

Ve Seeueaeacencsscacssnnnanne

NOieeeeaaneancanancaccanncas

————_ " ety w

— e

=

4/68

L
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14. ASX Q. 14 ONLY IF FROM Q. 5 RESPCONDENT I UNAWARE OF A MENTAL
HEALTH FACILITY IN THE REIGHBOURHOOD. SEE. Q. 5. OTHERS GO
"70.Q. 15 A. ) -
Do you think your attitudzss or behaviour would change 1f a mental
health facility was opanad in thia neighbourhood?
Y eS8 ceeesnoasannroseccnnsna seevemncsesicoasetaacanna 1
NOeceeeanann esasansamne cresvecscesesaannon eercccasas 2

—G0 T0 @. 19—

15. ASK Q's 15 THRCUGH 18 CNLY IF FROM Q. & RESPONDENT IS AWARE .
OF A MENTAL HEALTH FACILITY IN THE NEIGHBOURHOOD. OTHERS GO
TO Q. 18 ) :

" a. What is your opinion of the mental health facility in your neighour-
“hood? Are you :

.o In faVOUT. . tereevnacsees cesesscasrravans ; ....... 1
aee O OPDOS@Qecececcsnncens srevesnseene cesoesenanes 2
' 1
indifferent...cvecceceass 4eseserernvrevannosanea 3
Don't KNOW..uceeeeeoronocneasnansncacacacannnnns ) 8
GO T0O Q. 16
Vv

b. Why are you in favour of/opposed to the facility?

c. ASK ONLY IF OPPOSED IN Q. 15-a.

SO

HAND R. CARD B.

Which, if any of the actions listed on this card have you taken?
(CODE 3 ONLY)

First menticned...... et aasessasecne
Second me2ntioned
Third mentioned

....................................

-----------------------------------

R

AN A oA v e

PN ST I

o o €4 e e et 25w v )
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i3. ¥ere you living in this neighbourhood before the mental health facility

“opened?

Y8, cevaceean ecasssanceesmen

LR A AN R R RN I N

J,
HOueuuoeaoasueenecoaeananaacscncsessqocsasacsnnsesnanass.

GO T0 Q. 19

——
-
s

17a. Are you aware of changes in any of your neighbours' attitudes or
behaviour siunce the mental health facility opened?

YGB............-..-..-..-.....-.-o-------o-eo-......

o g

o —

b. If YES, describe the changes:

NO--c-ooco--oo-.--oo-oc.-u-c---o-o.-‘o-.-.-q--o-..... :
G0 70 Q. 18 @
18a. Are you eware of changes in your attitudes or beheviour or that of aay
member of your family since the centre opened?
YeSeeseeossnencaoaann cesesscrerstcsescstsarecnstsccasen :
NOI.'0'.'....-CQC...'Q...‘.-‘0.“‘.....0...".‘.‘..! :

GO T0 @, 12

" b. Please describe these changes:

19 © ASK EVERYONE

In general, do you have any sﬁggestions about how mental health
facilities could be best fitted into residential neighbourhcods?

4“:
T

ot

N RESCAY

ity o

"
I

it

'

PRI

B

IR
argt i,

\ .
(3 AT S

48 s
o T

B L I RN

YN

'
"

2

.|
L

o

L vl\':nl}Jl‘:"'-'

R THE

0
W

I :M;

b
=

by

k)
n

i
e
=
s

l"‘ "




20.

21.

22a.

23a.

= 15 -

Have you or any friends or relatives ever used mental health services

. of any kind?

NO-esesnccaaa aetesmacncscnacncane s asecns Casecsasssoas

DN L K OWeecaaeacnoancoaseascaccocnneaaseoraceacennsso

And now a few questions about your background.

What level of education have you completed?

Public school graduatlom-ecceecccscscccceccacnncnan .o
Some high school.ceeecciccnnnnacancnns cessccnecaaseas
High school graduation..cccceaceaescccaccccacnaanacns
Technical training beyond secondary school...... ceee
- Some univergity or collegeicieciencinecncececsannanse
University or college graduation........ eevececans s
Post~graduate workessecaeeoceneaonenns acevancesersns

What is your main occupation, that is what sort of work do you'do?

What sort of business or Industry do you wbrk in? .

What 1s the main occupation of the Head of the household, that is what

sort of work does he/she do?

What sort of business or industry does he/she work in?

~.- Some public Schoolht-o----o-oc;--Ao---~-o-. ..... asese |

0
[92]

c.5-
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24.. | HAND R. CARD C. '

Please indicate which range most closely describes the income Lefore
taxes of this household in the past year. Just give me the letter
from the card. ’

A. Less than 85,000..cccceeacccncccvansccncccsananse
B. 55,000 to 5$9,999.cccucacencacacsacncnancncascnns
C. S10,000 to 514,999. . iccccnciecccnccccccnsancsnns
Dl 315’000 to $19’999..-.......-....’.-.l......'.-'.
E. 320,000 fo $26,999¢o---~o-----co.o-o---cﬂo-ooco-
F. $25,000 to $30,000..0ccceccuunctccancascnccacnnas
G. More than $30,000...ccccecccccccecaccsscccacanca

DON't KNOWeeeocsaassnsoacoscsccancaansccaasanans

Refused..Od.I..“-'ld.".‘.“.....-....-....0...

25a. Do you attend religious services at least once a month?

WM W N

NOutenoseesoaaaansanscnanascaacasacssnnsssanncssananss

l = g YES........-.................-..-..---..... ----- L

—G0 TO §. 26
b. What is your religious group or denomination?

Do you rent or own

ANglican. cecevessccncaancan P
Baptist.......c... ecerenitecasesveacraercasconcansaca
Greek OrthCedoXes ceveesosiscarocanccassccaancancaoveane
Jewish....... cecuteccconsactnsataacsascrcsernonncnes
LUutheran.ec e eeeeceanesccnaccacscasonanancccecennacees
Mennonite..cieeeieeseeenccccasnsasccanansceccoacamenas
Pentecostal.........................................
Presbyterian..c.cceveeacecosccenns tevstecacsacanccana

Roman CathOliCesaeeeceaveccaasvnssonaccsannancsnsane

Salvation AYmY.c.ececeuacacoacnncetcssssanccsscsnnnee
Ukrainian CatholiC..ceceseencreccncscaaccaceanan eeaa
Tnited ChurcCheeeiseieeeioecennatocasecncamocnsaasess
Other {SPECIFY)

your residence?

L1817, « T tcecaasa 4sssacetasssssssnssancccnna -

Other (SPECIFY)

0L
(178
03
0%
05
0&
07
cs
g9

b
4

11
12

N

ol

27. How long have you lived in this house/apartment? YEARS

THANK_YOU VERY MUCH FOR YOUR CO-OFEPATION
ERVIEWER CODE:
SEX OF RESPONDENT: ' Male
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