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ABSTRACT
Community integration is fundamental to the quatityife (QOL) of adults with severe mental
illness. However, the participation rate, in agtrather than passive activities, of people with
severe mental illness is chronically low. A thagbwnderstanding of complex person-
environment factors and their interaction effectgarticipation and QOL will help
rehabilitation researchers and clinicians betteleustand the dynamics of severe mental iliness
and barriers to participation so that they can bgveffective interventions to improve
participation and QOL outcomes of adults with seveaental illness. The purpose of this study
was to evaluate the World Health Organization’sinational Classification of Functioning,
Disability, and Health (ICF) model as a framewarkptedict participation and quality of life
(QOL) in adults with severe mental iliness. Thetdbution of each individual ICF construct on
participation (primary model) and the interactidfeets among ICF constructs were analyzed
using hierarchical regression analysi&esults from the hierarchical regression analysigest
that demographic covariates, personal charactesjstnvironmental influences, mental
functioning, and ADL/IADL capacity account for 228bthe variance in participation in this
study. This study also examined tantribution of each individual ICF construct (inding
participation) on QOL (expanded model) and theradion effects among ICF constructs were
also analyzed using hierarchical regression armaly&esults from the hierarchical regression
analysis suggest that demographic covariates, parsbaracteristics, environmental influences,
mental functioning, ADL/IADL capacity, and partiepon account for 58% of the variance in
QOL in this study.This study contributes new knowledge about thecethé personal
characteristics, environmental influences, mentatfioning, and ADL/IADL capacity on

participation of adults witlsevere mental illnesand of personal characteristics, environmental
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influences, mental functioning, ADL/IADL capacitgnd participation on QOL of adults with
severe mental illnespyoviding research evidence and theoretical guddor developing and
validating evidenced-based treatmensinical interventions focused anhancing social
competency, social support, ADL/IADL capacity, gratticipation and reducing societal stigma
and psychological distress, are likébyincrease participation, and subsequent QOL ouso

for adults withsevere mental illness



CHAPTER ONE
Introduction

This chapter provides an overview of the relatimpdetween activity, participation, and
quality of life (QOL) in adults with severe mentiifthess. Factors that promote recovery in
adults with severe mental iliness are introducgd.overview of the International Classification
of Functioning, Disability, and Health (ICF) devpén by the World Health Organization
(WHO) and its current challenges are provided. idalgally, a description of the problem, a
theoretical framework, and the purpose of this gt explained.

Statement of the Problem

It is estimated that about 6% of the adult U.Suylation is affected by a severe mental
iliness (National Institute of Mental Health [NIMH2013). Specifically, the most prevalent is
bipolar affecting 2.2%, followed by depression efileg 2.0%, then schizophrenia affecting
1.1% (NIMH, 2013), and schizoaffective disordereating 1.0% of the U.S. adult population
(National Alliance on Mental lliness [NAMI], 2012).

A major impediment for individuals with severe rtadnllness is significant impairment
in social functioning (Liberman, DeRisi, & Mues&889). Emotional functioning is another
area of impairment for people with severe menta¢ds (Meehl, 1962). Additionally,
individuals with severe mental illness may preseithh behavioral dysfunction. As a result of all
of these deficits, individuals with severe menilakiss often do not engage in self-care; social,
community, and civic activities; and employmentdfigpp & Frain, 2009). In fact, many
researchers conclude that poor social functiorsrane of the greatest impediments to recovery

and independence in the community (e.g., Gittelikkemn & Klein, 1969).



The most common activity in which adults partit@es employment; it is central to an
adult’s identity within society. Research indicatkat clinical outcomes are improved with paid
or non-paid work, as well as with work-related mientions (Bell & Lysaker, 1997). Yet,
individuals with severe mental illness are morellyko be unemployed or underemployed than
individuals without mental iliness. It has beegg@ested that the onset of a psychiatric disability
can limit one’s vocational opportunities (Tschopp-tain, 2009). The employment rate for
persons with severe mental illness is estimatdx tbetween 15% and 25% (Anthony & Jansen,
1984; Lehman, 1995; Ridgeway & Rapp, 1998). Addiily, individuals with a mental illness
are more prone to termination from employment tinaividuals without a mental iliness
(Nelson & Kim, 2011).

The lack of participation in employment provesttyosot only for the individuals with
severe mental illness, but for society as a wholee U.S. Surgeon General’'s Report on Mental
Health (1999) reported an annual loss of $79 ilfiar businesses due to both absenteeism and
presenteeism as indirect costs of untreated mba#dth disorders. Insel (2008) stated that total
direct and indirect costs for serious mental ilBesswere $317.6 billion in 2002. Specifically,
approximately $193 billion was from lost earningsl avages, $24 billion was for disability
benefits (Insel, 2008), and $100 billion was inltrezare expenditures (Mark, Levit, Buck,
Coffey, & Vandivort-Warren, 2007).

Lemay (2006) indicated that individuals with menitaess are more socially isolated
and have greater difficulty integrating into sogi#tan individuals without a mental illness.

This may be directly related to their deficientisbéunctioning. Similarly, Wang (2011) also
concluded that individuals with severe mental gimengaged mostly in passive social

community participation. Tshopp and Frain (20@arted that individuals with psychiatric



disabilities often require assistance in completingvities of daily living (ADLs; e.g., bathing)
as well instrumental activities of daily living (ILs; e.g., medication management).
Individuals with severe mental iliness also demi@tstiow levels of participation in civic
activities (e.g., voting, self-advocacy, neighhoebs; Liberman & Kopelowicz, 2002).

Several psychiatric variables have been foundteetate with participation in life
activities. For example, various studies have destrated that there is an inverse relationship
between severity of symptomology and level of atgtigarticipation (Purvis, Ohlsen, O'Toole,
Pilowsky, & Brown, 2004; Wing & Brown, 1970). A raty of symptoms have also been found
to correlate with QOL. For example, specific syomps such as depression and anxiety correlate
more strongly with negative QOL than do psychoyimptoms (de Haan, Weisfelt, Dingemans,
Linszen, & Wouters, 2002; Huppert & Smith, 2001I).fact, some studies have reported that
psychotic symptoms do not affect QOL (e.g., Nalbed.e2001). Still, other researchers have
reported that certain psychotic symptoms (e.gamad ideation, reality distortion) are inversely
correlated with QOL (Ritsner, 2003; Ritsner et 2003). Overall, severity of psychiatric
symptoms is negatively correlated with QOL (Brovenial., 1996; Ho, Nopoulos, Flaum, Arndt,
& Andreasen, 1998).

Insight, or lack thereof, can be either benefioratletrimental to individuals with severe
mental illness. Clients with adequate insight temthre better with adherence to treatment. For
clients without insight into either their disorder,the benefits of medication, adherence to
medication is often an issue (Schooler, 2006)., velividuals with insight endorse both greater
cognitive complaints (Bayard, Capdevielle, BoulangeRaffard, 2009; Prouteau et al., 2004)
and depression (Drake et al., 2004). Therefora@ngeeither too much or not enough insight

may impede recovery.



Baker, Jodrey, and Intagliata (1992) found that.Qw@s significantly related to
availability and adequacy of social support in &lulith severe mental illness. Hansson et al.
(1999) found that having close and ample socigpstp was associated with better QOL. More
recently, researchers have reported that higher @@absitively associated with supportive
relationships between adults with schizophreniathed mothers (Greenberg, Knudsen, &
Acshbrenner, 2006), in addition to having at |least non-related source of social support and
strong relationships with siblings (M. Smith & Gnéerg, 2007).

Societal and internalized stigma can be deleterioundividuals with mental illness
(Corrigan, 2004). There is significant researct ttemonstrates that individuals with mental
illness face difficulty integrating into societyzor example, finding and maintaining
employment (Link, 1987) as well as access to safesing (Wahl, 1999) can be difficult due to
prejudice toward individuals with mental illnedSven more disturbing is that, when all other
variables are accounted for, individuals with meifltaess are arrested at higher rates than
individuals who do not have a mental iliness (Tigpli984). Consequently, individuals with
mental illness may avoid seeking treatment in otdevoid getting labeled (i.e., public stigma),
leading to personal suffering (i.e., internalizédrea; Corrigan, 2004). When individuals with
mental illness experience stigmatization and disicration, one negative result is lower QOL
(Link, 1987).

There are certain personal factors that appdae tirectly related to recovery in
individuals with mental iliness, primarily resiliea. Shatte and Reivich (2002) identified seven
factors that encompass resilience: emotion reguiaimpulse control, causal analysis, self-
efficacy, realistic optimism, empathy, and reaclong—the ability to enhance the positive

aspects of one’s life and take on new challengdsoaportunities. Research has continually



demonstrated that individuals with severe menliads have a tendency to perform worse
socially, than their differently-abled, peers.

Acceptance of one’s disability is also an essefdior in recovery. Wright (1983)
explained that in order for individuals to accepit disability, certain transitions in thinking
must emerge. There are several major changestheate acceptance of disability: (a)
enlargement of the scope of values, (b) subordinaif the physique, (c) containment of
disability effects, and (d) transformation from quamative to asset values (Smedema, Bakken-
Gillen, & Dalton, 2009; Wright, 1983). Psychosd@edaptation to chronic illness and disability
(CID) and QOL were found to have a positive cotreta(Ferrin, Chan, Chronister, & Chiu,
2010).

Quiality of life is a relatively new outcome of@nést. The WHO defined QOL as an
“individual’s perception of their position in lif@ the context of the culture and value systems in
which they live and in relation to their goals, egfations, standards and concerns” (The
WHOQOL Group, 1998, p. 551). While the constrdoROL is qualitative in nature,
researchers attempt to quantify it for statistaradlysis. As such, there are both subjective and
objective ways of quantifying QOL. Subjective m@&&s may include self-reports, while
objective measures may include such determinariessakof independence, socioeconomic
status (SES), and community involvement. Therevarkiple domains that could be evaluated
to determine QOL including physical health, psydgatal functioning, level of independence,
social relationships, environment, and spirituélélygion/personal beliefs, as well as overall
quality of life and general health (The WHOQOL Gup997).

Psychiatric treatment of individuals with mentaless has evolved over the centuries.

Initially, treatment was prescribed in asylum sefsi during the 1800s. Next, the mental hygiene



movement was incorporated and psychopathic hospitate built during the late 1800s to early
1900s. Finally, the deinstitutionalization movernemerged with care to be provided in the
home and at community mental health centers fraamtld 1900s to the present. The focus of
psychiatric treatment has shifted from confinindiuduals with mental illness, to guiding
recovery and promoting QOL by integrating them wattihheir communities via independent
living, employment, and leisure activities (Cormg&ao, & Lam, 2005). The release of patients
with psychiatric disabilities into the communitythout proper supports, however, led to a
transinstitutionalization movement, with many indivals finding themselves newly housed in
jails and prisons. In addition, numerous individuiaced the compounded stress of
homelessness. However, there are individuals wigw@ccessful in maintaining their
independence within the community, proving thabeey is possible, even with the most
serious of mental illnesses. This study investidathy some individuals succumb to their
mental illness and lack meaningful participatiotifia activities, while others transcend their
symptomology and lead engaged and meaningful lives.
Theoretical Framework

The ICF is comprehensive and can be utilized withe United States as well as
internationally (Chan, Gelman, Ditchman, Kim, & @hR009; Chan, Tarvydas, Blalock,
Strauser, & Atkins, 2009; Peterson & Rosenthal 220UHO, 2001). The ICF stands to promote
international collaboration on disability researetiucation, and implementation of services
(Heinemann, 2010; Peterson & Rosenthal, 2005; S&&rnhart, 2006; WHO, 2001). It
provides unified language for addressing disabditg disability-related issues (Chan, Gelman,
et al., 2009; Peterson & Rosenthal, 2005; WHO, 200he biggest strength in the ICF model is

in its potential to unify the concept of disabildya global level among researchers, educators,



medcal and supporting professionals, and to promati-disciplinary as well as mu-
disciplinary treatment (Chan, Gelman, et al., 20®&erson & Rosenthal, 2005; WHO, 200
Another asset is that it provides a new paradigmhith health, rather th. iliness, is the focu
(WHO, 2001); itdescribes health as the interaction between baatibns and structure

activity, participation, and contextual factor®(j.personal and environmental; see figure 1

Health Condition
(Disorder/Disease)

| I 1
Body Functions o o
& Structures Activities | Participation

(Impairment) (Limitation) (Restriction)

Environmental Personal
Factors Factors
Contextual Factors

Figure 1.1 The ICF model as corptualized by the WHO (2001).



The key construct of the ICF model is the focudealth as a whole of many parts,
either as primary or secondary factors (Chan, Gejmgal., 2009). The ICF model is made up
of two parts. The first part is comprised of plegsifunctions and structures, activity, and
participation, and the second part is compriseehefronmental factors and personal factors
which when all are taken into account define amviddal’s health and/or disability (Chan,
Gelman, et al., 2009; Chan, Tarvydas, et al., 28@8art & Smart, 2006; WHO, 2001; Wong,
Chan, Cardoso, Lam, & Miller, 2004). Body funcisoand structures are organized according to
body systems. Activity refers to the potential &bility) to carry out an action or a task by an
individual, while participation refers to actualpapation in activities and the extent of
participation (Chan, Gelman, et al., 2009; SmaB&m&art, 2006; WHO, 2001). The ICF
identifies nine activity and participation domairtSnvironmental factors are external features
within society (e.g., societal attitudes), whilegmnal factors are individual and personal
characteristics (e.g., disability acceptance) thay impact any component of the ICF model.
Together these constructs define the person’stheattome (Chan, Gelman, et al., 2009; Smart
& Smart, 2006; WHO, 2001).

The ICF is an enablement model (Chan, Gelmarl,,&G09; Smart & Smart, 2006). It
assumes that biological, personal, and environrhéadtors are involved in the enablement
process. Therefore, it could also be viewed aspslpchosocial model (Chan, Gelman, et al.,
2009). The WHO (2001) assumes that activity antlgigation are distinct constructs and that
participation can be measured. The ICF has ingatpd various factors that contribute to a
person’s disability or lack of disability (Chan, I@an, et al., 2009; Chan, Tarvydas, et al., 2009;
Peterson, 2005; Peterson & Rosenthal, 2005; WHO1,20/ong et al., 2004). Disability is seen

as residing on a continuum in which any personbeafound to have a disability (WHO, 2001).



There is significant research that has emergeardaty factors that promote recovery in
people with mental illness (e.g., Anthony, 199Becently, application of the ICF model as a
biopsychosocial framework to conceptualize metita$s, including schizophrenia has been
explored (Vroman & Arthanat, 2012). However, téejdéhe ICF has not been operationalized to
serve as a discrete model; therefore investiga@ntain components of the ICF interaction of
environmental and personal factors seems warranted.

Statement of Purpose

In this study, the ICF model was used as a framlevminvestigate personal contextual
factors (i.e., internalized stigma, resilienceabiity acceptance, empathy, and social
competency), environmental contextual factors,(secial support and societal stigma), mental
functioning (i.e., psychological symptoms, cogretiunctioning, and insight), and activity (i.e.,
functional and life skill capacity) as predictoffsparticipation (in various life activities) and
quality of life in adults with severe mental illisesee figure 1.2). This study should serve to
inform us regarding the different characteristitgdividuals that succumb to their mental
iliness versus those that transcend their memtalss. Although no interventions were used and
no manipulation of variables was conducted, resflthis study could provide suggestive
information as to potential interventions that cblé utilized for adults with severe mental

illness.



Severe Mental lliness:
Bipolar Disorder,
Major Depression,
Schizophrenia, &
Schizoaffective Disorder
(Health Condition)

T

!

Mental Functioning:
Psychological Distress,

& Cognitive Dysfunction
{Functioning/severity)

T

'

ADL/IADL Capacity:
Communication,
Mobility,

Self-Care,
Interpersonal Interactions and
Relationships,

& Life Activities
(Activities)

A

l

Participation in:
Self-Care,
Social, Community,
and Civic Activities,
& Employment
(Participation)

I

l

|

Personal Characteristics:

Environmental Influences:

Social Support,

& Societal Stigma
{Environmental Factors)

Figure 1.2. The ICF model as conceptualized for this st

Self-Stigma,
Disability Acceptance,
Resilience,
Empathy,
Social Competency,

& Insight
(Personal Faclors)

—

)

MO <—-HA-=-r>»>CpD

T

0T



11

Research Questions

This study served to answer two research questidhese research questions are
specified below.

Research question 1:Do the ICF constructs @ersonal factors, environmental factors,
mental functioning, and activitippredict participation in life activitiedor adults with severe
mental illness? For this research question,hiy@othesized that all four contributihGF
constructsaccount fora significant amount of variance participation in life activities

Research question 2Do the ICF constructs gfersonal factors, environmental factors,
mental functioning, activities, and participatiamlife activitiespredict QOL in adults with
severe mental illness? For this research questiahypothesized that all five contributih@F

constructsaccount foma significant amount of variance @OL.
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CHAPTER TWO
Review of the Literature

This chapter provides a review of the currentéitere regarding adults with severe
mental illness and the variables of interest ingtesent study to inform the research design and
the subsequent discussion regarding research ¢adim addition, a thorough review of the ICF
model was conducted in order to describe its hstbdevelopment, components, and research
needs.
Severe Mental lliness

People with severe (or serious) mental illnessbmadefined as individuals with a long
history of hospitalizations or intensive outpatigetitment due to severe psychosocial
dysfunction (Parabiaghi, Bonetto, Ruggeri, Lasal@id eese, 2006). A severe mental illness
can be described as involvibgth a mental illnesand a functional disability (Barton, 1998).
Severe mental illness includes bipolar disordefjpm@epressive disorder, schizophrenia, and
schizoaffective disorder, as well as substancde®ldisorders and personality disorders.

Diagnosis. In the United States, the Diagnostic and StatisManual of Mental
Disorders (DSM), published by the American Psycluaissociation (APA) is used to diagnose
psychiatric disorders based on specific criteA#though currently in its fifth edition (DSM-5,
2013), many states and agencies still utilize tie@ipus edition, (i.e., DSM-IV-TR, 2000),
which uses a multiaxial system. There are fivesardotal.

Axisl. Clinical disorders are located on Axis I. Tisludes disorders usually
diagnosed in infancy, childhood, or adolescenckrigi®, dementia, and other cognitive
disorders; mental disorders due to a general miechealition; substance-related disorders;

schizophrenia and other psychotic disorders; masatders; anxiety disorders; somatoform
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disorders; factitious disorders; dissociative digrs; sexual and gender identity disorders; eating
disorders; sleep disorders; impulse-control disadend adjustment disorders.

Axisll. Personality disorders and intellectual disabksit(previously termed mental
retardation) are located on Axis Il. These disosdesually first arise in childhood and remain
life-long. They are distinct from the clinical dislers ofAxis I, which are often symptomatic of
Axis Il.

Axislll. General medical conditions are located on AlkisThese are general medical
(physical) concerns that may have a bearing onrstataling the client's mental disorder, or in
the management of the client's mental disorder.

AxislV. Psychosocial and environmental problems aredaocan Axis IV. This
includes problems with the primary support groutems related to social environment;
educational problems; occupational problems; haupmblems; economic problems; problems
with access to health care services; problemsackkat interaction with the legal system/crime;
and other psychosocial and environmental problems.

AxisV. Global assessment of functioning (GAF) is lodaia Axis V. This is a number
from 1-100 that reflects the caregiver's judgmérihe overt level of functioning.

The DSM-5 removed the multiaxial system; informaatfrom Axis I, I, and Il are
conveyed in a list format. The GAF is no longeedigather the DSM-5 currently offers
numerous standardized assessments for symptomtgedergnostic severity, and disability.

Symptoms. Clinical presentation varies by diagnosis; howeseme patterns may
overlap and it is not uncommon for individuals tvé multiple diagnoses or have their

diagnoses changed throughout the course of tifeir Tihe most common symptoms experienced
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by individuals with severe mental iliness inclu@glircinations, delusions, depression, and
mania.

Hallucinations. Hallucinations are sensations that appear rehletindividual, but are
created by their mind, and that no one else pezseag real. They can involve any of the five
senses: auditory hallucinations (e.g., hearingeg)icvisual (e.g., seeing people), tactile (e.qg.,
feeling someone’s touch), olfactory (e.g., smelfiogd), and gustatory (e.g., tasting metal).

Delusions. A delusion is an unshakable theory or belief in sthimg false and highly
unlikely, despite evidence to the contrary. Theshmmmmon delusions include delusions of
persecution or paranoia (i.e., belief that otheesoait to get him or her, which often involve
bizarre ideas and plots), delusions of refereneg @ neutral event is believed to have a special
and personal meaning), delusions of grandeur &.belief that one is a famous or important
figure or has unusual powers that no one elsedrasylelusions of control (i.e., a belief that
one’s thoughts or actions are being controlled ltgide, alien forces, which include thought
broadcasting, thought insertion, and thought wlaghl).

Depression. Depression is a mood marked by minimal interegi@asure in life.
Symptoms may include difficulty concentrating, renieering details, and making decisions;
fatigue and decreased energy; feelings of guiltilessness, and/or helplessness; feelings of
hopelessness and/or pessimism; insomnia, earlyingpwakefulness, or excessive sleeping;
irritability, restlessness; loss of interest iniaties or hobbies once pleasurable, including sex;
loss of pleasure in life; overeating or appetislgersistent aches or pains, headaches, cramps,
or digestive problems that do not ease even waidttnent; persistent sad, anxious, or "empty"

feelings; and thoughts of suicide or suicide attesmp
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Mania. Mania is an abnormal and persistent elated, expansr irritable mood.
Symptoms include excessive happiness, hopefulaadsexcitement; sudden changes from
being joyful to being irritable, angry, and hostilestlessness, increased energy, and less need
for sleep; rapid talk, talkativeness; distracttlgiliracing thoughts; high sex drive; tendency to
make grand and unattainable plans; tendency to gloawjudgment, such as impulsively
deciding to quit a job; inflated self-esteem ormgliasity (unrealistic beliefs in one's ability,
intelligence, and powers), which may be delusioaad] increased reckless behaviors (such as
lavish spending sprees, impulsive sexual indismnstiabuse of alcohol or drugs, or ill-advised
business decisions).

Although there are similarities in severe meritaésses, there are also differences.
Bipolar disorder is characterized by extreme flattans in “mood, energy, activity levels, and
the ability to carry out day-to-day tasks” (NIMH)@3). Major depression consists of symptoms
so severe that they impact one’s ability to “walleep, study, eat, and enjoy life” (NIMH,
2011). Symptoms of schizophrenia include halluwome, delusions, disorganized speech,
catatonic behavior, and individuals may “have diffty holding a job or caring for themselves”
(NIMH, 2009). Schizoaffective disorder is charaized by symptoms of both schizophrenia
and a mood disorder (i.e., bipolar or depressiod)as a result individuals may “have trouble
holding down a job or attending school” (NAMI, 2012

Prevalence and incidence ratesWithin any 12-month period, approximately 26% of
the United States population will meet the critéoiaa psychiatric diagnosis (Kessler, Chiu,
Demler, & Walters, 2005). Recently, Hyde (2012)nesated that half the American population
would meet the criteria for a mental iliness at sgoint in their lives. More specifically, about

6% of the adult U.S. population is affected by zese mental iliness, with 2.2% affected by
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bipolar disorder, 2.0% affected by depression, latfdcted by schizophrenia (NIMH, 2013),
and 1.0% affected by schizoaffective disorder (NARO12). Alarmingly, however, an
estimated 26% of homeless adults have a seriousamimess (U.S. Department of Housing
and Urban Development, Office of Community Planrangl Development [CPD], 2011).
Approximately 20% of prisoners were identified aving a current or recent mental iliness
(James & Glaze, 2006). In addition, 10.8% of aglatt probation and 12.1% of adults on parole
had a severe mental illness (Substance Abuse antaM¢ealth Services Administration
[SAMHSA], 2013).

Adults with severe mental illness percentages bargge groups, with 4.1% aged 18 to
25, 5.2% aged 26 to 49, and 3.0% aged 50 or o®&MHSA, 2013). Women (4.9%) were
more likely than men (3.2%) to have a severe melhtaks. With regard to race and ethnicity
the percentage of adults with a severe mentalsdiiveas 4.2% for Caucasian or Whites, 3.4% for
African Americans or Blacks, 8.5% for Native Amemms or Alaska Natives, 2.0% for Asians,
1.8% for Native Hawaiians or Other Pacific Islargjer.2% for Bi-Racial or Multi-Racial adults,
and 4.4% for Hispanics or Latinos (SAMHSA, 2018ducation level of adults with severe
mental illness also varied with regard to a diaggossevere mental iliness. Specifically, 4.8%
of adults with less than a high school educatiofi%sof adults with a high school degree, 4.4%
of adults with some college credit, and 3.1% ofladwith a college degree had a severe mental
illness (SAMHSA, 2013). Severe mental iliness waasd to a greater extent among adults that
were unemployed (7.8%) than among adults who wawgayed either part time (3.9%) or full
time (2.7%); with adults who were employed partdiaxperiencing severe mental illness more
than those who were employed full time (SAMHSA, 2D1Similarly, health benefits (i.e., type

of health insurance) varied among adults with seweental illness accordingly: 2.7% had
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private health insurance, 8.5% received Medicai rdceived some other form of health
insurance, and 6.1% had no health insurance (SAMRSA3).

Secondary (or comorbid) conditions are not uncomioo individuals with mental
illness. It is estimated that 7% of the adult dapan (34 million) have comorbid mental illness
and physical disabilities within a given year (Hy@612). Yet, 27.3% of adults with severe
mental illness had comorbid substance dependenaleuse (SAMHSA, 2013). However, that
probability increases dramatically for homelessltadwith approximately 46% having co-
occurring severe mental illness and substanceegeldisorders (CPD, 2011). A major concern
for individuals with mental illness is suicide. i@adently, 90% of individuals who died by
suicide had a mental iliness.

Recovery. Recovery is a broad concept, which can take omuanneanings. The lack
of consensus on the meaning of recovery leaddfereint findings in research about recovery.
Some of the meanings of recovery found in theditee are explained below. Harrow and Jobe
(2007) defined recovery as the absence of majopgyms and adequate psychosocial
functioning. Fitzpatrick (2002) suggested thabrasry exists on a continuum, with three points
on the continuum being: (a) the medical modeltiip)rehabilitative model, and (c) the
empowerment model.

Andresen, Oades, and Caputi (2003) indicatedp$yathological recovery most mirrored
consumer beliefs, which they defined as “the eshfrlent of a fulfilling, meaningful life, and a
positive sense of identity founded on hopefulnessself-determination” (p. 588). Andresen,
Caputi, and Oades (2006) even identified a fivgestaodel of recovery: (1) moratorium—sense
of loss and worthlessness accompanied by withdrg@pawareness—sense of possible life

fulfillment by realizing all is not lost; (3) prepation—start to develop recovery skills by taking
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inventory of strengths and weaknesses; (4) relmgidiset meaningful goals, take control of
one’s life by working toward a positive identityyd(5) growth—positive sense of self,
resilience, and illness management by living adalll meaningful life. Anthony (1993) defined
recovery as the "development of new meaning anggserin one’s life as one grows beyond the
catastrophic effects of mental iliness" (pg. 529).

Mental Health Agencies Promoting Recovery

Individuals with mental health conditions can tieedreatment services from various
providers in a variety of settings, including sty settings that provide treatment either
outpatient or inpatient, general medical providam)-specialty settings that provide treatment
in schools, nursing homes, or correctional faedifiand through prescription medications
(SAMHSA, 2012). There are several rehabilitatigeracies focused on improving the mental
health of individuals with mental illness. A numloé the agencies are considered evidence-
based: programs of assertive community treatmeh€{Pin Wisconsin) or assertive community
treatment (ACT elsewhere), community support syste@ESs) or community support programs
(CSPs), and “clubhouses.”

Assertive community treatment. PACT was established in the 1970s following
research findings from the late 1960s to the eEI§0s at Mendota Mental Health Institute in
Madison, Wisconsin with the intent of developingeav approach in psychiatric rehabilitation.
The ACT model uses assertive outreach and mainsamadl consumer to staff ratios to
encourage frequent interaction with its consumBo@ & Resnick, 2000). Treatment is
individualized to meet the consumers’ needs and doehave a time limit. Although ACT'’s
goal is to empower individuals with severe mentaéss, Diamond (1996) rebutted that ACT

contradicted its mission by using coercive tactics:
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The staff on the ACT teams can visit consumers miss appointments or, if needed, go
to a consumer’s apartment on a daily basis to ertbat medication is being taken. Staff
often have regular communication with landlordsyifees, and employers. The ACT
teams can apply to the Social Security Administrato get a financial payee assigned to
control the consumer’s Supplemental Security Inc&&) money, or apply for a
guardianship to control other aspects of the comsisnife. The involvement of the
treatment team in all aspects of the consumegsalifd with all elements of the
consumer’s support system is responsible botthetfectiveness of these teams and

for their potential coerciveness. (p. 52)

However, a recent study found that despite beiigized as coercive, recipients of ACT’s
services did not perceive ACT negatively, nor thaty perceive that they were being coerced
(Tschopp, Berven, & Chan, 2011).

Community support programs. The Community Support Program (CSP) began as a
small federal program established by the NIMH i739NIMH, 1987). State mental health
authorities were awarded grants to assist in theigion of mental health services for adults
with severe mental illness. The NIMH presenteddtecept of a community support system
(CSS) and described how services should be provateztiults with severe mental iliness
(Turner & TenHoor, 1978). ldentified needed sezgitcluded housing, income support,
medical care, employment, basic living supportglisas food stamps), employment,
transportation and education, in addition to clihiteatment. The CSS was defined as a
network of caring and responsible people commitbealssisting a vulnerable population meet
their needs and develop their potentials withourtdpennecessarily isolated or excluded from

the community” (Turner & Schifren, 1979, p. 2).
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Clubhouses. Fountain House was the first of hundreds of clulslesy(Anderson, 1998).
The Fountain House was established in 1948 in Nevk ity in efforts to address the issue of
social isolation that many individuals with sevarental illness experience. The clubhouse
model aligns with rehabilitation philosophy. A bhouse, as a psychiatric rehabilitation model,
refers to a place where its members (i.e., ind@islwith a psychiatric disability) participate in
programmed day activities and create social suppvworks by befriending other members
(International Center for Clubhouse Developmendg, 2010). Members of clubhouses
participate voluntarily and they share respongibgiwith staff; in turn, this promotes recovery
by maximizing physical and mental functioning (BkdPropst, & Malamud, 1994). The
clubhouse seeks to create a supportive environarehenhance QOL.

The clubhouse model differs from other types ahownity-based rehabilitation services
(e.g., ACT, CSP), in that members go to the clulbkdo engage in various activities, rather than
having services delivered in homes and/or the conmitypjuMembership count of clubhouses in
the United States average between 65 and 150 amewgbers; however, it is estimated that only
about 40% of the members participate in or atténldhouse activities on any given day, due to
other commitments (e.g., employment; Macias, JatkSohroeder, & Wang, 1999). A recent
survey study reported that average daily attendanckibhouses ranged from 31 members in
non-ICCD certified clubhouses to 79 members in IG&Rified clubhouses (ICCD, 2010). One
of the main differences in ICCD certified versusireertified clubhouses is the lack of
uniformity in how services are provided, or rathew standards are adhered to. For example, in
order for a clubhouse to become certified, it nngstocated in an accessible part of the

neighborhood, maintain a “work-ordered” day, memskard staff work together and make
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decisions together, among other things. A nonfeaithome is not necessarily held to these
standards.

Recovery agenciesAnother type of community mental health agencytsxisat
promotes mental health recovery through peer stwpgddre individuals that attend also go the
agency to receive support and interact with pe@rmain difference is that their focus does not
primarily focus on employment. In addition, theavk a prominent focus on spirituality and the
interconnection between the spiritual, mental, platsand relational. These agencies are also
nationally and internationally available, albeit@smaller scale. Finally, these agencies are
relatively new and have only been around for apipnately two decades.

Evolution of the ICF Model

Prior to the development of the ICF model, thedisted other, less sophisticated models,
including the medical model and the social model.

The medical model. Perhaps the medical model’s greatest asset i# ikdhe oldest
model and has extensive scientific validity anddewice to support it (Chan, Gelman, et al.,
2009; Pledger, 2003; Smart & Smart, 2006; StewaWW&e, 1992). The medical profession has
historically been concerned with the preventiontaldy and morbidity and has kept this model
dominating in the healthcare field, ranging fromedt healthcare to the insurance industry
(Chan, Gelman, et al., 2009; Pledger, 2003; Sm&n#art, 2006; Stewart & Ware, 1992). Due
to the life-or-death situations of trauma, this mldals its merits in that realm; however, with the
changing definition of disability to include leangi disabilities, mental iliness, and chronic
iliness, the medical model is lacking (Chan, Gelpsral., 2009).

Although clinicians have attempted to include eowinental issues, medical

professionals have been reluctant to do so (Stef&v#rare, 1992). As early as 1935, Lewin’s
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field theory explained that behavior (B) is a fuant(f) of the person (P) and the environment
(E), stated algebraically, BIHP, E). Wright (1983) expanded on Lewin’s fiel@dhny to
explain that a person’s environment directly aedisability. Wright also explained that
disability does not occur in insolation and thatremmy (manual or service-oriented) is impacted
differently in regards to type of disability (phgal or cognitive). For example, an individual
with a physical disability would have greater dee§ien manual versus service-oriented
employment and an individual with a cognitive diibwould have greater deficits in service-
oriented versus manual labor.

The medical model’'s weakness then lies in itsyprggion of disability being viewed as
an illness or impairment and residing solely witthe individual (Chan, Gelman, et al., 2009;
Pledger, 2003; Smart & Smart, 2006; WHO, 2001Hiviiduals are viewed as damaged and the
goal is to fix them (Chan, Gelman, et al., 200928 Smart, 2006). The care is purely
medical in nature, treatment is individual, anduattpent is therefore expected at the personal
level (WHO, 2001). The medical model has beencaéd for being highly paternalistic and
hierarchical, with care determined for the indiatlby professionals (e.g., Chan, Gelman, et al.,
2009), and for ignoring social issues (Pledger32@&mart & Smart, 2006). Disability via the
medical model is defined as pathology, and emphsigikiced on individual characteristics and
deficits (Pledger, 2003). Individuals with disaimls understand that they belong to a devalued
group; “... many individuals with disabilities mayeseo value in trying to integrate into a
society that automatically discounts and patholegjthem” (Smart & Smart, 2006). Wright
(1983) explained that, when individuals are labeled categorized, prejudice and stigma result.
The medical model opens up individuals with disabsg to be viewed as responsible for a

disability by previous sin, as charity cases, asiag/ special skills, as incomplete, as unable to
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care for themselves, as needing to be protectad dtbers or themselves, and as being regarded
with prejudice and discrimination by others; agsuit they frequently experience loss of
opportunities and poverty (Wright, 1983). Additadly, interprofessional collaboration is also
restricted with the medical model (Smart & Smad@).

The social model. The first enablement model to come about was thelsmodel
(Pledger, 2003). Thomas (2004) reported thatdbas of environment impacting disability had
been evident in the rehabilitation literature Idredore Pledger reported the model as being new
and innovative. The premise is that a person’srenment can either ameliorate or negatively
impact disability, based on whether the environmeaccommodating or hostile (Livheh &
Male, 1995; Tate & Pledger, 2003). Tate and Pledg@ed that everyone can be viewed as
having a disability and that providing a more gasdvigable environment would benefit society
as a whole. The National Institute on DisabilindeRehabilitation Research (NIDRR)
developed a socioecological model putting emphasisociety rather than the individual in
terms of disability (Tate & Pledger, 2003). Thisael was created by individuals with
disabilities and they place the responsibility fadbility in the hands of society (Livheh & Male,
1995; Pledger, 2003). In this model stigma an¢upliee are reduced, as individuals with
disabilities are no longer viewed as being at fearltheir own disabilities (Chan, Gelman, et al.,
2009; Livneh & Male, 1995). This model is theref@n improvement to the medical model, but
not without its limitations as this model complgtdisregards the biological functions or
impairments (Chan, Gelman, et al., 2009; Livneh & &) 1995; Pledger, 2003; Tate & Pledger,
2003).

The ICF model. The ICF model improved the aforementioned biomédind social

models, as well as the functional model, incorpogathem into one model (Chan, Gelman, et
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al., 2009; Chan, Tarvydas, et al., 2009; Smart &&n2006; WHO, 2001). The WHO (1980)
contributed greatly to the rehabilitation literaudoy providing distinct and clear definitions to
three key words: impairment, disability, and haagic Where impairment occurs at the organ
level, disability concerns functional performancdimitations, and handicap focuses on the
person’s interaction with and adaptation to therreundings. The WHO (2001) broke ground
again with their ICF model. The biggest strengtlis potential to unify the concept of disability
at a global level among researchers, educatoranaaical and supporting professionals, while
also promoting inter-disciplinary and multi-dis¢i@ry treatment (Chan, Gelman, et al., 2009;
Peterson & Rosenthal, 2005; WHO, 2001).

Although the ICF model resolves limitations witlather models of disability, it is not
without its own limitations (Chan, Gelman, et @009; Chan, Tarvydas, et al., 2009; Dijkers,
Whiteneck, & El-Jaroudi, 2000; Heinemann, 2010; \Wehal., 2004). One of the limitations of
this model is that it does not distinguish welMbetn activity and participation (Wong et al.,
2004). Another issue is that it does not providg #efinitions of participation (Peterson, 2005;
Wong et al., 2004). The most relevant issue isttiexe is no one measurement tool designed to
measure participation (Chan, Gelman, et al., 20@0&n, Tarvydas, et al., 2009; Dijkers, 2010;
Heinemann, 2010; Heinemann et al., 2010; Pete2095).

Theoretical Framework of the ICF Model

The key construct of the ICF model is the focudealth as a whole of many parts,
either as primary or secondary factors (Chan, Gejmgal., 2009). The ICF model is made up
of two parts. The first part is comprised of plegsifunctions and structures, activity, and
participation, and the second part is compriseehofronmental factors and personal factors

which, when all are taken into account define atividual’'s health and/or disability (Chan,
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Gelman, et al., 2009; Chan, Tarvydas, et al., 28d8art & Smart, 2006; WHO, 2001; Wong et
al., 2004).

Body functions and structures are organized aaegit body systems. Body functions
consist of eight components: (1) mental functig@$sensory functions and pain; (3) voice and
speech functions; (4) functions of the cardiovamGuiematological, immunological, and
respiratory systems; (5) functions of the digestietabolic, and endocrine systems; (6)
genitourinary and reproductive functions; (7) nenusculoskeletal and movement-related
functions; and (8) functions of the skin and radas&ructures. Body structures align with the
body functions but deal with the anatomy and atswsist of eight components: (1) structures of
the nervous system; (2) the eye, ear, and relatectgres; (3) structures involved in voice and
speech; (4) structures of the cardiovascular, inotagical, and respiratory systems; (5)
structures related to the digestive, metabolic,emibcrine systems; (6) structures related to the
genitourinary and reproductive systems; (7) stmgstuelated to movement; and (8) skin and
related structures.

Activity refers to the potential to carry out actian or a task by an individual, while
participation refers to actual participation iniaities and the extent of participation (Chan,
Gelman, et al., 2009; Smart & Smart, 2006; WHO,1300rhe ICF identifies nine activity and
participation domains: (1) learning and applyingwfedge; (2) general tasks and demands; (3)
communication; (4) movement; (5) self-care; (6) @stic life areas; (7) interpersonal
interactions; (8) major life areas; and (9) commrsocial, and civic life.

Environmental factors are external features wituniety, including products and
technology; natural environment and human-madegd®to the environment; support and

relationships; attitudes; as well as servicesesyst and policies (Chan, Gelman, et al., 2009).
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Finally, personal factors are individual and peedaaracteristics that may impact any
component of the ICF model. They are comprisegeoider, age, other health conditions,
coping style, social background, education, pradesgast experience, and character style
(Chan, Gelman, et al., 2009; Smart & Smart, 2006tQ/2001). Together these constructs
define the person’s health outcome.

The ICF is an enablement model (Chan, Gelman,,2Q09; Smart & Smart, 2006).
Initial models of disability focused on disabiltgther than enablement. The link between
various factors, such as active pathology, impantyfenctional limitation, and disability were
believed to create disablement within the individudore specifically, biological, personal, and
environmental factors could be involved in the pascof disablement (Nagi, 1991; Pope &
Tarlov, 1991). However, the ICF model assumesttiemsame factors involved in the
disablement process could be viewed inversely;ithahe same biological, personal, and
environmental factors could also be involved in¢hablement process (i.e., reversal of the
disablement process; Brandt & Pope, 1997). Iltcdaldo be viewed as a biopsychosocial model
(Chan, Gelman, et al., 2009), where previous moafatésability focused on just one aspect
(e.q., biological, psychological, or social), tli&F focuses on the interaction of all of the factors
The WHO (2001) assumes that activity and particpoedre distinct constructs and that
participation can be measured. The ICF has ingatpd various factors that contribute to a
person’s disability or lack of disability (Chan, I@an, et al., 2009; Chan, Tarvydas, et al., 2009;
Peterson, 2005; Peterson & Rosenthal, 2005; WHQO1,20/ong et al., 2004). Disability is seen
as residing on a continuum in which any personbesafound to have a disability (WHO, 2001).

The ICF is comprehensive and can be utilized withe United States as well as

internationally (Chan, Gelman, et al., 2009; Chiaryydas, et al., 2009; Peterson & Rosenthal,
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2005; WHO, 2001). The ICF stands to promote irgomal collaboration on disability
research, education, and implementation of senfldesiemann, 2010; Peterson & Rosenthal,
2005; Smart & Smart, 2006; WHO, 2001). In additioprovides unified language for
addressing disability and disability-related iss(@san, Gelman, et al., 2009; Peterson &
Rosenthal, 2005; WHO, 2001).

The ICF is not without its limitations. For exaephe ICF does not provide a specific
instrument for measuring participation, therebyting application (Chan, Gelman, et al., 2009;
Chan, Tarvydas, et al., 2009; Dijkers, 2010; Heiaem 2010; Heinemann et al. 2010; Peterson,
2005; Peterson & Rosenthal, 2005; Wong et al., 20T4is could be due to the fact that “the
ICF is too large and complex to translate easily an assessment instrument” (Chan, Gelman,
et al., 2009, p. 45). Alternatively, the theorhimel the ICF may be difficult to truly implement
due to limited ways of gathering data (Chan, Gelneaial., 2009). Another related issue is the
ICF’s lack of key definitions for activity and paipation (Peterson, 2005; Wong et al., 2004).

There is significant research that has emergeatdary factors that promote recovery in
people with schizophrenia (e.g., Anthony, 1993gcéntly, application of the ICF model as a
biopsychosocial framework to conceptualize metita$s, including schizophrenia, has been
explored (Vroman & Arthanat, 2012). However, téejdéhe ICF has not been operationalized to
serve as a discrete model; therefore investiga@ntain components of the ICF interaction of
environmental and personal factors seems warranted.

Cultural relevance. The ICF uses person-first language (Chan, Gelntal,,€2009). It
is comprehensive and can be utilized within thetéthBtates as well as internationally (Chan,
Gelman, et al., 2009; Chan, Tarvydas, et al., 26@%rson & Rosenthal, 2005; WHO, 2001).

WHO (2001) recommends combining the ICF with thelllDin order to keep diagnosis uniform
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on a global level. ICF stands to promote inteoral collaboration on disability research,
education, and implementation of services (Heinema@Q10; Peterson & Rosenthal, 2005;
Smart & Smart, 2006; WHO, 2001). ICF provides igaiflanguage for addressing disability and
disability-related issues (Chan, Gelman, et alD®®eterson & Rosenthal, 2005; WHO, 2001).

Contextual factors. Environmental factors are external features wititiniety,
including products and technology; natural envirentrand human-made changes to the
environment; support and relationships; attituéssyell as services, systems, and policies
(Chan, Gelman, et al., 2009). And, personal facéoe individual and personal characteristics
that may impact any component on the ICF modekyTdre comprised of gender, age, other
health conditions, coping style, social backgrowdjcation, profession, past experience, and
character style (Chan, Gelman, et al., 2009; S&&mtnart, 2006; WHO, 2001). Together these
constructs define the person’s health outcome (OBatman, et al., 2009; Smart & Smart, 2006;
WHO, 2001).

Activity refers to the potential to carry out actian or a task by an individual, while
participation refers to whether the individual papates in activities and to what extent (Chan,
Gelman, et al., 2009; Smart & Smart, 2006; WHO,1300rhe ICF identifies nine activity and
participation domains: (1) learning and applyingktedge; (2) general tasks and demands; (3)
communication; (4) movement; (5) self-care; (6) @stic life areas; (7) interpersonal
interactions; (8) major life areas; and (9) commrsocial, and civic life.

Measurement and Assessment

Although there is not one assessment tool to mmedba complexity of a disability, there

has been research conducted on several assessi@&etsool which has been used to measure

participation and has been found to have some msdtieCraig Handicap Assessment and
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Reporting Techniqug€HART), an old assessment tool which providesrgpe objective
measure of the degree of disability after yeanebébilitation in six of the WHO domains:
physical independence, mobility, occupation, soaigration, economic self-sufficiency, and
cognitive independence (Chan, Gelman, et al., 2B@&enboom & Chorus, 2003). CHART is
one of he most prominently used activity-focusemdavithin the United States (Brown, 2010).

Thelmpact on Participation and Autonomy QuestionndiRA) and theCommunity
Participation Indicatorsor Community Participation Inde§CPI) are new instruments that were
designed specifically to measure the ICF concepadicipation (Chan, Gelman, et al., 2009).
“The CPI takes a different approach with a subyecsiection labeled enfranchisement that asks
respondents’ how important each of the participasiceas is, followed by how satisfied the
person is in each area” (Whiteneck, 2010, p. SFheWHO Disability Assessment Schedule 2
(WHODAS II), developed by WHO has been tested irsifds and 19 countries, and consists of
seven domains including participation in societgréhboom & Chorus, 2003). The
Participation Measure for Post-Acute CaiieM-PAC) is a tool to evaluate rehabilitation
services received in outpatient or in home settmgmeasuring participation (Chan, Gelman, et
al., 2009). PM-PAC contains a small number of geoffers a profile of participation, and may
be better utilized as a preliminary instrument tdiew more detailed clinical information is not
needed (Magasi & Post, 2010). CHART and PM-PAQiogpecifically on participation
(Whiteneck, 2010).

At a meeting of rehabilitation researchers thaassf a lack of uniform participation
measure was brought up and attempts to find aisolutere explored (Dijkers, 2010;
Heinemann, 2010; Heinemann et al., 2010). Dijk2@4.0) reported the results of qualitative

versus quantitative measure for participation. lfateve measures would include quality of life,
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education, family relationships, social relatiopshiand employment, among other things; while
guantitative measures would include years of edoacachieved, number of friends, and number
of hours worked, among other things (Dijkers, 2018ginemann et al. (2010) identified the
Patient-Reported Outcomes Measurement InformatysteBY{PROMIS) as a promising
measurement tool for participation:
The social domain in PROMIS is defined as percewell being regarding social
activities and relationships, including the abilityrelate to persons, groups,
communities, and society as a whole; key comporargecial health and functioning
include social role participation, social networkatity, interpersonal communication,
and social support. (p. S75)
Also, Neuro-QOL demonstrated potential in develgmrpatient-reported outcome “for adults
and children responsive to the needs of researglmtsng with people who have a variety of
neurologic disorders” (Heinemann et al., 2010, 1b)S
Application of the ICF Model in Rehabilitation
The potential with ICF is a unified approach aaeiting the disability issue on a global
level. With its culturally sensitive nature, th@del shows promise at enhancing research
potential, assistive technologies, healthcare dividuals, and multi-disciplinary collaboration
(Chan, Gelman, et al., 2009; Chan, Tarvydas, g2@09; Peterson & Rosenthal, 2005; WHO,
2001). Peterson (2005) stated:
The ICF has the potential to contribute to rehtdiibn psychology research, program
evaluations, clinical intervention, and social pgldevelopment in significant and useful
ways if it is carefully, ethically, and systematigamplemented in the same

collaborative and international spirit in whichwigis conceived. (p. 111)
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Recently, application of the ICF model as a biopsgocial framework to conceptualize mental
illness, including schizophrenia has been expl¢¥&dman & Arthanat, 2012). However, Wang

(2011) advocated for more empirical research utigjzhe ICF model.
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CHAPTER THREE
Method

This chapter provides information about the metthagly of the study design,
procedures, sample size, characteristics of thigcgeants, psychometric properties of the
selected instruments, and statistical techniques.

Design

A quantitative descriptive design utilizing mulgpegression and correlational analysis
was used to evaluate the ICF model as a frameweqgokedict participation and QOL in adults
with severe mental illness (Heppner, Wampold, &ligivan, 2008). Specifically, hierarchical
multiple regression was used to determine the naguntribution of each individual ICF
construct (i.e., mental functioning, environmerigators, personal factors, and activities) on
participation and quality of life in adults withwa¥e mental illness and how the ICF factors
interact with each other.

Procedures

The study investigator identified and contactednaies serving people with severe
mental illness. Agencies contacted included cluisies (both ICCD certified and non-certified)
and recovery agencies. Proposed study informatamprovided along with requests for
permission to conduct research at their agencyt,Nlee required Human Subjects Protection
Training for the University of Wisconsin-Madison\\JMadison) Institutional Review Board
(IRB) was completed and IRB consent forms, alonttp wmails granting permission to conduct
research from the sites were submitted to IRB pmraval. Following IRB approval (Appendix
A), flyers created by the investigator containinfprmation about the research project (e.g.,

dates and locations) were disseminated electrdyimaéach agency and were posted in
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common areas to advertise and encourage reseataigadion. Research participation was
entirely voluntary and anonymous.

The investigator for this project was presentamtheagency to conduct survey
administration on site and in person. The investigwas residing in Texas while completing
her pre-doctoral psychology internship and travétedisconsin in order to be present at all
sites. No agency staff or clubhouse member waslved in the data collection process. All
participants were informed of the voluntary natoféhe research, their rights as research
participants, and the potential risks and bené&fiis participating in the study. The email
addresses and/or telephone numbers of the invastigiad the investigator’s research advisor
were given to participants for any future questionassistance required. In addition,
participants were given the telephone number of¥A&-Madison Social and Behavioral
Science IRB. Patrticipants were asked to read rdidate their consent (by checking a box,
writing the number assigned to their survey, andkmg the date) on the informed consent form
(Appendix B) before they proceeded to completestiiessequent demographic questionnaire and
set of measures (Appendix C). Those who did nehwa participate were able to leave without
any penalty or loss of any benefits or serviceilaility.

Data were collected via paper survey packetserésted participants were provided with
the survey packet to complete along with an enweldparticipants were told to take as much
time as they needed to complete the entire sur¥égy were allowed to take breaks if needed
and they were informed that they could termina&ertparticipation at any time (i.e., prior to
completing the survey). The average completior tivas estimated to be approximately 45
minutes. Once participants completed the sunhey sealed their survey packets in the blank

envelopes provided and placed them into a desidripository. Participant responses were



34

kept confidential; the investigator did not viewygortion of the survey prior to deposit into
receptacle, unless requested by participants. p@heipants were provided with a $10 Wal-
Mart gift card upon completing and returning thevey, as reimbursement for their time and
travel costs. To protect confidentiality, no peral(i.e., identifying) information was collected
from participants for them to receive compensation.

Only aggregate data and results from the measargffequency distributions, mean
scores, and standard deviations) were provideldet@articipating agencies upon request. The
agencies were not able to identify participantswere they provided with any information
regarding any individual participant’s responséhe dataset was managed and used only by the
investigators in this project.

Participant Sampling

The target participants in this study were adwith severe mental illness. In order to
access a community sample, agencies known to readrices to individuals with severe
mental illness who live in the community were exaad. There are several types of evidence-
based rehabilitation services available to indigidwith severe mental illness, including the
"clubhouse™ model. In order for participants todhgible for inclusion in the study, they had to
meet the following criteria: (a) be 18 years of agelder; (b) have a primary diagnosis of
severe mental illness; and (c) have the abilityetnl at a8 grade level or above.

Participants

A total of 194 individuals with severe mental @ss were recruited from four agencies in

two states in the Midwestern and Southern UnitedeSt

Sample Characteristics
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Descriptive data for the participants are preseintedble Table 3.1. There were 29
(14.9%) participants aged 18-25, 50 (25.8%) paudicts aged 26-38, 48 (24.7%) participants
aged 38-49, 60 (30.9) participants aged 50-64 6af8d1%) participants aged 65 or older. The
breakdown by gender was 103 (53.1%) females ar{d®9%) males. The majority of the
participants described themselves as Caucasiar@4$019.6% described themselves as
African American, 1.5% as Native American, 1% asaAsand 2.6% as bi- or multi-racial. In
addition to their identified race, 23.7% identifiasl Hispanic/Latino. A majority of the
participants were either single/never married (4§.4r separated/divorced (26.8%); 18.6%
were married or in a domestic partnership and 5v&e widowed.

For employment status, 38.2% of the participardseveither employed for wages
(32.5%) or self-employed (5.7%), 39.7% were unerygdioand either looking for work (20.1%)
or not looking for work (19.6), 5.2% were homemak&.2% were students, 1.5% were in the
military, and 7.2% were retired. The majority @frfcipants spent over 41 hours (22.7%)
engaged in employment or employment-related aies;itl4.9 % spent 15-34 hours; 13.4%
spent 1-14 hours; and another 13.4% spent 35-46 lemgaged in employment or employment-
related activities. Employment-related activittesmsisted of attending the clubhouse (i.e., work-
ordered day), looking for employment, and goingdbool. The educational breakdown of the
participants included 3.6% receiving up to d&hggade education, 17% completed some high
school (but no diploma was granted), 24.2% comglbigh school, 21.1% had post-secondary
education (but not a degree), 6.7% completed tiecledical/vocational training, 14.6%
completed an associate degree, 9.8% completedhelbadegree, and 9.8% completed graduate
study. About 50% of the participants received dasefits (23.2% received SSDI, 18.0%

received SSI, and 8.8% received both SSDI and S&ihut two-thirds (64.5%) of the
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participants received public insurance (MedicaBe5%, Medicaid: 32.5%, Medicare and
Medicaid: 16.5%), 1.0% had private insurance, 9t&& insurance though their employer, and
14.9% had no insurance. Almost all (84%) of theipi@ants identified as being Christian; 5.2%
identified as other, 3.1% identified with no retigi 2.1% identified as being Buddhist, 0.5%
identified as being Jewish, and 0.5% identifietbe@img Muslim.

For age of onset of their mental iliness, 20.6%exBagnosed under 10 years of age,
9.3% were diagnosed between 10-14 years of age%dli@etween 15-19 years of age, 13.9%
were diagnosed between 20-24 years of age, 12.9%ebe 30-40 years of aged, and 14.9%
diagnosed at 41 years or older. Participants’ arindiagnoses were depression (38.1%), bipolar
disorder (35.6%), schizophrenia (21.1%), and sifective disorder (4.6%). Among the
different types of secondary diagnoses that theggaeints experienced, 24.2% had a learning
disability, 34.0% had anxiety, 9.3% had a traumiatan injury (TBI), 3.1% had a spinal cord
injury (SCI), 19.1% had posttraumatic stress diso(@TSD), 20.1% had obsessive-compulsive
disorder (OCD), 29.4 % had substance-related dessrd.1% had hypothyroidism, 6.2% had
chronic obstructive pulmonary disease (COPD), 406 hepatitis C, 1.0% had fluid-electrolyte

disorders, 6.7% had obesity, and 24.2% had otlserdirs.
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Table 3.1
Participant Demographic and Disability CharacterssiN = 194)
Demographic Covariates n (%)
Age: 18 -25 29 (14.9%)
26 — 37 50 (25.8%)
38-49 48  (24.8%)
50 — 64 61 (31.4%)
65 + 6 (3.1%)
Gender: Male 89  (45.9%)
Female 104 (53.6%)
Transgender 1 (0.5%)
Race: Caucasian/White 138 (71.0%)
African American/Black 45  (23.2%)
Native American/Alaska Native 3 (1.6%)
Asian/Pacific Islander 2 (1.0%)
Bi-Racial/Multi-Racial 6 (3.2%)
Ethnicity: Hispanic/Latino 74 (38.1%)
Not Hispanic/Latino 120  (61.9%)
Marital status: Single, never married 90 (46.4%)
Married/domestic partnership 36 (18.6%)
Separated or divorced 52  (26.8%)
Widowed 11 (5.7%)
Education level: Up to 8" grade 7 (3.6%)
Some high school, no diploma 34 (17.5%)
High school graduate, diploma/GED 50 (25.8%)
Some college credit, no degree 43  (22.2%)
Trade/technical/vocational training 13 706)
Associate’s degree 9 (4.6%)
Bachelor’s degree 19 (9.8%)
Graduate degree 19 (9.8%)
Employment status. Employed for wages 65 (33.5%)
Self-employed 11 (5.7%)
Unemployed, looking for work 40 (20.6%)
Unemployed, not looking for work 39 (20.1%)
Homemaker 10 (5.2%)
Student 12 (6.2%)
Military 3 (1.5%)
Retired 14 (7.2%)
Hours worked: 1-14 26 (13.4%)
15-34 29 (14.9%)
35-40 26 (13.4%)
41 + 44  (22.7%)
Cash benefits: Social Security Disability Insurance (SSDI) 45(23.2%)
Supplemental Security Income (SSI) 35 (18.0%
Both SSDI & SSI 17 (8.8%)
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97 _ (50.0%)

Health ben€efits: Employer-based
Self-insured
Medicare
Medicaid
Both Medicare & Medicaid
No insurance

19  (9.8%)
2 (1.0%)
30 (15.5%)
63  (32.5%)
32 (16.5%)
29 (14.9%)

Religious affiliation: Christian

163 (84.0%)

Jewish 1 (0.5%)
Muslim 1 (0.5%)
Hindu 0 (0.0%)
Buddhist 4 (2.1%)
Other 10 (5.2%)
None 6 (3.1%)
Disability-related Variables n (%)
Age at onset: Under 10 44  (22.7%)
10-14 20 (10.3%)
15-19 36 (18.6%)
20 -24 29  (15.0%)
25-29 7 (3.6%)
30-40 27  (13.9%)
40 + 31 (15.9%)
Primary diagnosis. Bipolar disorder 69 (35.6%)
Depression 75  (38.7%)

Schizophrenia
Schizoaffective disorder

41 (21.1%)
9 (4.6%)

Secondary disorders. Learning disability
Anxiety
Traumatic brain injury (TBI)
Spinal cord injury (SCI)
Posttraumatic stress disorder (PTSD)
Obsessive-compulsive disorder (OCD)
Substance abuse
Hypothyroidism
Chronic obstructive pulmonary disease (COPD)
Hepatitis C
Fluid/electrolyte disorders
Obesity
Other

47 (24.2%)
66  (34.0%)

18 (9.3%)
6  (3.1%)
37 1089.
39 (20.1%
57 (29.4%)
8  (4.1%)
2 1 (6.2%)
9  (4.6%)
2 (1.0%)
13 (6.7%)

47  (24.2%)
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Measures

The criterion variables investigated in this stuBre participation and QOL. For the
model to predict participation, the predictor vatés comprised the four major components
proposed in the ICF framework: (a) personal factoossisting of self-stigma, disability
acceptance, resilience, empathy, social competamcyinsight); (b) environmental factors
(consisting of social support and societal stigni@)mental functioning (consisting of
psychological distress and cognitive dysfuncti@amyl (d) activities (consisting of skills and
abilities to complete activities of daily living [ALs] and instrumental activities of daily living
[IADLS])).

For the model to predict QOL, the predictor valeslzomprised all five major
components proposed in the ICF framework: (a) peisiactors (consisting of self-stigma,
disability acceptance, resilience, empathy, samatpetency, and insight); (b) environmental
factors (consisting of social support and socigtigima); (c) mental functioning (consisting of
psychological distress and cognitive dysfunctigd);activities (consisting of skills and abilities
to complete ADLs and IADLS), and (e) participati@m various life activities).

Demographic Questionnaire

In order to facilitate the interpretation and gaheability of research findings, eight
socio-demographic items related to personal chaniatits and two disability-related items were
used to capture the general characteristics gbdincipants. General socio-demographic
guestions include age, gender, race/ethnicity, &ttut level, marital status, employment
status/number of hours worked per week, cash/hbaltkfits, and religious affiliation (i.e.,
Christian, Jewish, Muslim, Hindu, Buddhist, oth@rnone). Disability-related questions

included age at onset and primary (i.e., bipolaodier, major depression, schizophrenia,
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schizoaffective disorder)/secondary diagnoses (earning disability, anxiety, traumatic brain
injury [TBI], spinal cord injury [SCI], posttraumiatstress disorder [PTSD], obsessive-
compulsive disorder [OCD], substance abuse, hypoitiigm, chronic obstructive pulmonary
disease [COPD], hepatitis C, fluid/electrolyte ddsrs, obesity, and/or others). This
guestionnaire was created specifically for usénis study.

Instrumentation for Predictor Variables

In addition to the socio-demographic and disabilglated questions, instruments with
well-documented reliability and validity were sdkstin order to measure the constructs
represented in the ICF model. The descriptivessied are listed in Table 3.2.

Personal characteristics.Personal factors were measured by using#ié Stigma
Scale-Short FornSSS-S; Mak & Cheung, 2010), a measure of sajfrsdi theBrief Resilience
Scale(BRS; B. Smith et al., 2008), a resiliency meastireAdaptation to Disability Scale-
RevisedADS-R; Groomes & Linkowski, 2007), an acceptaantdisability measure; empathy
was measured by using tRerceived Empathic Self-Efficasgale (PESE; Di Giunta et al.,
2010); social competency was measured by usinBeéheeived Social Self-Efficasgale
(PSSE; Di Giunta et al., 2010); and insight wassuead using thénsight Scal€1S; Birchwood

et al., 1994).



Table 3.2

Descriptive Statistics for Study Measurds<194)

ICF Constructs Instruments # of Response Mea (SD) Chronbach’s
ltems Range o
Predictor Variables
Personal Characteristics:
Self-Stigma SSS-S 9 1-4 240 (0.77) 921
Disability Acceptance ADS-R 23 1-4 2.700.57) 917
Resilience BRS 6 1-5 3.16 (1.02) .849
Empathy PESE 6 1-5 3.80 (0.88) 53.8
Social Competency PSSE 5 1-5 3.70.98) .876
Insight IS 8 1-3 2.46 (0.40) 463
Environmental Influences:
Social Support MSPSS 12 1-7 462 (1.42 .884
Societal Stigma PDD 12 1-6 3.97  (9.99 871
Mental functioning:
Psychological Distress SCL-K-9 9 1-5 2.840.93) .856
Cognitive Dysfunction SSTICS 18 1-5 2.470.84) .920
ADL/IADL Capacity:
Activities WHODAS-2 19 1-5 2.32 (0.81) .923
Outcome Variables
Participation:
Participation in life activities ILSS-SR 39 1-5 3.25 (0.77) .925
Quality of Life:
Life Satisfaction SLDS 14 1-7 4.78 18). .896

A%
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Self-stigma. The originalSelf-Stigma ScalgsSS) was developed by Mak and Cheung
(2010) with two groups of people with concealakhle. (not overtly apparent) minority status:
mental health consumers (MHC,; i.e., individualggdiased with psychotic or mood disorders)
and immigrant women (IW; Chinese women in Hong Konbhe original scale was created
with 77 items, reduced to 48 items (prior to inistudy), and resulted in 39 items following the
first study; it yielded satisfactory internal casteincy ¢ = .82). The SSS is composed of three
subscales: (a) cognitive, (b) affective, and (¢)dweoral. Following initial development of the
SSS, a short version was extracted; the two seatedenoted by an “L” (long form) or “S”

(short form). The SSS-S was developed to be areatalbed self-report measure of self-stigma
by taking the three items with the highest fact@dings in each subscale. Items are rated on a
4-point Likert-type scale (1 = strongly disagree; @isagree, 3 = agree, and 4 = strongly agree),
with higher scores indicating greater internalisggdma. For continuity of items among scales,

the items were numerated from 4 = strongly agreetastrongly disagree. Sample items for the

subscales include “My identity as a a bsirden to me” (cognitive), “I fear that
others would know that | am a " (aftexti and “I estrange myself from others
because | am a " (behavioral). Forsepagpulation utility, “ " was

replaced by “mental health consumer” when usethmmsample with the MHC, and by “recent
immigrant” when used in the sample with IW. Th8$S was highly correlated with the SSS-L
in samples with MHCr(= .95) and IW ( =.93).

The internal consistency of the SSS-S was exdahdnoth the MHC ¢ = .91) and IW ¢
= .84) samples, mirroring results with the SSS-MIHC (o = .97) and IW ¢ = .93) samples.
Internal consistency of the subscales ranged frore@able to excellent in the (a) cognitiwex

.81 [MHC], a. = .67 [IWY]); (b) affective ¢ = .84 [MHC],a = .66 [IW]); and (c) behaviorab(=
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.80 [MHC], o = .70 [IW]) domains. The SSS-S was tested ingtla@ditional studies with MHC,
IW, and individuals of sexual minority status (SMRere findings supported using the
parsimonious total score rather than subscale scdree internal consistency ranged from
satisfactory with the MHCo(= .87) and IW ¢ = .84) sample groups, to excellent with an $M (
=.92 [gay men]a = .93 [lesbian women{, = .92 [bisexual individuals]) sample (Mak &
Cheung, 2010).

Disability acceptance. The original Acceptance of Disability Scale (AD&s
developed by Linkowski (1971) as a self-report mea®f one’s accepting his or her disability.
It was comprised of 50 items and designed to cpored to Wright's (1983) acceptance of loss
theory (i.e., Enlargement of Scope of Values, Sdination of Physique, Containment of
Disability Effects, and Transformation from Comgara Values to Asset Values). Bolton
(1994) reported a high internal consistency (93) with rehabilitation clients. Groomes and
Linkowski (2007) reevaluated and shortened the A®32 items and renamed it the Adaptation
to Disability Scale-Revised (ADS-R). Itis a sedport measure that reflects attitudes about the
self, regarding a disability (e.g., “Disability not, | am going to make good in life,” “My
disability affects those aspects of life that lecarost about,” and “If I didn’t have my disability,
| think | would be a much better person”). Items gated on a 4-point Likert-type scale (0 =
Strongly disagree; 1 = Disagree; 2 = Agree; 3 o18jly agree); higher scores indicate greater
acceptance.

The ADS-R has moderate to high internal consisténe .71 to .88) on the four
subscales (i.e., Transformation, Enlargement, Gomtant, and Subordination) and similar
reliability to the ADS ¢ = .93). For this study, only 23 items of the ABSwere used; six items

that are physical-disability specific (i.e., ite®s9, 14, 18, 24, and 31) have been omitted, as
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severe mental illness is not a physical disabdiig three additional items (8, 17, 25) were
removed due to their similarity in wording and pdtal overlap with other survey items.
Additionally, in all items the term “disability” veachanged to “mental health problems” (e.g.,
“Mental health problems or not, | am going to mgked in life,” “My mental health problems
affect those aspects of life that | care most gbaumd “If | didn’t have mental health problems, |
think | would be a much better person”), in ordebetter reflect terminology utilized and
accepted by individuals with mental illness.

Resilience. The BRS was developed by B. Smith et al. (2008h¢asure a person’s
ability to bounce back from stressful situatiofiie BRS is composed of six items (e.g., “l tend
to bounce back quickly after hard times.”). Pamants are to complete the scale following the
instructions: “Please indicate the extent to whjich agree with each of the following statements
by using the following scale.” The items are ratisthg a 5-point Likert-type scale (1 = strongly
disagree; 2 = disagree; 3 = neutral; 4 = agreesongly agree), with higher scores indicating
greater resilience. Items are worded using bositipe and negative statements; therefore, some
items are reverse scored. Internal consistencysatsfactory ¢ = .80 to .91); test-retest
reliability was also good, ranging from .62 (ovierete months) to .69 (over one month) in two
different samples (B. Smith et al., 2008).

Empathy. The original PESE scale was created by BanduraataBarbaranelli,
Gerbino, and Pastorelli (2003) as a self-reportsueaof empathy and consisted of 12 items.
The PESE was administered to a sample of oldeeadehts and demonstrated strong reliability
(o =.89; Bandura et al., 2003). Di Giunta and aglees (2010) developed the shortened
version of the PESE by conducting a preliminarpgpal axis factor analysis of all 12 items

and discarding the six items that loaded belowrd€ylting in a 6-item scale. The correlation
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between the 12-item original scale and the 6-itebreviated scale was excellentH.95). The
scales were tested in three countries, Italy, dn@&tes, and Bolivia with samples of college
students. The PESE was translated and backtradslaing Brislin’s (1970) method. All items
begin with the phrase “How well can you” followey $pecific questions (e.g., “Recognize
when someone wants comfort and emotional suppeet) & (s)he does not overtly exhibit it?”).
Items are rated on a 5-point Likert-type scale (lotwell at all; 2 = slightly well; 3 =
moderately well; 4 = well; 5 = very well), with Hgr scores indicating greater empathy. Di
Giunta et al. (2010) repeated the study with aimltasample and concluded that the PESE was
more highly correlated with empathy=< .53) than with the PSSE £ .35).

Social competency. The PSSE was developed by Di Giunta et al. (201@stess
individuals’ self-efficacy beliefs regarding thégrelings and ability at managing interpersonal
relationships. The scales were tested in threatdes, Italy, United States, and Bolivia, with
samples of college students. The PSSE was tradsdad backtranslated using Brislin’s (1970)
method. All items begin with the phrase “How wadh you” followed by specific questions
(e.q., “Express your opinion to people who areitglabout something of interest to you?”).
The scale consists of 5 items, which are rated ®ipaint Likert-type scale (1 = not well at all, 2
= slightly well, 3 = moderately well, 4 = well, ad= very well), with higher scores indicating
better social competency. Di Giunta and collead@40) found that the PSSE was more highly
related to energy/extraversion<.57) than to the PESE £ .35) in an Italian sample. Both the
PESE and the PSSE demonstrated satisfactory psgthomroperties in the Italian, U. S., and
Bolivian samplesdo = .78 to .69, .80 to .76, and .81 to .66, respeby).

Insight. The IS was developed by Birchwood and colleagu@34)L It is a measure of

self-reported self-reflectiveness and overconfigendnterpreting experiences. Itis composed
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of eight items and uses a 3-point Likert-type s¢@le Disagree; 1 = Unsure; 2 = Agree). In
order to maintain uniformity in the survey scaleedtionality, it was renumerated as 3 = Agree
to 1 = Disagree. The scale consists of threelmsigbscales: (a) awareness of iliness; (b) need
for treatment; and (c) attribution of symptoms.(irelabeling symptoms). Typical statements
include “I am mentally well” and “I do not need meation.” The “awareness of illness” and
“relabel” scales are comprised of two statementh ghe “need for treatment” scale is
comprised of four statements. Half of the itemesraverse scored. Responses are summed, and
then the total from the “need for treatment” subscadivided by two, since it has twice as
many items. Total scores range from 0 — 12, widihér scores indicating better insight.
Reliability for the IS scale has been reportedigh (o = .90), and moderate to high for the
subscales: relabeling symptones< .65), awareness of illness< .85), and need for treatment
(a0 = .96; Birchwood et al., 1994). Support has beand for construct, concurrent, and
criterion-related validity (Birchwood et al., 1994kmmerson et al. (2009) found that greater
insight (1S) and awareness of iliness (subscalegWweth significantly correlated with
hopelessness € .26,r = .28, respectively). The wording of items 7 anda slightly altered,
for instance, “mental illness” was changed to “naéhealth problems” in order to better reflect
consumer preference and the rehabilitation philbgop

Environmental influences. Environmental factors were measured by using the
Multidimensional Scale of Perceived Social Sup@iSPSS; Zimet, Dahlem, Zimet, & Farley,
1988), a measure of perceived social support, le@mBerceived Devaluation-Discrimination
Scale(PDD; Link, 1987), a measure of perceived socigtigina.

Social support. The MSPSS was developed by Zimet et al. (1988) sdf-report

measure of perceived social support. It is compa$e factors (i.e., Family, Friends, and
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Significant Other), each containing 4 items footk of 12 items. The items are rated on a 7-
point Likert-type scale (1 = Very strongly disagree= Disagree; 3 = Slightly disagree; 4 =
Neither agree nor disagree; 5 = Slightly agree;Agree; 7 = Very strongly agree). To maintain
uniformity within all instruments used in this syydhe scale was slightly modified and
numerated from 7 = Very strongly agree to 1 = \&rgngly disagree. Total scores can range
from 12 to 84, with higher scores indicating highesels of perceived social support. Zimet et
al. (1988) reported good internal consistency bdiig for the total scaleo = .88) as well as for
each of the individual subscales< .85 to .91). Test-retest reliability was als@isg for the
scale as a whole € .85), and for the individual subscales=(.72 to .85); however, the actual
timeframe between test and retest was not repartdds therefore unknown (Zimet et al.,
1988). A study with an ethnic and socioeconomycdiVerse college student sample supported
the sound psychometric properties of the totales@af .91), as well as the subscales=(.90 to
.95; Dahlem, Zimet, & Walker, 1991). Another studyrored previous results with a sample of
urban adolescents demonstrating strong overalinateonsistency reliabilityu(= .93) and a
range of .86 to .95 for the subscales (Canty-Mitdha&imet, 2000). In a study with pregnant
women, adolescents living in Europe with famili@sd pediatric residents, the MSPSS was
shown to have internal consistency reliability $abscales ranging from .81 to .94, and strong
reliability for the total scoren(= .88; Zimet, Powell, Farley, Werkman, & Berkaf990). More
specifically, studies using the MSPSS found highrimal consistency reliability for individuals
with schizophreniao(= .91) and major mood disorders< .94; Vaux, Burda, & Steward,
1986).

Societal stigma. The PDD was developed by Link (1987) as a measiuperceived

stigma. The scale consists of 12 self-report itdmas“assess the extent to which an individual
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believes most people will devalue or discriminaaiast a psychiatric patient” (Link, 1987, p.
102). Items were rated on a 6-point Likert-typalsci.e., 1 = Strongly agree; 2 = Agree; 3 =
Slightly agree; 4 = Slightly disagree; 5 = Disagi@ée Strongly disagree), summed, and then
divided by 12. To better align with the other syritems, in order to maintain uniformity, the
items were numerated from 6 = Strongly agree tdStrengly disagree. Half of the items are
reverse scored and higher scores indicate greateeiped societal stigma towards persons with
mental illness. The PDD has demonstrated adedqutat@al consistency reliabilityw(= .78).

For this study, several terms were reworded inra@enake them more socially acceptable; for
example, the term “former mental patient” was repthwith “person with mental health
problems” for each item, the terms “been in a mdmiapital” and “was in a mental hospital”
were replaced with “received mental health treatfhemd “entering a mental hospital” was
replaced with “seeking mental health treatmentdditionally, the wording of items was
modified slightly so that the items were gendertredu For example, in one item the wording
“Most young women would be reluctant to date a mvan has been hospitalized for a serious
mental disorder” was modified to “Most young peopiauld be reluctant to date someone who
has received mental health treatment.”

Mental functioning. Mental functioning was measured by rating the sgvef
psychological distress using tBgmptom Checklist Short VersiofSCL-K-9; Klaghofer &
Bréahler, 2001), and cognitive dysfunction with ®bjective Sale to Investigate Cognition in
SchizophrenigSSTICS; Stip, Caron, Renaud, Pampoulova, & Lecp&i83).

Psychological distress. The original version of the SCL-K-9 was developgd b
Klaghofer and Bréhler (2001) as a unidimensionalesto measure symptom severity, and is an

abbreviated version of tigymptom Checklist-90-RevisS@CL-90-R; Derogatis, 1992). The
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SCL-K-9 is composed of nine items (i.e., 24, 28,34, 43, 57, 58, 75, 77), one from each of the
original nine scales. Since the SCL-K-9 was dgwetbin German, the same nine items that
were used for the German scale were extracted themriginal SCL-90-R (Derogatis, 1992) for
this study. Klaghofer and Brahler selected thmiteom each subscale that correlated most
highly with the general severity index (GSI), irder to mirror the SCL-90-R. The symptom
categories include: (a) somatization; (b) obsessovepulsive; (c) interpersonal sensitivity; (d)
depression; (e) anxiety; (f) hostility; (g) pholaiexiety; (h) paranoid ideation; and (i)
psychoticism, which together provide the GSI (Detteg 1992). Items are rated on a 5-point
Likert-type scale of distress (0O = not at all; & #ttle bit; 2 = moderately; 3 = quite a bit; 4 =
extremely), where higher scores indicate greatenpsym severity. However, in order to
maintain a sense of uniformity within all instruntensed in this study, the scale was slightly
modified and numerated from 5 = extremely to 1 tatall, still maintaining that higher scores
indicate a higher degree of distress. All itemgibevith the phrase “During the past 7 days,
how much were you distressed by...” followed by speguestions (e.g., “Worrying too much
about things” or “Feeling that you are watchedabked about by others”). There was also
strong concordance with the G$IH.93). This scale was found to have satisfactory
psychometric properties, including internal coresisty ¢« = .80), and evidence of validity as
demonstrated by strong correlation=(.90) with the SCL-90-R and moderate correlafion

.66) with theBeck Depression Invento(BDI; Mul lller, Postert, Beyer, Furniss, & Achtergarde,
2010). Other studies also found strong internakiiency ¢ = .82) with a sample of women
with psychiatric disorders; some of whom experieheexual trauma (Buhler, Eckle, Malti, &
Modestin, 2010), as well as a positive correlafion .91) and strong internal consistenay=(

.84) with a sample of individuals with affectivesdrders (Prinz et al., 2013).
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Cognitive dysfunction. The SSTICS (Stip et al., 2003) was used to megmnteipant
cognitive complaints. The SSTICS examines fouasua cognition that are known to be
impaired in individuals with schizophrenia as wadlother severe mental illnesses: memory,
attention, executive function, and praxia. Itasnposed of 21 items that are rated on a 5-point
Likert-type scale (O = Never; 1 = Rarely; 2 = Somes; 3 = Often; 4 = Very Often), with
higher scores indicating greater cognitive defi€itr this study the scale was numerated from 5
= very often to 1 = never to maintain consistenopss scales. Sample items include “Do you
have difficulty memorizing things, such as a grgdest or a list of names?” (memory); “Do you
have trouble focusing your attention on the sanmmggtfor more than 20 minutes?” (attention);
“Do you have difficulty planning out your activigeas easily as you used to?” (executive
function); and “Do you have difficulty finding yowvords, forming sentences, understanding the
meaning of words, pronouncing words, or naming df® (praxia). It demonstrated good
reliability for total scoresd = .86) in a sample of French-speaking individwéth a diagnosis
of a schizophrenia-spectrum disorder (i.e., schirepia, schizophreniform disorder, or
schizoaffective disorder), followed by a sampléneélthy volunteers. Test-retest reliability over
an average of 11 days (range of 2 to 22 days) Isagyaod = .82). Stip et al. (2003) found
that scores on the SSTICS were positively assatiaith scores on the PANNS negatives(

.23) and general scoras< .26), and negatively associated with insight ¢.18). The scale

was created in English and translated to FrenaiguWBirislin’s (1970) method in order to use the
scale with a French-speaking sample. One itemw&8)slightly altered for this study; the term

“Prime Minister of Canada” was changed to “Presitlanorder to make it more relevant to the

sample in the present study. Additionally, fosteiudy, only 18 of the 21 items were used.

Items 4, 11, and 21 were deleted due to overlap @ther items.
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ADL/IADL capacity. Activity-related skills were measured by using Werld Health
Organization Disability Assessment Schedule(&/BIODAS-2; UstuIn, Kostanjsek, Chatterji,
& Rehm, 2010). The WHODAS; originally developed by Ustul'n et al. (2010), was designed
as a self-report measure of an individual’s le¥dliactioning in six major life domains:
communication, mobility, self-care, interpersomdkractions and relationships, life activities,
and patrticipation. The participation domain wasleded for this study. The WHODAS-2
consisted of 36 items. For this study, 19 itemsawesed (i.e., items 1.1, 1.2, 2.1, 2.2, 2.3, 2.5,
and 3.4 were deleted; 5.3 was combined with 5.d 5an with 5.8; all participation items were
deleted: 6.1 to 6.8). Responses are rated onanblgkert-type scale (i.e., 1 = none, 2 = mild,
3 = moderate, 4 = severe, and 5 = extreme or catw)otFor this study the items were rated as 5
= extreme or cannot do, 4 = severe, 3 = moderatani?d, and 1 = none. All items begin with
the phrase “In the past 30 dai®w much difficultydid you have in:” followed by specific

guestionsd.g., “Starting and maintaining conversatiori’y.

The WHODAS-2is “reliable and applicable across cultures in adult populations”

(Ustulln et al., 2010, p. 2); the study was cross-culfs@anning 19 countries worldwide. Each
site was required to have four groups with equahiner of participants. The groups comprised
of an equal number of males and females 18 yeavkler, consisted of: (a) healthy individuals;
(b) individuals with physical disorders; (c) indivials with mental or emotional disorders; and
(d) individuals with drug or alcohol problems. iniduals with mental health problems showed
greater difficulty (i.e., scored higher) with ungiamding and communicating than did the other
three groups. It demonstrated sound psychometjogoties consisting of good internal
consistencyd = .86) and high test-retest reliability € .98). Test-retest reliability as measured

by the intraclass correlation coefficient (ICC)rahged from .69 to .89 at the item level, between
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.93 to .96 at the domain level, and .98 for theraeneasure. The WHODAS-2 also
demonstrated concurrent validity with ttAéHO Quality of Life ScaleVHO QOL;r = .68); the
London Handicap Scal@HS; r = .75); and théunctional Independent MeasufeIM; r = .68
Ustulln et al., 2010). Several studies have since beeducted to further validate the
WHODAS-2. Garin et al. (2010) found strong rellapi(a = .95) in the WHODAS-2 with a
sample of adults with chronic diseases, includiregtal iliness.
Instrumentation for Outcome Variables

Participation is utilized as both an outcome \a@gainitially and as a predictor variable,
subsequently.

Participation. Thelndependent Living Skills Survey-Self-Regtt§S-SR; Wallace,
Liberman, Tauber, & Wallace, 2000) was used to mreathe participants’ active participation
in life activities. The ILSS was developed by Vda# et al. (2000) in two versions, an informant
version (ILLSS-I) and a self-report version (ILS8)Sas a measure of an individual’s
participation in ten life areas: appearance anthirlg (AC), personal hygiene (PH), care of
personal possessions (CPP), food preparation/€t¢FRSS), health maintenance (HM), money
management (MM), transportation (T), leisure anchicmnity (LC), job seeking (JS), and job
maintenance (JM). The ILSS-SR consisted of 61stesth items were selected from the ILSS-I
and were rephrased for self-report, and 10 itente @wdded to increase items in several life
areas. For this study, 39 items were used; some aeeted (i.e., CPP: 1 and 2; FPS: 6; HM: 1,
2,5, 6; MM: 1; LC: 8), while others were combingeé., AC: 1, 2, and 3; PH: 1 and 2; 3, 4, and
5; CPP: 5 and 6; FPS: 1 and 2; 4 and 5; MM: 2 aiglahd 5; T: 3 and 4; LC: 4 and 9; JS: 2 and
3). Responses were either “yes” (1), “no” (0);mwt apply” (X). However, for this study, the

response format for the ILSS-1 was utilized, whecmsisted of a 5-point Likert-type scale (i.e., O
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= never, 1 = sometimes, 2 = often, 3 = usually, 4rdalways) along with the option of “no
opportunity” (i.e., X). In order to maintain comtiity among the survey scales, the items were
renumerated (i.e., 5 = always, 4 = usually, 3 emf2 = sometimes, 1 = never, and X = no
opportunity). All items begin with the phrase, thme last 30 days, how often did you?” followed
by specific questions (e.g., “Change your undene¢ézast twice a week?”). Psychometric
properties were acceptable: stability = 0.785 aekrirater reliability = 0.444. It also correlated
with other validated scales: the Global AssessiSeate (GAS = 0.375) and the Brief
Psychiatric Rating Scale (BPRS = -0.318).

Quality of life. The Satisfaction with Life Domains Scd®LDS; Baker & Intagliata,
1982) was used to measure perceived QOL. The sonfasts of 15 total items and examines 15
life domains which includg1l) home, (2) neighborhood, (3) food, (4) clothi(®), health, (6)
cohabitants, (7) friendships, (8) family, (9) irgersonal relationships, (10) daily activities, (11)
free time, (12) leisure, (13) services and faesitat place of residence, (14) economic situation,
and (15) usual place of residence compared witlhdspital. For this study 14 items were used
(i.e., item 15 was deleted as it implies everyoith & severe mental illness has resided in a
hospital). All items begin with the phrase “White comes closest to expressing how you feel
about” or “Which comes closest to expressing how fgl about” followed by specific
guestions (e.g., “your house/apartment/place ofleese?”). Items are rated on a 7-point Likert-
type scale depicting faces with varying affect (@efighted; 6 = pleased; 5 = mostly satisfied; 4
= mixed-about equally satisfied and dissatisfied;Bostly dissatisfied; 2 = unhappy; 1 =
terrible), where higher scores indicate greatecgieged QOL. General quality of life is also

assessed by adding the scores across all of thaidem
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The SLDS has been found to have satisfactory msyelric characteristics (Baker &
Intagliata, 1982) in terms of internal consisteay = .84), as well as convergent and divergent
validity with the Bradburn Affect Balance Scate<.64) and the Global Assessment Scale (

.29). Calsyn, Morse, Tempelhoff, Smith, and Al{&895) also found satisfactory reliability (

= .84 to .92; test-retest occurred monthly to evbrge months over the period of one years
.86) in all domains examined (i.e., 1-14) for indivals with severe and persistent mental illness

(SPMI) and significant correlation with the follawg scales: Alienation MeasuneX —.28; o =
-.30), Brief Symptom Inventory & —.28; o = —.47), Personal and Social Network Adjustment
Scale = .28; o =.58), and Rosenberg Self-esteem Saate.83; « = .49).

Data Analysis

Most of the measures in this study had less thamtissing values. A simple imputation
method using regression was selected for handlisging data. The imputation method
computes estimations based on the values of otfeged item variables in the same measure to
replace missing data. This method is preferred oase deletion, since it will not decrease the
sample size (i.e., statistical power loss) or dffee sample representativeness. According to
Fox-Wasylyshyn and EI-Masri (2005), simple impuatand multiple imputation methods will
yield similar results when the missing data ars than 5%.

Scores on all measures were computed as the nemamasponses for each instrument in
order to facilitate understanding and interpretatbthe meaning of scores in terms of
participant responses. The Statistical Packag8doral Sciences (SPSS) 20.0 for Windows was
used to manage raw data and perform all data asly®ata were analyzed using descriptive
statistics, preliminary screening procedures, aadalchical regression to test research

hypotheses. Descriptive statistics was computedlf@riterion variables and predictor
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variables to examine the shape of the distribummmality, skewness, kurtosis), central
tendency (mean, median, mode), and dispersionéraragiance, standard deviation).
Frequencies, percentages, means, and standardialeviere used to summarize demographic
characteristics and measured variables for allgyaints. All data were screened for missing
information, outliers (Mahalanobis distances), andticollinearity. Tests of regression
assumptions, including normality (kurtosis and ske®s), linearity, and homoscedasticity, were
examined for all criteria variables and predictariables. Coefficient alphas were used to
estimate internal consistency of scores on eaclsunea
Sample Size

An a priori power analysis was conducted for the tBavalue for a multiple regression
analysis with 19 predictor variables, power = & alpha = .05. G*Power (Faul, Eedfelder,
Buchner, & Lang, 2009; Faul, Erdfelder, Lang, & Buoer, 2007), a software tool for general
power analysis, yielded a sample size of 153 fmedium effect sizef{ = .15; Cohen, 1988).
The 19 predictor variables consisted of six dempigicacharacteristics (age, gender,
race/ethnicity, education level, employment stating] cash benefits); six dimensions of personal
factors (self-stigma, disability acceptance, reaitie, empathy, social competency, and insight);
two dimensions of environmental factors (socialgrpand societal stigma); four disability-
related characteristics (primary diagnosis, agmaet, psychological distress, and cognitive
dysfunction); and one dimension of activity (lifdls/abilities). This sample size was adequate
for testing a regression model where the constiaretst least moderately correlated and the
reliability of the measures adequate.

Anothera priori power analysis was conducted for the t&&Value for a second

multiple regression analysis with 20 predictor ables, power = .80, and alpha = .05. G*Power
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(Faul, Eedfelder, Buchner, & Lang, 2009; Faul, Eldé¢r, Lang, & Buchner, 2007), a software
tool for general power analysis, yielded a samizle sf 157 for a medium effect siz€ € .15;
Cohen, 1988). The 20 predictor variables consistesix demographic characteristics (age,
gender, race/ethnicity, education level, employnstaius, and cash benefits); six dimensions of
personal factors (self-stigma, disability accepeamesilience, empathy, social competency, and
insight); two dimensions of environmental fact@sdjal support and societal stigma); four
disability-related characteristics (primary diagspage at onset, psychological distress, and
cognitive dysfunction); one dimension of activityg skills/abilities), and one dimension of
participation (in various life activities). Thiample size was adequate for testing a regression
model where the constructs are at least moderapetglated and the reliability of the measures
adequate.
Regression Analyses

The hypothesized relationships among constructe ested using regression analyses
(Cohen, Cohen, West, & Aiken, 2003). Regressialyains is a method appropriate for
examining the predictive power of sets of predist@nables and the contribution of each
predictor variable with the criterion variable (Hpymel, & Chan, 2008). This set of statistical
procedures has been popular in counseling and ifeaitidin research (Hoyt et al., 2008; Hoyt,
Leierer, & Millington, 2006). Hoyt and colleagug®08) suggested that the technique allows
researchers to address various research quegtioelsabilitation. More specifically, the theory-
testing function and its contribution in informitigeories in applied settings are often
particularly useful. The result of regression gs@l is an equation that represents the best
prediction of a criterion variable from several tonous predictor variables.

Hierarchical Regression Analyses
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Hierarchical regression analysis (HRA) was usedetermine the correlation of each
predictor set and to determine the unique contiobuand predictive ability of each predictor
variable to the variance in the criterion variable.particular, HRA is beneficial when there is
more than one predictor variable measuring a cocis{Hoyt et al., 2008), because the change in
R? (AR?) shows the combined contributions of the set efijmtor variables in the same construct
in explaining variance in the criterion variableyile sr* indicates the unique variance shared by
the specific criterion variable.

A predetermined order of the predictor variablesei of predictor variables should be
entered into the regression model according taitbery on which the hypothesized
relationships are based. In this study, hierasthltiple regression analysis was used to
examine the relationships between recovery factstsbuted among the ICF constructs and
participation and QOL of adults with severe meiibaéss. Each set of predictor variables that
belongs to the same ICF construct was enteredhetoegression model in an order based on the
theoretical expectations of the ICF framework tituence participation and QOL of adults with
severe mental illness and assessed in terms ofitvdmdds to the equation at its own point of
entry (Tabachnick & Fidell, 2001). The significenwas set at alpha = .05.

The first HRA (participation) included the follomg a priori specifications:

* In Step 1a set odemographicovariates was entered, which included age, gender,
race/ethnicity, education level, employment stadingl cash benefits.

* In Step 20ne of the ICF contextual factopersonal factorgself-stigma, disability
acceptance, resilience, empathy, social competamcyinsight), was entered. In this step, the
effects of personal factors on participation wegtednmined, after controlling for the effect of

demographic covariates.
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* In Step 3the other ICF contextual facta@nvironmental factorésocial support and
societal stigma), was entered. In this step, tfexis of environmental factors on participation
were determined, after controlling for the effettlee demographic covariates and personal
factors.

* In Step 4the ICF factors related tmental functioningariables were entered, which
included primary diagnosis, age at onset, psychodbdistress, and cognitive dysfunction. In
this step, the effects of mental functioning ortiggration were determined, after controlling for
the effect of demographic covariates, personabfaceand environmental factors.

* In Step 5the ICF factors related tactivities(life skills/abilities) variables were
entered. In this step, the effects of life skalslities on participation were determined, after
controlling for the effect of demographic covargtpersonal factors, environmental factors, and
mental functioning.

The second HRA (QOL) included the following a prgpecifications:

* In Step 1a set odemographicovariates was entered, which included age, gender,
race/ethnicity, education level, employment stading] cash benefits.

* In Step 20ne of the ICF contextual factopersonal factorgself-stigma, disability
acceptance, resilience, empathy, social competamcyinsight), was entered. In this step, the
effects of personal factors on QOL were determiaéiéy controlling for the effect of
demographic covariates.

* In Step 3the other ICF contextual facta@nvironmental factorésocial support and
societal stigma), was entered. In this step, tfeets of environmental factors on QOL were

determined, after controlling for the effect of éhemographic covariates and personal factors.
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* In Step 4the ICF factors related tmental functioningariables were entered, which
included primary diagnosis, age at onset, psychodbgistress, and cognitive dysfunction. In
this step, the effects of mental functioning on Qfdre determined, after controlling for the
effect of demographic covariates, personal factmd, environmental factors.

* In Step 5the ICF factors related tactivities(life skills/abilities) variables were
entered. In this step, the effects of life skalslities on QOL were determined, after controlling
for the effect of demographic covariates, persémebrs, environmental factors, and mental
functioning.

* In Step 6the ICF factors related foarticipation(in various life activities) variables
were entered. In this step, the effects of paoditon in various life activities on QOL were
determined, after controlling for the effect of degraphic covariates, personal factors,

environmental factors, mental functioning, and\aés.
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CHAPTER FOUR
Results

The purpose of this study was to evaluate thefi@fework as a predictor model for
participation and QOL for adults with severe menbaéss. Hierarchical regression analysis
(HRA) was used to determine the amount of variangmrticipation (primary model) that could
be accounted for by sets of predictors represemgngonal factors, environmental factors,
mental functioning, and activities ICF construct$ien HRA was used to determine the amount
of variance in QOL (expanded model) that could ¢dmanted for by sets of predictors from the
primary model along with participation. This cheptlescribes the results of the statistical
analyses used to evaluate the two research qugstion
Preliminary Data Screening and Analysis

Data for all predictor and criterion variables wecreened using SPSS 20.0 for accuracy,
data entry, multivariate outliers, and normalifiyhe presence of multicollinearity was assessed
by examining the variance influence factors (VIRJl@aolerance. None of the VIF values
exceeded 10 for any variables in the analyses €an@28 to 2.708), and none of the tolerance
values was less than .10 (range, .369 to .972atidg no multicollinearity in the data and no
large changes in coefficient would result from agdor deleting variables from the dataset.
With the use of 19 predictors apck .05 criterion for Mahalanobis distance, no outliwere
found from the multiple regression analysis, legvime sample size of 194 intact. Histograms,
scatter plots, and skewness and kurtosis statisges used to assess normality and linearity; the
assumptions of multivariate analyses were fourioetmet.

An a priori power analysis was conducted for the t&@alalue for a multiple regression

analysis with 19 predictor variables, power = &g an alpha = .05. G*Power (Faul et al.,
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2007), a software tool for general power analysedded a sample size of 153 for a medium
effect size € = .15; Cohen, 1988). With 19 predictors in thedgt the sample size of 194 was
adequate. Similar statistical analyses were caeduor the expanded model (QOL). No VIF
values exceeded 10 for any variables in the anslysage, 1.028 to 2.710), and none of the
tolerance values was less than .10 (range, .36 ), suggesting no multicollinearity in the
data. No outliers were found using 20 predictoid@< .05 criterion for Mahalanobis distance.
Normality and linearity were found via histograresatter plots, and skewness and kurtosis
statistics. Ama priori power analysis, conducted with G*Power (Faul et2007) for the total

R’ value for a multiple regression analysis with 28dictor variables, power = .80, and an alpha
= .05, yielded a sample size of 157 for a mediufecekize f = .15; Cohen, 1988); the sample
size of 194 was adequate.

Descriptive Statistics

The majority of the participants were non-whit@.([®6), with the remainder being
Caucasian/White, non-Hispanic (29.9%). Most pgoréicts were not employed (61.0%)
compared to those that were employed (39.0%). elWwass an even split between participants
who received SSDI, SSI or both SSDI and SSI (50.686)pared to those that did not receive
either SSDI or SSI (50.0%). Finally, most of tlatipants had mood disorders (74.3%)
compared to those that had psychotic disorder§¢2p.

The correlations between the criterion variabbatfpipation) and the predictor variables
ranged from small to medium, with Pearson Productidnt correlation coefficients in the .03
to .32 range, while the correlations between titeroon variable (QOL) and the predictor
variables (including participation) ranged from $inie= .01) to largen(= .54). Correlations

and descriptive statistics for the predictor antedon variables are provided in Table 4.1.
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Table 4.1
Correlations, Means, and Standard Deviations faralsées Used in Hierarchical Regression
Analyses

Variable 02 Ol P1 P2 P3 P4 P5 P6 P7 P8
Outcome
02. Quality of Life 1 X — — —_ — — — — —
O1. Participation X 1 — — — — — — — —
Predictors
P1. Gender .084 -.029 1 — — — — — — _
P2. Current Age 114 .029 .087 1 — — — — — —
P3. Educational

Level .130* .240 .013 .206t 1 — — — — —

P4. Race/Ethnicity -.081 -.175 .077 .119* .0171 — — — —
P5. Employment

Status 133 .098 .065 -.315067 -.188t 1 — — —

P6. Cash Benefits -162 .072 432214t 315t -.446t 1 — —
P7. Self-Stigma -4033-.076 .051 -.118* -.280 .244t -.043 171t 1 —
P8. Disability

Acceptance A47 .128* 014 .219 .435f -.046 -.055 -.082 -5%3 1
P9. Resilience 431 171t .126* -.081 .225-.330t .1931 -.332 -.379F .472f
P10. Empathy 243 .303f -.090 -.005 .400 -.257 .238t -.354t -.074 .282
P11. Social

Competency 396 317 -.062 112 444 -110 .164* -.292 -.277 .428t
P12. Insight -.044 189t -.062 -.191tf 238065 .173f -.288 .097 -.058
P13. Social

Support 53D .243F -.026 -.1981 .117 -.259 .282f -.314f -.343f .311f
P14. Societal

Stigma -39 -.131* -.071 -.142* -23B .018 .228 -.074 .46% -.382t
P15. Primary

Diagnosis -.010 -.198 .2%4.182t -.212 .156* -.244 377 .134* .042
P16. Age at Onset .030 -.079 -.006 H4D17 .225 -.322f .336f -.042 .101
P17. Psychological

Distress -508-.039 -.179t -.176t1 -.139* -.014 -.030 -.067 HOCAT2t
P18. Cognitive

Dysfunction -.251 -.156* -.105 .196%1 -.1931 .191t -.31Q148* .24% -.256t
P19. ADL/IADL

Capacity -45p6-.2281 -.084 -.004 -.171t .194% -.230131* .45& -.507
P20. Participation 275 X -.029 .029 .24Db-.175t .098 -.162* -.076 .128*
Mean 66.87 126.63 459 281 4.16 0.30 0.38 0.80.62 62.04
SD 16.13 29.86 0.50 1.12 199 0.46 0.49 00.56.95 13.06

Note:* p<.05; tp<.01;$p<.001
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Correlations, Means, and Standard Deviations faralsées Used in Hierarchical Regression

Analyses (Continued)

P9 P10 P11 P12 P13 P14 P15 P16 P17 P18 P19 P20
Outcome
01 — — — — — — — — — — — —
02 — — — — — — — — — — — —
Predictors
P1 — — — — — — — — — — —
P2 — — — — — — — — — — —
P3 — — — — — — — — — — —
P4 — — — — — — — — — — —
P5 — — — — — — — — — — —
P6 — — — — — — — — — — —
P7 — — — — — — — — — — —
P8 — — — — — — — — — — —
P9 1 — — — — — — — — — —
P10 41¢ 1 — — — — — — — — — —
P11 412 631+ 1 — — — — — — — — —
P12 .093 .299 .100 1 — — — — — — —
P13 396 .384F 301 .116 — — — — — — —
P14 -283 -.057 -.162* .157* -258 1 — — — — — —
P15 -.122* -.129* -.278-.052 -.165* .029 1 — — — — —
P16 -.159* -.070 .032 -.252-.095 -.037 .086 1 — — — —
P17 -.12Z -.052 -.2041 .24 -.238t 271 -.168 -.081 1 — — —
P18 -.28% -.237 -.232f .028 -27¢ .014 .073 .167 524 1 — —
P19 -.472Z -.241f -.348f -.037 -.32% .219% .081 .141 .35P 516f 1 —
P20 711 .308 314 .1891 .243 -.131* -.198 -.079 -.039 -.156* -.2281 1

Mean 18.97 22.81 18.48 19.69 19.81 47.65 0.26 3.79572%43.62 44.02 126.63

SD 6.14 526 491 3.20

6.46 11.90 0.44062. 8.41 15.18 15.33 29.86

Note:* p<.05; tp<.01;$p<.001
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Hierarchical Regression Analysis

Model to predict participation. The first HRA identified participation as the criten
variable and five sets of ICF variables enteredradictors in sequential steps: (a) demographic
covariates, i.e., age, gender (the reference gsofgmale), race/ethnicity (the reference group is
white, non-Hispanic), education level, employmedatis (the reference group is unemployed),
and cash benefits (the reference group is no S8DE8I); (b) personal characteristics, i.e., self-
stigma, disability acceptance, resilience, empahgial competency, and insight; (c)
environmental influences, i.e., social support societal stigma; (d) mental functioning, i.e.,
primary diagnosis (the reference group is moodrdex), age at onset, psychological distress,
and cognitive dysfunction; and (e) activities,,i&DL/IADL capacity.

For this study, demographic covariates were sép@feom and not entered with
personal characteristics. The rationale was teatajraphic factors are more static and less
amenable to change. In addition, for some demdigavariates (e.g., received SSDI, SSI, or
both versus did not receive SSDI or SSI), dichotosneariables were used. This was done in
order to retain power in the analysis while stakiating their contribution to the participation
model. HRA was used to examine the relative cbations of the five sets of ICF variables as
predictors of participation in persons with seva@ntal illness. The results of the analysis,
including values of change Rf (AR?), along with unstandardized regression coefficiB),
standard errors (SE B), and standardized coefti@hfor the predictor variables at each step
and in the final model are presented in Table 4.2.

In the first step of the regression analysis, dgraphic covariates (i.e., age, gender,
race/ethnicity, education level, employment stading] cash benefits) were entered. This set of

demographic covariates accounted for a signifieambunt of variance in participation scors,
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=.096,F (6, 187) = 3.30p = .004. An examination of the standardized par&glession
coefficients, race/ethnicity and education leveyrfd that they significantly contributed to the
change in variance in participation scores, With—153,t (193) = -2.07p = .039; angh =

.215,t (193) = 2.83p = .005, respectively. However, the relationshiween race/ethnicity

was negative, indicating that being Caucasian/whib@-Hispanic was associated with lower
levels of participation compared to non-white (eAdrican American/black, Native
American/Alaska Native, Asian/Pacific Islander, Ba&cial/Multi-Racial, Hispanic/Latino)
individuals. The positive association between atioa level and participation indicates that the
higher one’s education, the more that he or shigcpgzates in various life activities.

Personal characteristics (i.e., self-stigma, disglacceptance, resilience, empathy,
social competency, and insight) were entered irsdt®nd step of the regression analysis. This
set of variables accounted for a significant amadfirstdditional variance in participation scores
beyond that explained by the demographic covariatésred in step on&” = .156,AR* = .060,

F (6, 181) = 2.78p = .002. Social competency was found to signifigaodntribute to the
change in variance in participation scores, With.221,t (193) = 2.25p = .026. The results
indicate that social competency was positively aisged with participation, suggesting that
higher social competency was associated with greatdicipation.

Environmental influences (i.e., social support aadietal stigma) were entered in the
third step of the regression analysis. This setoiables accounted for a significant amount of
additional variance in participation beyond thgpleined by the demographic covariates and
personal characteristic variables entered in prevaepsi’ = .186,AR = .030,F (2, 179) =
2.93,p=.001. However, neither of the two variableshis tset was found to make an

independent contribution to participation.
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Table 4.2
Hierarchical Multiple Regression Analysis for Piet@in of ParticipationN = 194)

At Entry into Model Final Model
Variable R AR B SEB 8 B SEB g
Step 1 .096 .096t
Age 1.25 222 574 3.14 269 .118
Gender -1.29 4.22 -.022 -0.15 4.40 -.002
Race/ethnicity -998 481 -.153* -7.92 5.32122
Education level 3.24 114 .215% 1.16 1.43077.
Employment status 248 4.87 .040 -2.55 5.2942
Cash benefits -4.09 541 -.069 -1.20 5.73 0.02
Step 2 156 .060t
Self-Stigma 0.17 0.40 .039 0.74 0.44 172
Disability Acceptance -0.02 0.23 -.007 -0.11250. -.046
Resilience -0.03 0.45 -.005 -.038 0.46 -.079
Empathy 0.32 0.58 -.057 0.16 0.60 .028
Social Competency 1.35 0.60 .221* 1.03 0.61169
Insight 1.10 0.72 .118 1.23 0.75 .131
Step 3 .186 .039
Social Support 0.69 0.39 .149 .065 0.4040.1
Societal Stigma -0.33 0.22 -.130 -0.32 0.22129.
Step 4 206 .020
Primary Diagnosis -8.06 5.68 -.118 -7.65 5.66112
Age at Onset -0.93 1.26 -.064 -0.62 1.27 -.043
Psychological Distress 0.10 0.36 .028 0.02360. .005
Cognitive Dysfunction -0.24 0.19 -.119 -0.112®m. -.055
Step 5 217 .019
ADL/IADL Capacity -0.29 0.19 -.150 -0.29 0.19.150

Note:* p<.05; tp<.01;$p<.001
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Mental functioning variables (i.e., primary diagig) age at onset, psychological distress,
and cognitive dysfunction) were entered in the lostep of the regression analysis. This set of
variables accounted for a significant amount ofi@aithl variance in participation scores beyond
that explained by the demographic covariates, patstharacteristics, and environmental
influences entered in step thré&8,= .206,AR? = .020,F (4, 175) = 2.52p = .001. However, no
variables in this set were found to make an inddpetcontribution to participation.

In the final step, the activity variable (i.e., AIDADL capacity) was entered into the
regression analysis. The addition of the variagleounted for a significant amount of additional
variance in participation scores beyond that erpldiby the demographic covariates, personal
characteristics, environmental influences, and aldanhctioning factors entered in previous
stepsR = .206,AR? = .010,F (1, 174) = 2.53p = .001. However, the measure did not make an
independent contribution to participation.

The final regression model accounted for 22% efuairiance in QOL, which according
to Cohen’s standards for the behavioral sciencesrisidered a small effect size (Cohen, 1988;
1992). Although no specific measures independeamathiributed to predicting participation,
each predictor set as a whole was significant @djgting participation.

Model to predict QOL. The second HRA identified QOL as the criterion &hle and
six sets of ICF variables entered as predictosequential steps: (a) demographic covariates,
i.e., age, gender (the reference group is femiadeg/ethnicity (the reference group is white, non-
Hispanic), education level, employment status (gierence group is unemployed), and cash
benefits (the reference group is no SSDI nor §8))personal characteristics, i.e., self-stigma,
disability acceptance, resilience, empathy, samatpetency, and insight; (c) environmental

influences, i.e., social support and societal séig(d) mental functioning, i.e., primary diagnosis
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(the reference group is mood disorder), age attppsgchological distress, and cognitive
dysfunction; (e) activities, i.e., ADL/IADL capagijtand (f) participation in various life
activities.

For this study, demographic covariates were ségpdfeom and not entered with
personal characteristics. The rationale was teatafjraphic factors are more static and less
amenable to change. As with the participation mhatiehotomous variables were used to
evaluate individual contributions to the QOL mouagiile maintaining overall power. HRA was
used to examine the relative contributions of ikessts of ICF variables as predictors of QOL in
persons with severe mental illness. The resulte®fnalysis, including values of chang&in
(AR?), along with unstandardized regression coeffici€B), standard errors (SE B), and
standardized coefficientg)(for the predictor variables at each step anthéfinal model are
presented in Table 4.3.

In the first step of the regression analysis, dgraphic covariates (i.e., age, gender,
race/ethnicity, education level, employment statimsl cash benefits) were entered. This set of
demographic covariates did not significantly acadanvariance in QOL scoreB? = .061,F
(6, 187) = 2.02p = .065.

Personal characteristics (i.e., self-stigma, disglacceptance, resilience, empathy,
social competency, and insight) were entered irsdt®nd step of the regression analysis. This
set of variables accounted for a significant amadir@dditional variance in QOL scores beyond
that explained by the demographic covariates edtierstep onel = .355 AR = 2.94,F (6,

181) =8.31p < .001. Self-stigma, disability acceptance, renitie, and social competency were
found to significantly contribute to the changerariance in QOL scores, wifh=—.227t (193)

=_2.78p < .006;8 = .203,t (193) = 2.28p = .024;8 = .169,t (193) = 2.11p = .036; angh =
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.251,t (193) = 2.92p = .004, respectively. The results indicate thaadility acceptance,
resilience, and social competency were positivegpaiated with QOL, suggesting that higher
disability acceptance, resilience, and social caempy were associated with greater QOL.
Conversely, self-stigma was negatively associatiéad @QOL, indicating that higher self-stigma
was associated with lower QOL.

Environmental influences (i.e., social support aadietal stigma) were entered in the
third step of the regression analysis. This setoifables accounted for a significant amount of
additional variance in QOL beyond that explainedh®ydemographic covariates and personal
characteristic variables entered in previous steps,.502,AR? = .147F (2, 179) = 8.31p <
.001. Social support and societal stigma wereddoreach independently and significantly
contribute to the change in variance in QOL scongth f = .401,t (193) = 6.03p < .001; angs
=-.1841t(193) = -2.75p = .007, respectively. The results indicate thatasupport was
positively associated with QOL, suggesting thahbigsocial support was associated with
greater QOL. Conversely, societal stigma was megjgtassociated with QOL, indicating that

higher societal stigma was associated with lowet QO
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Table 4.3
Hierarchical Multiple Regression Analysis for Preain of QOL (N = 194)

At Entry into Model Final Model
Variable R AR B SEB 8 B SEB 5
Step 1 .061 .061
Age 213 122 .148 0.76 1.07 .053
Gender 2.13 2.32 .066 0.20 1.74 .006
Race/ethnicity -2.64 265 -.075 1.32 2.12 37.0
Education level 0.72 0.63 .089 -0.60 0.57 06.1
Employment status 511 2.68 .154 3.39 2.1402
Cash benefits -0.11 2.98 -.003 291 2.27 1.09
Step 2 355  .29%
Self-Stigma -0.53 0.19 -.227%t 0.01 0.18 .003
Disability Acceptance 0.25 0.11 .203* 0.021® .016
Resilience 0.44 0.21 .169* 0.12 0.18 .047
Empathy 0.15 0.27 .048 -0.17 0.24 -.056
Social Competency 0.83 0.28 .251f% 0.69 0.2209t
Insight 0.05 0.34 .009 0.14 0.30 .028
Step 3 502 147
Social Support 1.00 0.17 .401 0.88 0.16 .351
Societal Stigma -0.25 0.09 -.184% -0.20 0.09156*
Step 4 554 .052
Primary Diagnosis 0.30 2.30 .008 1.06 2.29029
Age at Onset -0.24 0.51 -.031 0.02 0.50 .000
Psychological Distress -0.60 0.14 -.312 -0.65 0.14 -.34t1
Cognitive Dysfunction 0.80 0.08 .075 0.1708. .162*
Step 5 570 .016
ADL/IADL Capacity -0.20 0.08 -.187* -0.18 0.08-.168*
Step 6 581 .01%
Participation 0.07 0.03 .120¢* 0.07 0.03120*

Note:* p<.05;1p<.01;+p<.001
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Mental functioning variables (i.e., primary diagig) age at onset, psychological distress,
and cognitive dysfunction) were entered in the lostep of the regression analysis. This set of
variables accounted for a significant amount ofi@altal variance in QOL scores beyond that
explained by the demographic covariates, persdrakbcteristics, and environmental influences
entered in step threB? = .554,AR? = .052,F (4, 175) = 12.069 < .001. Psychological
distress was found to significantly contributehe thange in variance in QOL scores, ith—
.312,t (193) = -4.16p < .001. The results indicate that psychologicsairdss was negatively
associated with QOL, indicating that higher psyolgatal distress was associated with lower
QOL.

In the fifth step, the activity variable (i.e., ADADL capacity) was entered into the
regression analysis. The addition of the varialgleounted for a significant amount of additional
variance in QOL scores beyond that explained by#reographic covariates, personal
characteristics, environmental influences, and aldahctioning factors entered in previous
stepsR? = .570,AR? = .016,F (1, 174) = 12.14p < .001. Activity was found to significantly
contribute to the change in variance in QOL scondth, f = —.187,t (193) = -2.56p = .011.

The results indicate that difficulty with complegiactivities was negatively associated with
QOL, indicating that greater difficulty with compileg activities was associated with lower
QOL.

In the final step, the participation (in varioife lactivities) variable was entered into the
regression analysis. The addition of the varialgleounted for a significant amount of additional
variance in QOL scores beyond that explained by#reographic covariates, personal
characteristics, environmental influences, mentatfioning factors, and activity variables

entered in previous stef® = .581,AR? = .011,F (1, 173) = 12.01p < .001. Participation was
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found to significantly contribute to the changevariance in QOL scores, wigh=.120,t (193)
=2.17,p=.032. The results indicate that participatiors wasitively associated with QOL,
indicating that higher participation in life actigis was associated with higher QOL.

The final regression model accounted for 58% efuariance in QOL. According to
Cohen’s standards for the behavioral sciencesidluignsidered a large effect size (Cohen, 1988;
1992). Once all other factors were controlledjacmmpetencyA = .209), social supporpE
.351), societal stigmg = —.150), psychological distregs£ —.341), cognitive dysfunctiorf &
.162), activity f = —.168), and participatior & .120) were found to be significant predictors of
QOL in adults with severe mental iliness. Soc@hpetency, social support, cognitive
dysfunction, and participation were positively asated with QOL, and societal stigma,

psychological distress, and activity were negagivelated to QOL.
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CHAPTER FIVE
Summary, Discussion, and Implications

In this chapter, a summary of the findings froms sgtudy, followed by a discussion and
possible explanations for the major findings, isvided. Limitations of this study that might
impact the interpretation and generalizability@search results are then considered. Finally,
implications and suggestions for clinical practeel future research are discussed.
Major Findings

This study used the ICF model as a framework ¢alipt participation and QOL for
adults with severe mental iliness. Specificalhg telationships among the variables of different
ICF components (i.e., personal factors, environaldattors, mental functioning, and activities)
were examined as they apply to adults with sevaretahillness and their engagement in life
activities (i.e., participation). Subsequentle IICF components (i.e., personal factors,
environmental factors, mental functioning, actesti and participation) and their relationships to
QOL were examined in adults with severe mentaé#b1 Based on the research design and
guestions, instruments were selected to measumthponents in the proposed models, and
suitable data analysis techniques were utilizedetrribe sample characteristics and observed
variables of the proposed full and expanded modelefs. Several major results are discussed.
Relationships Between ICF Predictors and Participadon

A correlational analysis was conducted in thislgtio evaluate the relationships between
the 19 predictor variables and the outcome variaibla the ICF model. Some significant
relationships were found. Small-to-medium positiekationships were observed between
participation and the following ICF predictors: @liglity acceptance, resilience, empathy, social

competency, insight, and social support. Somelsmeghtive relationships were observed
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between participation and these ICF predictorsiesalcstigma, cognitive dysfunction, and
ADL/IADL capacity. Also notable were small-to-la&gelationships involving the personal and
environmental factors of self-stigma, disabilitxeptance, resilience, empathy, social
competency, insight, social support, and soci¢igina. It seems logical that people with
greater participation have higher social competeamyinsight and perceive less societal stigma
in the environment. The findings indicated thahsovariables may overlap but not to such a
degree that the variables appeared to measuraitie cnstruct.
Factors Contributing to Participation

In the primary analyses, HRA was used to invetipaw different ICF variable sets
may contribute to participation for adults with eex mental illness. The predictor variables of
the ICF model were divided into four major groupstching the different components of the
model, and HRA was used to assess the contribafieach construct. Specifically, it was
hypothesized that the five sets of variables—deaigc covariates, personal characteristics,
environmental influences, mental functioning valeaband ADL/IADL capacity—would each
contribute significantly to a prediction of parpeation. Overall, the final regression model only
accounted for 22% of the variance in participasoares, which is considered a small effect size
according to Cohen’s (1988) standards. In additranvariables were significant independent
predictors of participation in the final model. el'tfCF variables found to be significant
contributors to prediction of participation ovehets are discussed in the following sections.

Demographic covariates.The first step of the regression model consisted of
demographic covariates—specifically, age, gendee/ethnicity, education level, employment
status, and cash benefits (SSDI and/or SSI)—that Bhown associations with participation and

severe mental iliness in the literature. The tegadicated that demographic characteristics
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accounted for 10% of the variance in participasoares for this sample of adults with severe
mental illness. At the initial entry into the méd®ace/ethnicity (i.e., Caucasian/white versus
non-white) and education level, independently anted for the participation variance over and
above the other demographic covariates. Spedyfidaing Caucasian/white was associated
with lower levels of participation compared to nohite (i.e., African American/Black, Native
American/Alaska Native, Asian/Pacific Islander, Ba&cial/Multi-Racial, Hispanic/Latino)
individuals. Education level was positively assted with participation, indicating that higher
levels of education are associated with a highgreeof participation in life activities.

Personal characteristics.In the second step of the analysis, personal cteistocs—
self-stigma, disability acceptance, resilience, athy, social competency, and insight—were
entered into the regression equation. This grdyaables accounted for a significant amount
of additional variance in participation (6%) ove&daabove that already explained by
demographic covariates. In the preliminary anay#®e correlation matrix (see Table 4.1)
showed small-to-medium positive correlations betwearticipation and personal
characteristics, i.e., disability acceptance, imsile, empathy, social competency, and insight (
=.128 to .317). However, only social competemdependently accounted for a significant
amount of the variance in participation over andvaball the other variables entered into the
model, suggesting that increased social competeasyrelated to higher levels of participation.

Environmental influences. In the third step of the analysis, environmentfliences—
societal stigma and social support—were enterexdtire regression equation. This group of
variables accounted for an additional amount ofawene in participation (3%) over and above
that already explained by demographic and perdantirs. In the preliminary analyses, the

correlation matrix (see Table 4.1) showed smalltp@scorrelations between participation and
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social supportr(= .415), whereas the relationship between participaocietal stigmar (= —
.243) was negative. Neither social support noresalcstigma independently accounted for a
significant amount of the variance in participation

Mental functioning. In the fourth step of the analysis, disability-tethvariables—
primary diagnosis, age at onset, psychologicatelst and cognitive dysfunction—were entered
into the regression equation. The results indecttat disability-related characteristics
accounted for 2% of the variance in participatiednd that accounted for by demographic,
personal, and environmental characteristics. émptieliminary analyses, the correlation matrix
(see Table 4.1) showed small negative correlati@taeen participation and disability-related
characteristics, including primary diagnosis (ipsychotic versus mood disorder) and cognitive
dysfunction { = —.156 to —.189). None of the mental functioniagiables independently
accounted for the participation variance over dmava the other disability-related
characteristics.

ADL/IADL capacity. In the final step, measures of skills/abilities—oounication,
mobility, self-care, interpersonal interaction arthtionships, and live activities—were entered
into the regression equation. These variableswaxted for 1% of additional variance in
participation over and above that already explaingegdrevious sets of variables. In the
preliminary analyses, the correlation matrix (sebl& 4.1) showed a small negative correlation
between participation and ADL/IADL capacity£ —.228). ADL/IADL capacity did not
independently account for the participation vareanc

Full participation model. Although there were no individual significant pretdrs of

participation at the final regression model, eamhstruct or set of variables was successful at
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predicting participation throughout the model. 8fpeally, it accounted for 22%, which is
considered a small, but significant, effect size.

Discussion. Attempting to evaluate the ICF model posed numeobadienges. For
instance, when attempting to limit the number efis in the survey so as not to overwhelm
participants, shorter measures were usually selebtmvever, when they were not readily
available, available measures were utilized andtshed for this study. Some items within the
selected measures were extremely similar (if nentidal) to items in other measures, in which
case it was only included in one, not both instm®éor use in this study. In addition, the
variables of two of the ICF constructgtivitiesandparticipation were not as clearly defined as
other variables in the model, which presented scmafienges regarding the lack of available
reliable measures for them. Hence, it may bettfemeasures do not fully capture the intended
constructs or measure all the aspects under tfexeht constructs. This study provided limited
support for the structure of the ICF as a prediofgrarticipation. One of the ICF constructs,
i.e., personal factors was able to predict pamiogn, initially; however, no ICF constructs were
able to independently predict participation in fimal model.

Relationships Between ICF Predictors and QOL

In this study, a correlational analysis was comeltito evaluate the relationships between
the 20 predictor variables and one outcome varifibte the ICF model. Some significant
relationships were found. Small-to-large positigkationships were observed between QOL and
the following ICF predictors: disability acceptanocesilience, empathy, social competency,
social support, and participation. Some mediurtatge negative relationships were observed
between QOL and these ICF predictors: self-stiggnaletal stigma, psychological distress,

cognitive dysfunction, and ADL/IADL capacity. Alsmtable were small-to-large relationships
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involving the personal and environmental factorsadf-stigma, disability acceptance, resilience,
empathy, social competency, insight, social supod societal stigma. It seems plausible that
people with a higher degree of disability acceptaged resilience, who report less societal and
internalized stigma, and participate to greatereegvithin their community, would experience a
higher quality of life. According to the study éiimgs, although some variables overlapped, it
was not enough to indicate that the variables appea measure the same construct.
Factors Contributing to QOL

In the primary analyses, HRA was used to invetitpaw different ICF variable sets
may contribute to QOL for adults with severe meillaéss. The predictor variables of the ICF
model were divided into five major groups, matching different components of the model, and
HRA was used to assess the contribution of eachktaart. Specifically, it was hypothesized
that the six sets of variables—demographic covesigiersonal factors, environmental factors,
mental functioning variables, ADL/IADL capacity, dparticipation—would each contribute
significantly to a prediction of QOL. Overall, tfieal regression model accounted for 58% of
the variance in QOL scores, which is considereat@el effect size according to Cohen’s (1988)
standards and provided good support for the usleediCF model in predicting QOL for adults
with severe mental illness. The results suggeasiadpersonal characteristics (social
competency), environmental influences (social supgied societal stigma), mental functioning
variables (psychological distress and cognitivehalystion), ADL/IADL capacity (activities),
and participation (in various life activities) aceed for the variance in QOL; however,
demographic covariates were not found to be sicanifi factors. The various reasons why
several variables in the ICF were found to be $icgmt contributors to prediction of QOL over

others for this study are discussed in the follgngections.
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Demographic covariates.The first step of the regression model consisted of
demographic covariates—specifically, age, gendee/ethnicity, education level, employment
status, and cash benefits (SSDI and/or SSI)—that khown associations with participation and
severe mental illness in the extant literaturee fiésults indicated that demographic
characteristics accounted for 6% of the variand@@L scores for this sample of adults with
severe mental illness. At the initial entry inth@ tmodel, no demographic variables accounted
for a significant amount of variance over and abtbneother demographic characteristics. One
explanation could be that when looking at a peesoa whole, other variables, such as personal
and environmental factors become more importamt teanographics. This is an important
factor, as demographics are often difficult, ibHitpossible, to change.

Personal characteristics.In the second step of the analysis, personal cteistocs—
self-stigma, disability acceptance, resilience, athy, social competency, and insight—were
entered into the regression equation. This grdyaables accounted for a significant amount
of additional variance in QOL (29%) beyond thatlexped by demographic factors. In the
preliminary analyses, the correlation matrix (sebl& 4.1) showed small-to-medium positive
correlations between QOL and personal charactesijste., disability acceptance, resilience,
empathy, and social competency=(.243 to .447) and a medium negative correlatemvben
QOL and self-stigmar (= -.403), which independently accounted for a digamnt amount of the
variance in QOL beyond the other variables enterexdthe model, suggesting that increased
disability acceptance, resilience, empathy, antasocompetency, and decreased self-stigma
were related to higher levels of QOL. Overallstbiudy supported the finding that psychosocial
factors play a significant role in the relationshgtween severe mental iliness and QOL.

Previous studies (e.g., Ferrin et al., 2010) héneve that disability acceptance helps people
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transcend the psychosocial consequences or effebtssing a disability, such as severe mental
iliness. Literature has also shown that disabditgeptance and resilience are highly correlated.

Environmental influences. In the third step of the analysis, environmentfliences—
social support and societal stigma—were enterexdtire regression equation. This group of
variables accounted for a significant amount ofiaaithl variance in QOL (15%) over and
above that already explained by demographic ansbpaf characteristics. In the preliminary
analyses, the correlation matrix (see Table 4.&)veldl large positive correlations between QOL
and social support £ .539), whereas the relationship between QOL acttal stigmar(=—
.391) was negative. Both social support and salcgtigma independently accounted for a
significant amount of the variance in QOL over abdve all the other variables entered into the
model, suggesting that increased social supportanctased societal stigma were related to
higher levels of QOL.

As expected, social support was found to be afgignt predictor of QOL. The results
of this study were consistent with other studied trave found that social support contributed
unique variance in psychosocial adaptation to @I9.( Livneh & Wilson, 2003). Positive
associations between social support and rehalmhiaelated outcomes have been shown in
previous studies, such as QOL in people severeahiéiness (Baker et al., 1992; Greenberg et
al., 2006; Hanson et al., 1999; M. Smith & Greegbh&007). In this study, the set of societal
stigma also accounted for unique variance in Q@éradontrolling for the variance explained by
other ICF variables. As expected, societal stigraa found to be a significant predictor of
QOL. Societal stigma is so prevalent that adulth severe mental illness may experience
difficulty integrating into society, including fimag and maintaining employment and

experiencing lower QOL (Link, 1987). On a positivate, studies have suggested that the
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negative effects of stigmatization were moderateddzial support.

Mental functioning. In the fourth step of the analysis, disability-tethvariables—
primary diagnosis, age at onset, psychologicatelst and cognitive dysfunction—were entered
into the regression equation. The results indecttat disability-related characteristics
accounted for 5% of the variance in QOL beyond #tabunted for by demographic covariates,
personal characteristics, and environmental infteen With the addition of this predictor set,
the independent contributions of social competescgial support, and societal stigma were
reduced, and the contributions of education lemdl@mployment status were no longer
significant in the overall regression model. Ie fhreliminary analyses, the correlation matrix
(see Table 4.1) showed small-to-large negativeetattions between QOL and disability-related
characteristics, including psychological distresd eognitive dysfunctiornr (= —.251 to —.508).
Only psychological distress independently accoufdethe QOL variance over and above the
other disability-related characteristics, suggestirat increased psychological distress was
related to lower QOL. Similar to previous studiBsowne et al., 1996; Ho et al., 1998), this
found that psychiatric symptoms are inversely dateel with QOL.

ADL/IADL capacity. In the fifth step, a measure of skills/abilitiessaentered into the
regression equation. These variables accounteghfadditional amount of variance (2%) in
QOL beyond that already explained by previous gkt@riables. In the preliminary analyses,
the correlation matrix (see Table 4.1) showed aiumedhegative correlation between QOL and
ADL/IADL capacity (i.e., incapacityy = —.456). ADL/IADL capacity was found to contrileut
significantly to the variance in QOL. Greater aiffity with the ability to complete
ADLSs/IADLs was associated with lower QOL. Studies/e shown an inverse effect between

activities (incapacity) and QOL (Heinrichs, HanlénCarpenter, 1984).
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Participation. In the final step, a measure of participation ie &ctivities was entered
into the regression equation. These variableswated for 1% of additional variance in QOL
over and above that already explained by previetsd variables. Participation was found to
contribute significantly to the variance in QOL.

Full QOL model. There were several factors that independently daried to the
variance in predicting QOL, primarily social comgety, social support, societal stigma,
psychological distress, cognitive dysfunction,attj and participation. The final regression
model accounted for 58% of the variance in QOL,aokhs a large effect size. It is particularly
interesting that although the participation modmlaunted for a small effect size, when put into
the QOL model it remains significant.

Discussion. As previously stated, there were a numbestallenges in trying to evaluate
the ICF, including the use of shorter measuresiteshimg measures for this study, and working
with constructs that were not clearly defined dfedentiated (e.gactivitiesandparticipation).
This study provided support for the structure & IGF as a predictor of QOL. All of the ICF
constructs, i.e., personal factors, environmerietiors, mental functioning, activities, and
participation predicted QOL.

Limitations

There are several limitations that should be takenconsideration when interpreting the
results of this study. The present study has sélieritations related to the methodology,
including sampling method, research design, anduments utilized.

Sampling method. Generalizability of the findings was limited betuse of a non-
random convenience sample through clubhouses. stimgy was conducted at each clubhouse

during regular work hours (i.e., Monday throughdgyi from 9 a.m. to 5 p.m.), when the
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clubhouse was open, and members were present.ressilg, this study may have excluded
clubhouse members who were otherwise engaged itogment- or education-related activities.
In addition, clubhouse members may be differenthfadher individuals with severe mental
illness within the community. For example, clubkeumembers may engage in more
community participation than those who receive ises/from other agencies (e.g., ACT, CSP)
in their homes.

Research design.By using a cross-sectional design, directionalityhe effects of
causality among variables cannot be determinece r@ason is that no variables were
manipulated; rather, variables were examined geaific point in time.

Instruments. The surveys relied on self-report data, makingéselts vulnerable to
“affective bias, poor insight, and recent life ets&ghespecially with regard to QOL (Atkinson,
Zibin, &Chuang, 1997, p. 99). Conversely, howegetf-report measures were reported as
useful in predicting functional outcomes (Eisemlet2011). In addition, adults with severe
mental illness often experience cognitive dysfuotiiMartinez-Arén et al., 2004), which may
adversely affect the reliability or validity of siry responses. One reason may be that positive
mixed with negative wording on items may confusvituals with severe mental illness. This
may further impact their ability to accurately asséctors within the ICF constructs such as
their personal characteristics, environmental grilces, mental functioning, activity,
participation, and overall QOL, when compared toaaoration reporters, such as their family
members or service providers (Wang, 2011). Finallyvey length may have negatively
affected the quality of the data and rate of respdfrede, 2010). This study maintained 190
total survey questions; therefore, participantspases to questions may have been tainted.

Implications
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Implications for Clinical Practice

The findings from the present study, suggest s¢velevant implications for directing
and informing clinical practices in psychiatric addilitation as well as other allied fields. To
promote rehabilitation outcomes, including psycluacadjustment, full community integration,
and overall QOL for adults with severe mental sisemore evidence-based treatments should be
developed and utilized.

The ICF model was successful in predicting pgyéition for adults with severe mental
illness. Although no individual measures remaisigghificant predictors of participation in the
full model, some notable associations surfacedhduhe initial steps of HRA, specifically,
between social competency and participation. Bt a novel finding, as the literature is rich
with findings that individuals with severe mentiless often lack social skills which in turn
appears to hinder their ability to fully integrdte participate) in society (e.g., Gittelman-Klein
& Klein, 1969). Social competency was also a sigant predictor of QOL in the final
expanded model. Thus, clinical interventions thatis on social competency training seem
warranted. Ways that this could be addressed nmghtde, initial skill training in therapy,
followed by skill practice in therapy and with netlisupports (e.g., family, friends), and finally
generalizing these skills to everyday life. Inertb assess for generalization, the recipient
might keep a journal and detail responses to iatenas or record the interactions and review
them in subsequent therapy sessions. Liberman@982) have long advocated for the use of
social skills training to enhance social competenandividuals with severe mental illness. As
a result numerous agencies, including clubhougemapt to foster a safe environment where
individuals with severe mental illness can develapnecessary social skills to be successful in

obtaining and maintaining employment (ICCD, 2010).
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The ICF model was also successful in predictind-@é adults with severe mental
illness, with numerous variables contributing inelegiently to QOL in the final expanded model.
Specifically, social competency, social supportisial stigma, psychological distress, cognitive
functioning, ADL/IADL capacity, and participatiorontributed significantly to the variance in
predicting QOL for adults with severe mental illsedVays to promote social competency was
previously discussed; the other variables will Bdrassed individually below.

Social support has been associated with QOL (G®exgret al., 2006; Hansson et al.,
1999; M. Smith & Greenberg, 2007) in adults witkex® mental illness. In addition to social
competency training, which may in turn increase'®petential to obtain and maintain adequate
social support, interventions directed at enhansiogal support might prove beneficial for
individuals with severe mental illness. As sodistegma has been shown to negatively impact
QOL (Link, 1987), efforts to reduce stigma woul@isebeneficial for individuals with severe
mental illness. Social supports appear to medmaegative effects of societal stigma. Social
skills training with the focus of self-advocacy tserve to decrease societal stigma as well.

Adults with severe mental illness experience vagyevels of psychological distress
(Browne et al., 1996; Ho et al., 1998), which negdy impact QOL. Treatment focusing on
ameliorating symptoms of distress (i.e., depresgsgchosis, mania) could assist with
increasing levels of QOL. Interestingly, cognitihgsfunction was directly related to QOL,
suggesting that greater cognitive dysfunction soamted with greater QOL. However, it could
be that cognitive dysfunction distorts the indiatls negative perceptions and in turn allows the
individual to view other aspects of his or her liiea more positive light, or it may be that other
factors ameliorate cognitive dysfunction. Regassleéreatment efforts aimed at decreasing

psychological distress via medication, therapy, ather intervention methods seem appropriate.



86

Finally, QOL was inversely related to ADL/IADL cagity (i.e., incapacity) and
positively related to participation. Interventicsisned at increasing community participation in
meaningful activities and decreasing the barriensarticipation (i.e., incapacity) could serve to
promote QOL in adults with severe mental illnes&gencies, such as clubhouses could promote
peer support to encourage participation in lifevatees. This type of intervention would serve to
promote participation for all individuals. Thosembers who are more independent could serve
to assist those members that require assistanceirn, both individuals would be participating
more in the community, as well as socializing more.

Implications for Future Research

The findings from this study provide support foe tuse of the ICF model as a framework
to predict participation and QOL for adults witlbveee mental illness. Important to note is that
this study is a descriptive, correlational studherefore, the causality of the relationships
between predictor and outcome variables could aatdnified. In order to ascertain actual
causal relationships, longitudinal research is semgy. It can also be utilized to evaluate
prediction of QOL for other CID populations. Sutpgent to assessing QOL, more specific
rehabilitation outcomes could be evaluated for ®dulth severe mental illness, such as
HRQOL.

The ICF model is considered a comprehensive manatkworthy of empirical research;
however, to date, the research has focused pryr@ariconceptual and theoretical studies. There
are some notable overlaps and ambiguities witren@¥ constructs, which require clarification,
validation, and operationalization. Valid measdmshe ICF constructs would also be useful,
especially for the differentiation between actegtiand participation. Linking future ICF-based

studies to the existing literature is also suggeste
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Conclusion

This study is novel in that it was the first tgpgpthe ICF model to a sample of adults
with severe mental illness in order to better ustdard their participation in the community and
subsequent QOL. The study was partially successiutilizing the ICF model to predict
participation for adults with severe mental illnegdthough some individual factors surfaced as
significant contributors to variance in the initseps of HRA, none maintained significance in
the full model. Overall, the study provides googort for the usefulness of the ICF model as
an interactive and holistic framework for predi€ddDfor adults with severe mental illness,
suggesting that the concept of QOL outcome needsytan multiple factors, including
demographics, personal characteristics, environmhé@rftuences, mental functioning, activities,
and participation. Demographic, personal, envirental, and mental functioning factors
accounted for 55% of the variance in QOL scordasismstudy. In particular, social suppgftX
.351) was the strongest independent predictor dof @@he final regression model. However, it
was the set of personal characteristit® (= .294) variables that accounted for the highest
amount of variance in the QOL scores. This findingports the validation of the model as a
predictor of QOL for adults with severe mentales and supports the use of this model in the
development of effective interventions for adulihwsevere mental illness. Further research is
needed to explain the complex relationships obfa@cimpacting participation and QOL for

adults with severe mental illness.
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UNIVERSITY OF WISCONSIN-MADISON

Research Participant Information and Consent Form

Title of the Study: Using the World Health Organization’s Internatio@dssification of
Functioning, Disability, and Health (ICF) Model a$ramework to Predict Participation and
Quality of Life (QOL) in Adults with Severe MentHiness

Principal Investigator: Dr. David Rosenthal (608-262-47 7#osenthal@education.wisc.gdu

Student ResearcherMs. Jennifer Sdnchez (emajsanchez5@wisc.edlu

DESCRIPTION OF THE RESEARCH

You can participate in the study if you:
(1) are an adult (aged 18 years or older),
(2) have a severe mental iliness, and
(3) can read or write at a &' grade level or above.

We want to know about your:
(1) mental health,
(2) skills and abilities,
(3) social supports,
(4) beliefs about societal attitudes,
(5) independent living skills,
(6) community participation, and
(7) life satisfaction.

WHAT WILL MY PARTICIPATION INVOLVE?

Your participation is completely voluntary. YoulWe asked to complete one (1) survey
packet. It will take about 45 minutes.

ARE THERE ANY RISKS TO ME?

There are no risks associated with this research.

ARE THERE ANY BENEFITS TO ME?

There are no direct benefits to you.
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WILL | BE COMPENSATED FOR MY PARTICIPATION?

You will receive a $10 Wal-Matrt gift card for panipating in this study.

HOW WILL MY CONFIDENTIALITY BE PROTECTED?

Your responses will be completely confidential. @e not requesting any identifying
information. Place the completed survey in thevgted envelope. Return the envelope to the
researcher. The researcher will then hand yogitheard.

Only the investigators will manage the datasepulblished, only group information and
aggregated results will be included.

WHOM SHOULD | CONTACT IF | HAVE QUESTIONS?

You may ask any questions about the research dirany

If you have questions after you leave today, yawushcontact:
(1) Ms. Jennifer Sanchez (Student Researchgaathez5@wisc.edu or
(2) Dr. David Rosenthal (P1) at (608) 263-594praildrosenthal@education.wisc.edu

Contact the Education and Social/Behavioral Sciénsgtutional Review Board (IRB) Office at
the University of Wisconsin-Madison at (608) 2632a3f you:

(1) are not satisfied with the responses fronréisearch team, or

(2) have questions regarding your rights as aarebeparticipant

If you have questions about your mental health, pkse contact:
- Local mental health care provider information provided

Check the box below to indicate that you:
(1) have read and understand the consent form,
(2) had an opportunity to ask any questions apout participation in this research, and
(3) voluntarily consent to participate in thiseasch study.

* Please check the box before starting the survey.

Survey Number Date
Thank you very much for your time and participatinrhis study!

You will receive a copy of this form for your recis:
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SECTION 1: Demographic Information

General Socio-Demographic Questions:

Instructions: Please select the response that best describderysach question.

1.

Age(in
years)

18-25
26-37
38-49
50-64
65+

Gender:

Male
Female
Transgender

Race:

Caucasian/White

African American/Black

Native American/Alaska Native
Asian/Pacific Islander
Bi-Racial/Multi-Racial

Ethnicity:

Hispanic/Latino
Not Hispanic/Latino

Education
(highest level
completed)

Up to 8" grade

Some high school, no diploma

High school graduate, diploma, or the like (for myde: GED)
Some college credit, no degree
Trade/technical/vocational training

Associate’s degree

Bachelor’'s degree

Graduate degree

Marital
status:

Single, never married
Married/domestic partnership
Separated or divorced
Widowed

Employment
status:

Employed for wages
Self-employed

Unemployed, looking for work
Unemployed, not looking for work
Homemaker

Student

Military

Retired

Hours
worked
(average per
week)

OO0OO0OO0O0OO0OO0ODO0ODO0ODO0ODO0OO0O0OOO0OO|IOOO0OO0ODO0OODOO|0OO0O|0OO0OO0OO0OO0O|0OOO|OOOOO

1-14
15-34
35-40
40+
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Cash
benefits:

Social Security Disability Insurance (SSDI)
Supplemental Security Income (SSI)

Health
benefits:

Employer-based
Self-insured
Medicare
Medicaid

No insurance

Religious
affiliation:

OO0 O0OO0OO0O0|0OO0OO0OO0OO0O|0O0

(@)

Christian (for example: Catholic, Baptist, Protesta
Jewish

Muslim

Hindu

Buddhist

Other

(Please fill-in above)
None

Disability-Related Questions:

Instructions: Please select the response that best describesijation.

Posttraumatic Stress Disorder (PTSD)
Obsessive-compulsive Disorder (OCD)
Substance Abuse

Hypothyroidism

Chronic Obstructive Pulmonary Disease (COPD)
Hepatitis C

Fluid/electrolyte disorders

Obesity

9. Age, in o Under 10
years, at o 10-14
onset(when o 15-19
first o 20-24
diagnosed) o 25-29
o 30-40
o 40+
10. | Primary 0 Schizophrenia
Diagnosis: 0 Schizoaffective Disorder
o Bipolar Disorder
0 Major Depression
Secondary o Learning disability
conditions 0 Anxiety
(all that o Traumatic Brain Injury (TBI)
apply}) o Spinal Cord Injury (SCI)
0
o]
o]
o]
o]
o]
o]
o]
0

Other

(Please fill-in above)
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SECTION 2: SCL-K-9

Below is a list of problems people sometimes heRead each one carefully. Circle only one
number for each problem. Do not skip any itemsadrthe example before you begin. If you
have any questions, please ask them now.

Instructions: Circle the number of the response that best descHOW MUCH THAT
PROBLEM HAS DISTRESSED OR BOTHERED YOU DURING THRA®T 7 DAYS
INCLUDING TODAY.

5=Extremely 4 =Quiteabit 3 =Moderatg 2=Alittle bit 1= Notat all

EXAMPLE

Ex.1 | Body aches 5141321

HOW MUCH WERE YOU DISTRESSED BY:

temper outbursts that you could not control? 5

feeling blocked in getting things done?

worrying too much about things?

(A)Oowl\.)

your feelings being easily hurt?

g

feeling that you are watched or talked aboubters? 5

feeling tense or keyed up? 5

heavy feelings in your arms or legs?

feeling nervous when you are left alone?

IS AN
wbhwrn .[;C_J&)

RIBIR|PPRINIR|-

© 2N GRWNE

ammbbmmm
Nlco|WIN

feeling lonely even when you are with people?
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SECTION 3: SSTICS
Below is a series of questions on memory and cdretgon problems that you may have
experienced while going about your everyday adtigit We would like you to estimate how
often you have noted such problems recently.

Instructions: Circle the number that best describes your expegien

5 = very often 4 = often 3 = sometimes 2=rael 1=never

1. Have you noticed any difficulty remembering tisf 5/ 4 3 2 1

2. Do you have difficulty remembering informatidrat is freshly 514|321
receivedand that must be use@smediately such as a telephone
number, an address, a room number, a bus routeerwnh doctor’s
name?

3. Do you have difficulty memorizing things, suchagrocery listora|5 | 4| 3| 2| 1
list of names?

4. Do you ever forget things, such as a date wititead or adoctor's |5 | 4| 3| 2| 1
appointment?

5. Do you forget to take your medication? 5(4|3 2|1

6. Do you have difficulty remembering informatidrat you read inthe 5 | 4| 3| 2| 1
newspapers or hear on TV?

7. Do you have difficulty doing household choresepairs? For 514|321
example, do you ever forget how to cook things batwngredients
go into a recipe?

8. Do you have difficulty remembering how to gethe hospital orthe| 5 | 4| 3| 2| 1
outpatient clinic or even to your own place?

9. Do you have difficulty remembering the namesvefi-known 5(4|3] 2|1

people, such as the President?

10. Are you absent-minded or up in the clouds? example, youlose |5 4| 3| 2| 1
your train of thought in a conversation becauseamudistracted or
you have a hard time focusing on what you are negdi

11. Do you have difficulty being on the alert oacéng to unexpected |5 4| 3| 2| 1
situations? For example, a fire alarm or a carrtilishes by suddenly
as you are crossing the street.

12. Do you have difficulty making out what's impant whenyouare |5|4| 3| 2| 1
presented with different bits of information sinaieously? For
example, the name of your medication or your nextal’s
appointment while two people are talking about musiarby.

13. Are you unable to do two things at once? Kkangle, memorizean5 |4 | 3| 2| 1
address while making coffee, or count the moneyour wallet
while the pharmacist explains your medication ta.yo

14. Do you have trouble focusing your attentiorttsame thingfor |5 (4| 3| 2| 1
more than 20 minutes? For example, at a conferenadook
reading or during a lesson in a classroom.
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15.

Do you have difficulty planning out your actigs as easily as you
used to? For example, charting an itinerary fatirgg someplace,
making a budget for the month, preparing mealspaking time for
laundry.

16.

Do you have difficulty coordinating your movemeand actions of
everyday life as easily as you used to? For exanuging the
telephone, doing some shopping, running erran@pgping meals,
doing housework, doing laundry, using transportgtaning home
repairs.

17.

Do you have difficulty changing your movemeidkscisions or ways
of doing things if you are asked to doaw you agre® For
example, you agree to do so but it is hard bec#uis®@o longer the
same.

18.

Do you have difficulty finding your words, fonng sentences,
understanding the meaning of words, pronouncinglg;asr naming
objects?
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SECTION 4: 1S

Instructions: Please read the following statements carefullycl€ithe number which best
applies to you.

3 = Agree 2 = Unsure 1 = Disagree
1. Some of my symptoms were made by my mind. 231
2. | am mentally well. 3121
3. | do not need medication. 3(2]1
4, My stay in the hospital was necessary. 23 1
5. The doctor is right in prescribing medication rioe. 3121
6. | do not need to be seen by a doctor or psyistiat 3121
7. If someone says | have nervous or mental heatthlems, they wouldbe (32 |1
right.
8. None of the unusual things | experienced aretduey mental health 3121
problems.
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SECTION 5: MSPSS
We are interested in hoyou feelabout the following statements.

Instructions: Read each statement carefully. Circle the nuntisridest describes how you feel
about each statement.

7 = Very Strongly Agree 6 = Strongly Agree 5 = Mdly Agree 4 = Neutral
3 = Mildly Disagree 2 = Strongly Disagree 1 = Vergtrongly Disagree
1. There is a special person who is around when ineneed. 7.9 5 4 3 P21
2. There is a special person with whom | can shar¢oys 76|54 3| 21
and sorrows.
3. My family really tries to help me. 7 6 5 |4 3 |2
4, | get the emotional help and support | need froyrfamily. 7| 6] 5| 4 3] 21
5. | have a special person who is a real sourcewfforttome. | 7 6 5 4 3 P1
6. My friends really try to help me. 7 6 514 3 |2
7. | can count on my friends when things go wrong. 71654 3| 21
8. | can talk about my problems with my family. |54 3| 2|1
9. I have friends with whom | can share my joys andoses. 71654 3| 21
10. There is a special person in my life who catesut my 76|54 3| 21
feelings.
11. My family is willing to help me make decisions. 7165 4 3| 21
12. I can talk about my problems with my friends. @G| 5|4 3| 21
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SECTION 6: PDD
We are interested in whgbu thinkmost people believe about the following statements

Instructions: Read each statement carefully. Circle the nuntisridest describes how you feel
about each statement.

6 = Strongly Agree 5= Agree 4 = Slightly Agree
3 = Slightly Disagree 2 = Disagree 1 = Stronglyigagree

1. Most people would willingly accept a person witlental health |6 | 5| 4| 3| 2| 1
problems as a close friend.

2. Most people believe that a person who has redeivental health 6 | 5| 4| 3| 2| 1
treatment is just as intelligent as the averagsquer

3. Most people believe that a person with mentalthgroblemsis|6 | 5| 4| 3| 2| 1
just as trustworthy as the average citizen.

4, Most people would accept a fully recovered pemsdh mental |6 |5 4| 3| 2| 1
health problems as a teacher of young childrenguldic school.

5. Most people feel that seeking mental healthtrimeat isa signof{ 6 | 5| 4| 3| 2| 1
personal failure.

6. Most people would not hire a person with mehéallth problemg 6 | 5| 4| 3| 2| 1
to take care of their children, even if he or shd heen well for
some time.

7. Most people think less of a person who has vedemental 6(5/4| 3| 2 1
health treatment.

8. Most employers will hire a person with mentadltie problemsif| 6 | 5| 4| 3| 2| 1
he or she is qualified for the job.

9. Most employers will pass over the applicatiomgerson with |6 |5 4| 3| 2| 1
mental health problems in favor of another applican

10. Most people in my community would treat a paragth mental |6 | 5| 4| 3| 2| 1
health problems just as they would treat anyone.

11. Most young people would be reluctant to dateesmne who has |6 | 5| 4| 3| 2| 1
received mental health treatment for serious mdrgalth
problems.

12. Once they know a person has received mentdhitesatment, |6 | 5| 4| 3| 2| 1
most people will take his or her opinions lessaesiy.
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SECTION 7: SSS-S

Instructions: Read each statement below and circle the numbeddsaribes to what extent you
agree or disagree with the statement.

4 = Strongly Agree 3 = Agree 2 = Disagree 1 =r8ngly Disagree

1. My identity as a mental health consumer is @énrto me. 4 3 2 1

2. My identity as a mental health consumer incac®nvenience in my 41321
daily life.

3. The identity of being a mental health consuragits my life. 4 3 2 1

4. | feel uncomfortable because | am a mental healhsumer. 4 3 2 1

5. | fear that others would know that | am a mehgslth consumer. 1 B 2 1

6. | feel like | cannot do anything about my memtehlth consumer status, |4 (3 |2 |1

7. | estrange myself from others because | am d@ahkaalth consumer. A 3 2 1

8. | avoid interacting with others because | amemtal health consumer. 4 |3 |2

9. | dare not to make new friends lest they fintlitbat | am a mental healthd | 3| 2| 1
consumer.




SECTION 8: BRS

Instructions: Please indicate the extent to which you agree @atth of the following

statements.
Use the following scale:

5 =Strongly Agree 4 =Agree 3 = Neutral 2 = Disagree

120

1 = Strongly Disagree

1. | tend to bounce back quickly after hard times. 5|4 2] 1
2. | have a hard time making it through stresshalres. 5 4 2 1
3. It does not take me long to recover from a sfté®vent. 5@ 4 2 1
4. It is hard for me to snap back when somethirtyHzppens. 5 4 2 1
5. | usually come through difficult times with léttrouble. 5 4 4 1
6. | tend to take a long time to get over set-backay life. 54 2] 1
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SECTION 9: ADS-R

Instructions: Read each statement below. Circle the numbed#sairibes to what extent you
agree or disagree with the statement.

4 = Strongly Agree 3 = Agree 2 = Disagree 1 =r8ngly Disagree

1. With my mental health problems, all areas oflifieyare affected in 41312|1
some major way.

2. Having my mental health problems, | am unabldadhings like people| 4 | 3| 2| 1
without mental health problems do.

3. Mental health problems or not, | am going to engkod in life. 4 3 2 1

4, Because of my mental health problems, | hatle tib offer people. 4 3 2 1

5 A person with mental health problems is restdadh certain ways, but |4 | 3| 2| 1
there is still much s/he is able to do.

6. No matter how hard I try or what | accompliskpluld never be asgood4 | 3| 2| 1
as the person who does not have my mental healtiigons.

7. Because of my mental health problems, otherlpé&olives have more |4 | 3| 2| 1
meaning than my own.

8. Because of my mental health problems, | feekraisle much of the 41321
time.

9. Though | have mental health problems, my lifkiis 41321

10. The kind of person | am and my accomplishmenliée are less 413121

important than those of persons without mentalthgabblems.

11. Since my mental health problems interfere yugt about everything!l |4 (3| 2| 1
try to do, they are foremost in my mind practicalliof the time.

12. There are many things a person with mentatiheabblems like mineisf4 | 3| 2| 1

able to do.
13. Almost every area of life is closed to me. 41 3|1
14. My mental health problems prevent me from dgusg about everything 4 | 3| 2| 1

| really want to do and from becoming the kind efgpn | want to be.

15. | feel like an adequate person regardlesseofitthitation of my mental |4 | 3| 2| 1
health problems.

16. My mental health problems affect those aspadife that | care most |4 | 3| 2| 1
about.

17. Having mental health problems such as minleasmorst possible thing| 4 | 3| 2| 1
that can happen to a person.

18. If I didn’t have mental health problems, | thinwvould be a much better 4 | 3| 2| 1
person.

19. When | think of my mental health problems, @gkes me so sad and 41312|1
upset that | am unable to do anything else.

20. People with mental health problems are abtotaell in many ways. 4 3 P 1

21. | feel satisfied with my abilities and my mdrtaalth problemsdonot |4 | 3| 2| 1
bother me too much.

22. In just about everything, my mental health peois annoy me sothatl| 4 | 3| 2| 1
can’'t enjoy anything.
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23.

I know what | can’t do because of my mentalthgaroblems, and | feel
that | can live a full life.
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SECTION 10: PESE & PSSE

Instructions: Read each statement below. Select the numbebésatepresents how well you
can do each of the following.

5 = Very Well 4 = Well 3 = Moderately Well
2 = Slightly Well 1 = Not Well at All

How well can you...

1. read your friends’ needs? 5(4|3] 2|1

2. recognize when someone wants comfort and enatsupport, even 5 | 4| 3| 2| 1
if (s)he does not overtly exhibit it?

3. recognize whether a person is annoyed with you? 5(4| 3| 2] 1

4, recognize when a person is inhibited by fear? 5(4|3] 2|1

5. recognize when a companion needs your help? 453|2|1

6. recognize when a person is experiencing dejo&asi 5/ 4 3 2 1

7. express your opinion to people who are talkinguha somethingof |54 | 3| 2| 1
interest to you?

8. work or study well with others? 5 |4 |3 |2

9. help someone new become part of a group to wiaarbelong? 5 4 3 2 1

10. share an interesting experience you had witarqgieople? 5 4 B3 P 1

11. actively participate in group activities? 5183|121
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SECTION 11: WHO-DAS-2

This questionnaire asks about difficulties duedalth conditions

Instructions: Think back over the past 30 dagsd answer these questions. Think about how
much difficulty you had doing the following actis. For each question, please circle only one
response.

5 = Extreme or cannot do 4 = Severe 3 = Moderate 2 = Mild 1 = None

In the past 30 dayfiow much difficultydid you have in:

1. Analyzing and finding solutions to problemsday-to-day life? 5 4 3 P1
2. Learninga new taskfor example, learning how to get to a new 5(4|3]| 2|1
place?
3 Generally understandirnvghat people say? 5 4 3 |4
4. Starting and maintaining conversatich 5/ 4| 3] 21
5. Getting oubf your home& 514|3]| 2|1
6 Bathing/showering 5|14|3]| 2|1
7 Getting dresséd 514|321
8. Eatin® 5|14 3]| 2|1
9. Dealingwith people you do not kndv 5(4] 3| 21
10. Maintaining a friendsht 5|14 3]| 2|1
11. Getting alongvith people who are cloge you? 5 4 3 21
12. Making new friend3 514|321
13. Engagingn sexual activitie® 5(4|3| 2|1
14. Taking care of your household responsibilities 5(4] 3| 21
15. Doing most important household tasks @ell 514 3| 21
16. Getting all the household work daimat you needed to, as quickdg |5 | 4| 3| 2|1
needed?

If you work (paid, non-paid, self-employed) or goschool, complete questions 17-19, below.
Otherwise, skip to the next section: Section 153LSR.

Because of your health condition, in the past 3&,daow much difficultydid you have in:

H

17. Your day-to-day work/schttd 5 3| 2

4
18. Doing your most important work/school tasksl®el 5(4| 3] 2] 1

19. Getting all the work dornbat you need to do, as quickdg needed?| 5 ¥4 3 12 1




Instructions: Please indicate how often you performed each aeth@sksluring the past 30

SECTION 12: ILSS-SR
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days. Circle ONLY ONE number or “X” for each task. Sornaesks cannot be performed
because there Mo Opportunity to do them.

5=Always 4 =Usually 3 =0ften 2 = Sometimes
X = No Opportunity

In thelast 30 days, how ofterdid you?

1 = Never

1.

Wash your clothes by hand or machine using tbpgy amount
of detergent, dry your clothes in a dryer or otodhes line, and
then fold, hang up, and store your clothes?

Store your dirty clothes separate from yourtlelathes?

Change your underwear at least twice a week?

Buy your own clothes the last time you neededesd

SRR

Bathe or shower using soap for your body andhglo® your hair
at least twice a week?

o

Perform daily hygiene tasks (i.e., use deodattaity, brush or
comb your hair, brush your teeth or dentures vatitpaste)?

Regularly clean your nails?

Clean, including dusting, vacuuming, and/or mogp

Pick up your "clutter" and put back items whigrey belong?

Wipe up spills on your furniture or carpet sashcoffee?

oo

==

Ne |l Se
N7

P |o|o|l~
B6[C

Prepare simple foods that did not require cupke.g.,
sandwiches, cold cereal, etc.), or required ordgnall amount of
cooking (e.g., fried eggs, TV dinners)?

Discard spoiled foods?

(6]

13.

Wash dishes after meals by hand or in a madmaeput away
the dishes after they'd dried?

EENES

14.

Buy your own nutritional groceries - more tisacks (candy an
soda)?

d5

15.

Take your medication every day exactly as pilesd? (If not on
medication, in the past when you were taking meiicadid you
take the medication every day exactly as prescfiped

16.

Contact the appropriate person to renew ycesquiption?
(If not on medication, did you contact the apprapeiperson to
renew your prescription when you last took it?)

17.

When you were last ill with a minor physicabplem such as a
cold, did you correctly take care of yourself?

18.

Cash your paycheck or SSI check, make a depositithdrawal
at a bank?

19.

Budget your money (plan how your funds werbd®pent)
responsibly: pay for essential items (e.qg., retilitias, phone,

and transportation) prior to spending money on ties?




126

20. Have a current, valid driver's license? 5 423 1| X
21. Use public buses, trains, or subway? 5 4 312X
22. Read a bus schedule or call for informationldlsétime you 41 3| 2| 1] X
needed the information?
23. Have and use your own car? 5|14 3] 2| 1
24. Have a hobby on which you worked regularly? H 3|2 1] X
25. Attend religious services? 413 2| 1 X
26. Write letters or visit friends/relatives? 51821 X
27. Attend movies, theater, and/or a spectatort®por 4] 3| 20 1 X
28. Read books, newspapers, or magazines? 5 |4 |3 |2X
29. Attend meetings of civic organizations or ofigations such as 41 3] 2] 1] X
NAMI, VFW, etc.?
30. Listen to the radio or watch TV? 5141321
31. Bowl, play pool, or other sports? 5141321
32. Play cards/table games? 41 3| 2| 1] X
33. Maintain your voter’s registration current? 53| 2] 1] X
34. Read the classified ads one or more times pekwo look for 41 3| 2| 1] X
jobs?
35. Contact potential employers, friends, and/bert such as 41 3| 2| 1] X
employment agencies to determine potential job imgsyobtain
job leads?
36. Participate in job interviews? 5 14(3]2|1
On your current job or when you were last employexy often did you?
37. Get along with your coworkers? 54321
38. Get along with your supervisors? 514 3| 2 1
39. Arrive on time for work and follow a daily wodad break 41 3| 2| 1 X
schedule?
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SECTION 13: SLDS

Instructions: Read the statements below. Please circle the nutindemost closely represet
how you feel about the following statements (7 sstif@mppy, 1 = most unhappy

/

7 6 5 4 3 2 1

1. Which face comes closest to expressing how youdaleelit |7 | 6|54 | 3| 2| 1
your house/apartment/place of residel

2. Which comes closest to expressing how you feel s 716|5(4]13|2|1

particular neighborhood as a place to liv

3. Which comes closest to expressing how you feel e 716|5(4]13|2|1
food you eat?

4, Which face comes closest to expressing how youdieelit |7 | 6|5 (4| 3| 2| 1
the clothing you wear?

5. Which comes closest to expressing how you feeleypour |7 | 6|54 | 3| 2| 1
health?

6. Which face comes closest to expressing how youdieelit |7 | 6|5 (4| 3| 2| 1
the people you live with”

7. Which comes closest to expressing how you feeleypour |7 | 6543 |2 1
friends?

8. Which comes closest to expressing how you feeleypour |7 | 6543 |2 1
relationship with your family?

9. Which comes closest to expressing how you feel albow 716/5(4|13(2|1
you get on with other people~

10. | Which comes closest to expressing how you feeltapour |7 [ 6|5 (4|3 2|1
job/work/day programming?

11. | Which face comes closest to expressing how youdleelit |7 | 654|321
the way you spend your spare tim

12. | Which comes closest to expressing the way youdieelt 716|5(4|13|2|1
what you do in the community for fur

13. | Which comes closest to expressing how you feel aihe 716|5(4|13|2|1
services and facilities in this are:

14. | Which comes closest to expressing how you feelapour |7 |65 (4|3 2|1
economic situation?

End of survey




