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CONGRUENCE AND DEVELOPMENT OF BELIEFS
‘ AND HIERARCHIC POSITION
AMONG INSTITUTIONAL MENTAL PATIENTS

Keith T. Handell, M.A,

Western Michigan University, 1981

The institutional mental patient is trained to function within
the institutional setting. Relegated to the lowest organizational
stratum, the inpatient adjusts his behavior accordingly. The pre-
sent study was designed to find support for the contention that
these institutionally induced changes are internalized. It was ex-
pected that (a) evidence of congruence between inpatients' beliefs '
and their organizational status would be detected, aﬁd (b) belief
system change as a function of institutional experience would also
be discernible. The results generally supported these main hypothé—
ses; however, due to the nature and minmber of uncontrolled vari-
ables, the data are inconclusive. Alternative interpretations of
these data, the implications of various included demographic vari-
ables, and possible modifications for future research designs are

considered.
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INTRODUCTION

Concern with the effects of mental institution environments and
practices upon the patient's present and future well-being is not
new. Shortly after World War II, with the development of ego pshcho-
logy and its concomitant focus on the individual's environmental
adaptation, social scientists began investigating and criticizing
mental hospitals. Several pointed essays by such researchers as
Barton (1959), Goffman (1961), and Vail (1966) argued that mental
institutions were "too large, dehumanizing, and infantilizing," and
that these conditions "quite probably led to chronicity and iatrogen-
ic symptoms" (Herz, 1972, p. 69). Essentially, they contended that
between the patient's necessary adaptation to the Jtotal institution"
culture (Goffman, p. 3), and the hospital's privilege system which
confused conformity to rules with mental healtﬁ, the patient became
"mindless" (vail, p. 11), developed an "institutional neurosis
{Baxton, p, 7), and pursued for much of his/her potentially‘produc—
tive life the "mental patient career" (Goffman, p. 14). Instead of
reclaiming these people, mental institutions apparently served as
major contributors to the patients' social and psychological seg-
regation,

During the 1960s, with the advent of psychotropic medication,
a newly affluent American society was galvanized to respond to this
situation by a vigorous, socially aware President, The effort to de-
institutionalize mental health care by developing effective, full-
range mental health service delivery systems within individual com-

1
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munities was initiated. The underlying philosophy of this deinstitu-
tionalization movement, according to Smith and Hart, was, "if per-
sons received vigorous, early treatment, close to home, and could
stay in the community with the help of medication, chronic mental -
illness would disappeaxr" (Bachrach, 1978, p. 573), To implement this
effort, laws were written at federal, state, and local levels, funds
were appropriated, programs were deveioped, and patients began being
deinstitutionalized -- discharged, en masse, from state hospitals,
Over the next fifteen years, according to figures reported by
Bachrach (1978, p, 574), the patient population of the nation's
state~run mental hospitals declinea by some two-thirds, from over
one-half million persons institutionalized in 1960, to fewer than
200,000 in 1975.

The deinstitutionalization effort was based upon the following
treatment principle, according to Wolins and Wozner (1977):

People are made into healthy human beings by their in-

teraction with a competent social environment . . .

vhich usually exists outside, and rarely exists inside

the institution. (p. 605)
This principle was not lost on institutions, and changes in treatment
practices within them were initiated so as to more closely approxi-
mate the noninstitutional setting. Some of the more noteworthy alter-
ations, according to Cox (1978), included: (a) increased, behavioral-
ly specific documentation, (b) increased and improved staffing and
staff training, (c¢) individualized, goal-oriented treatment plans,
(@) legal counsel, (e) monetary compensation for in-hospital labor,

(f) minimally restrictive living conditions, (g) opportunities for
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self-development through educational/training services, and (h) inc-
reased opportunities for social interactions within and beyond the
institution, Overall, the intention was to devise a growth-promoting
environment by eliminating many elements which had been determined
through research to stifle development.

As the deinstitutionalization movement has evolved, a network
of mental health care agencies has been developed within many com-
munities. The state institution, once the receptacle for the entire
spectrum of mentally ill, impaired, and/or deficient, has come to
serve only those individuals deemed "too troubled or troublesome to
remain in the community" (Wolins and Wozner, pp. 605-6), Bachrach
has further categorized the present institutional population into
three subgroups: 1., old, long-stay patients who were admitted many
years ago, and who have remained despite deinstitutionalization ef-
forts (@65%); 2. recent admissions suffering short-term psychotic
episodes (@25%); and, 3. new, long-stay patients who will not be
considered good risks for community placement (@10-15%). It is this
composite population that state mental institutions arxe currently
charged with the responsibility of reclaiming; that is, to "help
improve in a tangible or spiritual sense; to enable to leave the
hospital with more options available than they had upon admission"
(Woliné & Wozner, pp. 607-8).

Unfortunately, despite the environmental alterations, the
literature of the 1970s suggests that these institutions are fail-
ing in their reclgmation efforts with this target group. In fact,

the impact of the institutional experience seems, overall, to be
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deleterious to adjustment, post-release. Harris (1970) determined
that mental hospitals, "by fostering feelings of dependency, subor-
dination, and submissiveness, . . . tend to inhibit the patient from
developihg aAhealthy give-and-take emotional response to others"
(p. 24). Wolins and Wozner found that mental institutions were cur-
rently "socializing toward dependency, disturbancef and disability"
. (p. 606), Other researchers reached similar conclusions, speaking of
the institution's "highly regressive atmosphere'" (Herz, 1972, p. 72)
and its non-demanding, "poor man's resort'" nature (Braginsky &
Braginsky, 1973, p. 32). Apparently, the impact of the institution
goes somewhat beyond Rappaport's {1977) assessment that “mental hos-
pitals prepare patients for discharge, but fail to provide them with
the necessary resources to remain living productively in the com-
munity"” (p. 279).

A considerable amount of recent research has been directed to-
ward identifying the factors within the institutional environment
which are responsible for these undesireable outcomes. Harris (1970)
and Kiger (1970) determined that bureaucratic organizational struc-
ture typical of institutional treatment settings tends to negatively
impact upon staff—iﬁitiated innovation, at all levels, The conse-
quence of this, they found, was a general effort to maintain the sta-
tus quo, with little investment in attempting change and/or trying
new treatment methods, Studies by Braginsky and Biaginsky (1973), by
Cohen (1968), and by Wolins and Wozner (1977) determined that sym-
pathetic, solicitous staff attitude tended to create a contrived, es-

sentially conflict-free atmosphere. Their general conclusion was
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that such an atmosphere, while amenable to static-free functioning
within the hospital, did not allow the patient to adequately prepare
for the competitive milieu of open society. And, finally, research
by Herz (1972), by Schmieding (1968), and by Smith (1970) has shown
that the typical institutional hierarchic organizational structure
yields stratas differentiated by power, responsibility, privilege,
and reward, with the patients occupying the lowest stratum, £hereof.
Lower level employees were found to attain status at the expense of
these patients, thereby inducing and maintaining a 'less than equal"
conception among them (Herz, p. 69).

These various studies basically support the contention that
elements within the institutional environment can and do induce
changes in patients in the directions determined by Harris and. by
Wolins and Wozner. Institutional mental patients, it seems, are
transformed into acquiescent institutional beings, via these en-
vironmental factors. The ultimate outcome of this transférmation pro-
cess, according to Schmieding (1968), is a person trained to exist
within the highly structured, institution-like setting., Conversely,

" the outcome is not a person prepared to successfully navigate within
a more loosely structured social environment, such as open, competi-
tive society., As she states:

The behaviors requisite for being a "good patient" are

the antitheses to those necessary for coping with the

outside world, where independence, assertiveness, par-

ticipation in problem-solving and decision making, and

a sense of self-esteem are among the requirements for

functioning., (p. 211)

Given, then, that patients are changed by elements within the

institutional environment, and given that these changes occur in the
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direction of increased acquiescence, there remains the issue of the
extent of change so induced: To what depth/degree are these changes
inculcated?

Depth of change, according to Kelman (1961), is best defined
through the "motive forces" which elicit the changed behavior, atti-
tude,'or opinion (p. 57). These motive forces operate at three dif-
ferent levels, with varying implications for amenability to altera-
tion and behavior prediction at each level.

The level of least depth Kelman terms "compliance", Changes of
this depth involve the individual exhibiting particulér behaviors,
attitudes, and/or opinions "so as to achieve a favorable reaction"
from an influencing agent (p. 64). This includes changes'exhibited
so as to avoid punishment, Compliance is externally imposed and
manipulated, and is elicited only when the influencing agent is im-
mediately present. An example of change at this level would be a
patient who quits screaming to avoid being put into solitary confine-
ment;

The mid-level of change Kelman terms "identification". It in-
volves change motivated by the individual either attemptlﬁg to emu-
late another person, or by the need to maintain a relationship with
a significant other., Such a change, while occuring with less consci=-
ous awareness on the changer's part than compliance-motivated change,
nevertheless, is maintained only so long as the influencing agent is
within range to monitor and impact. Identification would be exempli-
fied by the patient who attends church serxvices and meaningfully pro-

- fesses to beliefs of "peace and brotherhood", but who is constantly
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involved altexcations on the ward, While s/he may have meant what
was said within the religious situation, the beliefs were situation
sbecific and would not transfer beyond it into everyday living,

The change level of greatest depth, "internalization", involves
alterations in the individual's basic belief system. Such a change
yields a state of congruence betwéen exhibited behaviors, attitudes,
and opinions, and the individual's undérlying beliefs. The motive
force is internal, and, hence, "may be as compelling, or even more
compelling, than external force" (Wolins & Wozner, p. 609), An
example would be the patient who, upon admission denies the need for
treatment, but who, two months later, actively seeks it out,

The importance of determining depth of change, as Kelman points
out, is that:

If we know something about the determinants and motiva-

tional bases of particular behaviors, attitudes, and/or

opinions, we should be able to make predictions about the

conditions under which they are likely to be expressed/
exhibited, the conditions under which they are likely to
change, and the behavioral consequences to which they are

likely to lead. (p. 60)

Thus, by deterxmining that the changes toward increased acquiescence
are mainly either "compliance" or "identification" based, Kelman sug-
gests that such changes would persist and be exhibited only within
the limits of the influencing agent's range. However, should such
changes be determined to have been "internalized", then, according
to Kelman's theory, these changes should show strong resistance to
alteration, should persist beyond the limits of the influencing

agent (institution), and should be expected to affect behavior in a

consistent manner, post-release.
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There is some evidence that institutional mental patients in-
ternalize heightened acquiescence as a consequence of their institu-
tional experience., According to Wolins and Wozner, 'voluntarism"
evidences the final state of the internalization process: the patient
who voluntarily exhibits acquiescent characteristics and who remains
in the institutional setting without external constraints has achiev-
ed internalization. Prior to release, almost 80% of institutional
mental patients achieve at least a partial voluntaristic statusj that
is, for specific periods of time, they are allowed free access to
the hospital grounds where_there are no obvious constraints to im-
pede escape (Braginsky & Braginsky, p. 25). Further evidence of in-
ternalization is apparent in high recidivism rates, which Hexrz (1972)
and Schmieding (1968) interpret as indicating the trahscendence of
the institution's impact, post-release. As noted by Bachrach, "In
1975, a total of 69% of all admissions to state mental hospitals had
had prior care in psychiatric inpatient facilities" (1978, p. 574).
And, in quite recent research, Herz, Endicott, and Spitzer (1977)
compared brief~ with long-stay institutional patients and found that
"briefly hospitalized patients spent significantly less time as in-
patients, and showed less psychopathology and impairment in role
functioning" (p. 562).

The present study was designed to detect a more direct form of
evidence that institutionally inculcated changes are internalized,
Schmieding (1968), White (1972), and Wolins and Wozner (1977) deter-
mined that the ultimate impact of the institutional experience was

to prepare the patient to function within the bureaucratic organi-
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zational structure of the hospital in the bottom-of ~the-totem-pole,
lowest stratum position. Further, they found that principle changes
required of the patient to adequately execute this role involved sub-
ordinating and submitting to the control of others, relating formally
with staff, and unquestioningly obeying rules and regulations, It was
the intention of the present study's design to detect congruence of
patient-held beliefs with this bottom stratum position. Further, by
relating the development of these beliefs with duration of institu-
tional exposure, support for the argument that institutionally in-
duced changes are internalized would also be ascertained,

The objectives of this research, then, were: 1. to find sup-
porting evidence of congruence between lowest-stratum patient status
and patient-held beliefs, and 2. to examine the contention that these
beliefs develop commensurately with institutional exposure. It was
expected that the results of this research would support both the
contention of congruence, and the contention of belief develOpment

commensurate with institutional exposure.
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-METHODS

Approach

The study's first objective, detecting congruence of beliefs
with patient status, was approached by comparing institutional men-
tal patients' "bureaucratic orientations' with those éf normed occu-
pational groups representing selected organizational strata. Bureau-
cratic orientation is a psychological construct hypothesized and de-
fined by Gordon (1973), which measures degree of affinity toward
basic characteristics of bureaucratic organizational structure (seé

Construct and Measurement Instrument, METHODS section). By using

stratified, normed occupational groups' bureaucratic orientation
mean scores, and then comparing the orientation mean-score of voluﬂ—
taristic, open-ward institutional patients, it was thought that be-
lief - status congruence among the patients should become apparent.
This approach entailed developing an orientation index from
among the normed occupational groups. According to Zald (1971), the
typical American bureaucratic organization has four basic strata,
each with the potential of containing several levels, These four
strata, from least to most "powerful" (2ald, p. 36) are: 1. workexrs/
non~specialists; 2, ffont-line managers/supervisors; 3. technicians/
specialists; and, 4. administrators/professionals. By relating ap-
propriate occupational examples of Zald's basic strata with the
normed occupational groups provided by Gordon (1973), representative
groups, per stratum, could be selected, and an orientation index

10
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11
developed,

This procedure was followed, with these results: the worker-
stratum was represented byAGordon's "warehousemen" group; the mana-
ger-stratum was represented by the "corporation foremen" group; the
specialist-stratum was represented by the "salesmen" group; the ad-
ministrator-stratum was represented by Gordon's "corporation depart-
ment heads" group.~With this as the orientation index, the study's
expected result based on the contention of congruence, was that the
institutional patient group's mean score would differ significantly
from those of all the representative groups except for that of the
lowest stratum "warehousemen".

The second objective, examining for belief development related
to institutional experience, was approached through (a) a correlation
of orientation scores with duration of institutional exposure, and
{(b) a comparison of institutional and noninstitutional patients' bu-
reaucratic orientations, If the beliefs under study were directly
impacted upon by the institutional experience, then a significant
and positive correlation should be found between the degree of be-
lief under study and the amount of exposure to the institutional
environment, Conversely, since patients treated through community
services lack institutional exposure, no such significant correla-
tion was expected to be found among them.

Comparison of institutional and noninstitutional patients' bu-
reaucratic orientations was expected to yield differential treatment
environment effects, If, indeed, belief system change in the direc-

tion of increased affinity for characteristics of bureaucratic sys-
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tems develops as a consequence of institutionalization, not mental
illness, then clear differences should exist between patients treated
within an institution and those not treated in one. It was expected
that inpatients would show significantly greater affinity than non-
institutional (out-) patients.

To provide some additional insight into the nature and develop-
ment of these beliefs among these patient groups, other demographic
variables were included in the research., Age, education, job status,
marital status, job satisfaction, and sex were examined in this re-
gard. It was anticipated that one of these might show significant

relationship with the beliefs evidenced among the outpatients.

Construct and Measurement Instrument

The Work Environment Preference Schedule (WEPS) was designed

expressly to measure the bureaucratic orientation construct., Gordon
(1973) defines this construct as the composite of the individual's
attitudes toward four different aspects of oxrganizational bureaucra-
cies:

Seif-subordination - a willingness to comply fully with

the stated wishes of a superior and to have decisions
made for one by highex authority;

Impersonalization - a preference for impersonal or formal
relationships with others on the job, particularly with
individuals at a different organizational level;

Rule Conformity -~ a desire for the security afforded by
adherence to rules, regulations, and standard operating
procedures;

Traditionalism - a need for the security provided by or-
ganizational identification and conformity to the in-
group norm. (p., 3)
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By quantifying these attitudes, a bureaucratic orientation
score is obtained. According to Gordon:

High scores on the WEPS typify individuals who accept

authority, who prefer to have specific rules and guide-

lines to follow, who prefer impersonalized work rela-

tionships, and who seek the security of organizational

and in-group identification. Low scores are made by in-

dividuals who do not so characterize themselves. (p. 3)

Bureaucratic orientation score '"Norms Tables" are provided,
which distinguish among various job groupings. According to these
tables, the more responsible, skilled, and professional the position
and the higher the commensurate organizational stratum, the lower
the bureaucratic orientation group-mean score. Conversely, the less
responsible, skilled, and p;ofessional the position and the lower
the commensurate organizational stratum, the higher the bureaucratic
orientation group-mean score. As such, the highest scores existed
among sSuch occupations as warehousemen, deliver&men, V.A, residents,
mental hospital service personnel, and military re-enlistees. The
lowest scores were found among school superintendents, supervisory
nurses, vocational counselors, independent businessmen, lawyers, and
professors., Such findings are interpretted by Gordon as supporting
the construct's basic premise that bureaucratic orientation should
correlate positively with the individual's actual willingness to re-
main in a highly structured organizational environment: the higher
the bureaucratic orientation, the greater the willingness.

It is this aspect of the construct which is pertinent to the
aims of the present research. It seems that an appropriate interpre-

tation of a bureaucratic orientation score, given that it is a meas-

ure of "willingness to comply, a need for security, a preference for
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impersonal relationships, and a desire for strucﬁure" would be that
it evaluates acquiescence to bureaucratically structured organiza-
tion, The individual scoring the highest evidences the greatest deg-
ree of bureaucratic acquiescence, while the person scoring the lowest
evidences the least amount of bureaucratic acquieséence. It is pre-
cisely this type of conformity that mental institutions apparently
inculcate within patients, and this should become evident through

examination of patients' bureaucratic orientations.

Composition and Scoring

The WEPS is constructed of twenty-four statement-type items ar-
ranged in a rotating category sequence, so that every fourth item
examines a similar aspect of bureaucratic orientation., For example,
the first item in the WEPS is:

People at higher levels are in the best positions to make

important decisions for people below them. (WEPS, 1973(a),

p. 1)

and the fifth item is:

A person's first real loyalty within the organization
should be to his superior. (p. 1)

The participant responds to each item by indicating if s/he
"Strongly Agrees" (scored two points), '"Agrees" (also scored two
points), is "Undecided" (scored one point), "Disagrees" (also worth
one point), or "Strongly Disagrees" (scored zero points) with the
statement (Gordon, 1973, p. 4). Special scoring instructions for
omitted and double-responded items are provided, also. Consequently,

WEPS scores may range from zero to 48 points,
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Participants

The clients of two mental health agencies were involved in this
study. The "inpatient' population consisted o£ residents of a con-
tinuing care unit at a state-operated regional psychiatric hospital,
while the "outpatients" were clients of a community-based mental

health facility.
Inpatients

The regional psychiatric hospital is a continuous care facility
housing approximately 800 mental patients. Of these 800 patients,
between two-thirds and three-fourths are males lodged in the six male
units, 6r in a branch unit housing both men and women.

The unit selected for inclusion in this study functions as a
"pre-release", reorientation unit, wherein male patients whose pre-
senting symptoms are in remission, are prepared for return to the
community, These patients will re-enter the community either comp-
letely independently (@60%), or through some type of foster care
living arrangement. While the unit has a capacity of 90 residents,
its census at the time of the study was 82 residents.

The patients on this unit enjoy freedoms and privileges not
available to patients on other units, such as unlimited grounds ac-
cess during certain hours, opportunities'to leave hospital grounds
alone or accompanied by guardians or hospital personnel, and relative
freedom of choice concerning daily activities. This freedom of move-

ment without monitoring allows these patients the opportunity to
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"escape". That they do not do so attests to their "voluntaristic"
status (Wolins & Wozner, 1977, p. 609).

Work is encouraged among these patients. Jobs are available
within the hospital at the laundry, the print shop, the sheltered
workshop, and with the grounds crew, among others. Patient-workers
are compensated at an hourly rate ranging from $1,.30 to $2.60 per

hour.
Outpatients

The community-based mental health facility operates four pro-
grams centering on mental health, In order to performvthe desired
comparison between the inpatients and the outpatients, it was neces-
sary to focus on the outpatient group which was most similar in men-
tal health status (had illnesses of similar severity) to the in-
patients. Consequently, the target population of outpatients con-
sisted of clients partaking of the facility's day-night rehabilita-
tion-resocialization program. It was thought that since this was the
group which required the most intensive treatment and the greatest
amount of agency contact and structure, and yet had the same goals
of social rehabilitation and community re-establishment, that it
would be the most appropriate group to focus upon.

The clients of this program are referred for care by state
(@l0%), community (@60%), and private (@30%) agencies. Clients are
selected for program inclusion based upon their perceived ability to
take advantage of, and benefit from, the program's various offerings,

Prior to acceptance into the program, the prospective client may be
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required to indicate his/her willingness to commit himself/herself
to the program's goals by working at an "outside" (non-agency con-
trolled) job, either as a volunteer or paid employee, for a specified
period of time (up to two months).

For the most part, clients maintain their own residences with-
in the community and have contact with the agency from three to five
times weekly. About 20%, however, reside at a dormitory-like unit
situated away from the agency, which is affiliated both with the
agency and a community hospital. Of the 193 clients involved with
the program at the time of the study, 41 clients (21%) were dormi-

tory residents.
Procedure

A four-page questionnaire '"packet" was developed to obtain the
required information (see APPENDIX). The first page was introduc-
tory, and was intended to solicit cooperation and participation from
prospective participants. The second.page was for obtaining demogra-
phic information, and had three sections: l. general personal infor-
mation, 2. work and educational information, and 3, program involve-
ment information (duration of treatment). The last two pages consti-
tuted the assessment instrument (WEPS), exactly as published.

These questionnaire packets were administered to the two popu-
lations in similar manner and during the same time period. At both
facilities, a box of questionnaires with an attached sign, "Take
One", was placed in a heavily traversed location, but one which was

not under employee observation (to reduce the risk of "identifica=-"
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tion-based" responses). A second box labelled "Completed Question-
naires" was placed beside the first box and the participants were
instructed to "complete the questionnaire and place it in the box
labelled "Completed Questionnaires". (Pencils were also provided.)

This procedure, rather than a direct-contact, researcher-parti-
cipant:. format was employed to eliminate at least that potential
source of bias, Also, with the outpatient facility in operation
for 16 hours per day, and the hospital operating on a 24-hour basis,
it would not have been possible for the researcher to have been pre-
sent enough at both facilities to assure adequate sampling.

The questionnaires were made available from Monday, January 23,
1978, to Friday, January 27, 1978, at both facilities. Completed
questionnaires were collected nightly at both places, and supplies

of "“fresh'", uncompleted questionnaires were replenished,

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



RESULTS

The study was performed as described in the preceding section.
Thirty-four inpatients and 40 outpatients voluntarily participated.
Tables 1 and 2 provide comparative data between the participant
samples and the populations from which they came.,

One somewhat dismaying revelation apparent from Table 1 is the
significant difference in racial composition between the participant
groups and the total populations among both the inpatients and the
outpatients: in both cases, all participants were, by their own re-
port, "white". Although there is no available research indicating
significant differences in bureaucratic orientations between races,
neither is there evidence to the contrary. The fact that only whites
chose to participate indicates at least a difference in attitude to-
ward voluntary participation between races. At any rate, the find-
ings of this study will be justifiably relevent only to populations
of similar racial composition as participated in this study.

A second difference of note in Table 1 is that of the sexual
composition between the two participant groups. The inpatients were
all males, while the outpatient group was about half-and-half, male/
female., Since "sex" was included as one of the demographic variables,
it was possible to determine if it accounted for a significant deg-
ree of bureaucratic orientation score variance among the outpatients,
Table 5 indicates that what difference did exist between the male and

female outpatients' bureaucratic orientation scores, 1.5 points, was
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TABLE 1

Demographic Comparisons between the Population
and the Participant Sample

. . a X b
Variable Group % in N % in n %ﬂ - %, SDdiff. Z
Employment status
Inpatients:
% working 47 59 -12 .086 1.40
Outpatients:
% worxking 59 45 14 .078 1.79
Marital status
Inpatients:
% single 54 68 -14 .085 1.65
% married c 16 12 4 .063 .63
% div/sep'd” 30 20 10 .079 1,27
Outpatients:
% sSingle 40 40 0 .077 - (0)
% married 33 30 : 3 .074 .41
% div/sep'd 26 30 -4 .069 .58
Race
Inpatients:
% non-white 24 0 24 .073 3,28*
Outpatients:
% non-white 21 0 21 .064 3.26%
Sex
Inpatients:
% female 0 0 0 (0) (0)
Outpatients:
% female 50 55 -5 .079 .63
N = 82; N = 193
—inpatients =’ —outpatients
b
= 34: =
Einpatients ’ Eoutpatients 40

cdenotes "divorced/separated" (see "Results" texﬁ)
*pd,01, two-tailed test
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TABLE 2

Demographic Comparisons between the Population
and the Participant Samplé: Continuous Variables

21

. a b '
Variable Group MeanE rvlean.rl gﬂ - ﬂg (af) SDy4s¢ t
Age (yrs.)

Inpatients: 33.8 31.4 2.4 (114) 2.16 1.1l
Outpatients: 32,6 34,1 1.5 (231) 1.47 1.02
Education (yrs. formal)
Inpatients: 11.2 11.8 .6 (114) .50 1.20
Outpatients: 11.4 11.7 .3 (231) .43 70
Y = 82; N =193
—inpatients =~ ~’ —outpatients
b_. , - . -
Einpatients 343 Eoutpatients 40
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not significant. Therefore, combining their scores for comparative
purposes seemed justifiable,

So far as the process of data collection and analysis were con-
cerned, the data were scored and analyzed utilizing various calculé-
ting instruments, and employing standard statistical formulae. The
variables were treated, and are presented, as mean differences
(Tables 3, 4, & 5), and correlations (Table 6)}. Most of the variables
and divisions within such are obvious; "marital status' (Table 5),
"work attitude", and 'program time involvemeﬁt" (both Table 6) re-
quire some clarification,

Divisions under the "marital status" variable of "single", "mar-
ried", and "divorced/separated" refer, essentially, to the partici-
pant's self-perceived status, and ignore the issue of connubial liv-
ing arrangement. It is assumed that those who considered themselves
as "single" had simply never been married. It is assumed that "mar-
ried" included those who were such in a legal sense, at least, '"sepa-
rated /divorced" included those who had been married at one time, but
were no longer participants in a marital relationship.

"Work attitude" was measured as the participant's subjective-
ly reported degree of satisfaction with his/her current work situa-'
tion, Only presently employed patients were included in the study of
this variable. |

"Program time involvement" was also subjectively reported., The
pérticipant was asked to.indicate how long s/he had been participat-
ing in their current treatment program, in weeks, months, or years,

Tables 3, 4, 5, and 6 disclose the existence of several signi-
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ficant relationships among the variables. For the most part, the

findings were as hypothesized.

23

Evidence of congruence between patient status and inculcated be-

liefs materialized, as expected, through the comparisons of the in-
stitutional patient group's bureaucratic orientation mean-score with
those of the various normed occupational groups. Table 3 reveals that
the difference between the inpatient group's mean and that of the
"warehousemen'", 2,1 points, was not signifiéant, as predicted. The
inpatient group's mean, 37.5 points, was found to be significantly
greater than those of the remaining occupational groups.

Table 3 also shows that, in terms of belief congruence, the out-
patients differed significantly from all occupational groups except
the highest stratum, "corporation department heads", where the dif-
ference between group means was only .9 points, The greatest differ-
ence, 12,4 points, was found between the outpatients and the 'ware-
housemen", Whereas, the inpatients were found to be most similar to
this occupational group representing the lowest stratum end of the
acquiescence index, the outpatients were found to be most similar
to the occupational group representing the highest stratum end of the
scale.

Support for the contention that the institution was responsible
for inculcating the beliefs under study is also discernible from
these results. Table 4 shows that the anticipated significant dif-
ference between the inpatient and ouipatient groups' mean-scores did
occur,-g (72) = 8.44, pd.01, This finding is interpretted as support-

ing the idea that beliefs congruent with low-level organizational

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



24
TABLE 3

Differences Between Bureaucratic Orientation Means:
Patient Groups vs Occupational Groups

a, b c
Group n M Sb Mp— M (df) SD 4 t
Inpatients vs Occupational Groups
Inpatients: 34 37.5 4,6
vs Warehousemen 171 39,6 6.7 2.1 (203) 1,21 1.74
vs Foremen 72 3l1l.4 4.9 0.1 (104) 1,01 6,04*%*
Vs Salesmen 138 29,7 5.8 7.8 (170) 1,08 7,22%%
vs Dept. Heads 30 26.3 5.1 11.2 (62) 1,23 9,11**
Outpatients vs Occupational Groups
Outpatients: 40 27,2 5,3
vs Warehousemen 171 39.6 6.7 12,4 (209) 1.58 7.85%%
vs Foremen 72  31.4 4.9 4,2 (110) 1.00 4,20**
vs Salesmen 138 29,7 5.8 2,5 (176) 1,03 2,43%*
vs Dept, Heads 30 26.3 5.1 9 (68) 1.28 «70
a .
patient group mean
boccupational group mean
®standard deviation of the difference between means
*
p .05

**p< .01
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TABLE 4

Differences between Bureaucratic Orientation Means:

Inpatients vs Outpatients

a . b
Group n M Sb .bﬂi n—_Mout (_@i ) igd t
Inpatients 34 37.5 4.6
Outpatients 40 27,2 5,3 10,3 (72) 1.22 8,44%*
aM. . - M .
—lnpatients —outpatients

bstandard deviation of the difference between means

*p £ ,01, one-tailed test
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TABLE 5

Differences between Bureaucratic Orientation Means
Among Patient Groups:
Selected Demographic Variables

variable Group n M Sb M,-M, (df) SD 4 t
Employment status
Inpatients:
working 20 38,7 3.3
not working 14 35.8 4,1 2.9 (32) 1.31 2,21*
Outpatients:
working 18 27.8 4.0
not working 22 26,7 5.8 .9 (38) 1.65 .55

Marital status

Inpatients:
single 23 38.3 5.2
married 4 36.2 3.7 2.1 (25) 2,82 75
single 23 38,3 5.2
div/sep*d 7 35,6 3.9 2,7 (28) 2,20 1.23
married 4 36,2 3,7 '
div/sep'd 7 35,6 3,9 «6 (09) 2.63 .23
Outpatients:
single 12 29,7 4.4
married 16 27.9 5,1 1.8 (26) 1,91 .94
single 12 29,7 4.4
div/sep'd 12 23,8 4.6 5.9 (22) 1,92 3,07*%*
married 16 27,9 5.1
div/sep'd 12 23,8 4,6 4,1 {26) 1,94 2,11%*
Sex: Outpaéients, only
males 18 28,0 5,9
females 22 26,5 4,7 1.5 (38) 1.72 .87

3first couplet mean - second couplet mean
standard deviation of difference between means
*p £L,05

*%p £ .01
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status are a phenomenon peculiar to institutional mental patients.

Further support for this second hypothesis was found in the sig-
nificant correlation between bureaucratic orientation score and dura-
tion of institutional exposure ("program time involvement") among the
inpatients, r = .63 (Table 6). The same variables, when correlated
among the outpatients, did not show a significant relationship,
xr = .18. Finally, a test of the difference between these two cor-
relations further showed that the variables interacted in signifi-
cantly different ways between the two patient groups, z (31, 37) =
2.30, p<05,

Other findings of note involve the various demographic vari-
ables that were included (Tables 5 & 6). Significant relationships
were discovered between bureaucratic orientation scores and the vari-
ables of "work attitude" (Table 6), "marital status'" (Table 5), and
“employment status'" (Table 5). |

"Work attitude" showed a strong, positive correlation with the
bureaucratic orientation scores of the working outpatients, r = .79,
No such significant correlation was found among the working inpati-
ents, where r = ,24. The difference between these two correlations
was found to be significant, z (15, 17) = 2.33, p<.05.

“Marital status" (table 5) showed some significant differentia-
tion among the outpatients, but none among the inpatients., The "div-
orced/separated" outpatient subgroup had a significantly lower bu-
reaucratic orientation mean, 23.8 points, than both the "singles"
and the "marrieds". The difference between the latter two outpatient

subgroups was not significant.
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TABLE 6

Correlations: Bureaucratic Orientation Scores
With Continuous Variables among Patient Groups

Corxelated Variables Group n x (af) F

Agé, Bureaucratic Orientation Score
Inpatients: 34 .23 (1, 32) 1.79
Outpatients: 40 .30 (L, 38) 3.76

Educational Attainment (yrs.formal), Bureaucratic Orient. Score
Inpatients: 34 .30 (1, 32) 3.16
Outpatients: 40 -.16 (1, 38) 1.00

Program Time Involvement, Bureaucratic Orientation Score
Inpatients: 34 .63 (1, 32) 21,06%*
Outpatients: 40 .18 (1, 38) 1,27

Work Attitudea, Bureaucratic Orientation Score
Inpatients: 20 .24 (1, 18) 1.10
Outpatients: 18 .79 (1, 16) 26.56*

aincludes working patients, only
*p, 001
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The working inpatients were found to have a significantly higher
bureaucratic orientation mean-score than the non-working inpatients,
t (32) = 2.21, p<.05. Among the outpatients, no such significant dif-
ferentiation occurred.

Finally, neither "age" nor "“educational attainment level" cors

related significantly with the orientation scores of either patient

group. (Table 6).
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DISCUSSION

The study was designed to examine the following two hypotheses:
1. congruence between beliefs and lowest stratum organiza-
tional position exists among voluntaristic institution-

al mental patients;

2. these beliefs develop as a consequence of institution-
al exposure.

While the data support both of these hypotheses, they also provoke
a variety of concerns and raise issues not previously considered,
The purpose in testing for congruence of beliefs with organi-
zational position was to support the more general assertion that
changes inculcated during institutionalization are internalized.
These changes, as noted by Harris (1970), by Schmieding (1968), and
by Wolins and Wozner (1977) are in the direction of increasing ac-
quiescence. By using normed occupational groups representing four
different organizational strata as the index of bureaucratic ac-
quiescence, it was found that, indeed, voluntaristic institutional
mental patients possess beliefs most similar to those of the low-
est stratum occupational group, the warehousemen. Stated alternative-
ly, the inpatients were found to have a significantly higher level
of bureaucratic acquiescence than all but the lowest stratum com-
parative occupational group. This finding supports the first hypo-
thesis. However, there are two concerns to be addressed regarding
the interpretation of this finding., These are: 1, its generalizeabi-
lity, and 2, the implications of other data generated in this study.

The main problem concerning the ability to generalize the find-
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ing. of congruence lies in the fact that, by using a strictly volun-
tary sample, an adequate representation of the population was not ob-
tained. There were, however, two reasons for employing the strictly
voluntary format: l. issues of confidentiality prevented the utiliza-
tion of other sampling approaches, and 2. the possibility of identi-
fication-based responses, rather than internalization-based, was to
be avoided, The confidentiality issue is quite apparent: There are
many laws in effect intended to protect patients from unecessary in-
vasions of privacy. Patients may choose to divulge information, but
they may also choose not to. The second reason for employing the
voluntary format was to reduce the potential of bias that would
yield identification-based beliefs, rather than internalization-based
.beliefs. The difference between these depths of inculcation, accord-
~ ing to Kelman (1961) is that, if the belief is expressed in the ab-
sence of a significant other, then it has probably been internalizedj;
if not, then it probably hasn't. Consequently, it was thought that
any testing situation contrived to require participation could be
construed as institutionally initiated/sponsored. While voluntary
participation would not eliminate this possibility altogether . since
the testing setting was within the institutional environment, this
format was expected to reduce this source of potential bias.

The price for employing this format seems to have been the po-
tential for generalizing the congruence finding to the total volun-
taristic inpatient population. As already noted, no non-whites chose
to participate., Therefore, although there is no evidence to indicate

that non-whites perform significantly differently from whites on this

N
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instrument, the finding of belief-status congruence is most appropri-
ately applied to the white population,

There may also be some difficulty in generalizing to the white
population, since it would seem that there could be a common factor
between voluntary participation and bureaucratic acquiescence which
might bias the results of this study. Conjecture would suggest that
this could very possibly be the case. The beliefs under study con-
cerned the individual's conception of him/herself in relation to or-
ganizations. In this study the participants constituted the volun=-
teers among:the voluntaristic inpatients. Since voluntarism is one
manifestation of internalization, according to Wolins and Wozner,
it could be reasonably argued that those who chose to participate
did so because they had achieved the greatest internalization of bu-
reaucratic acquiescence; that is, they were the patients upon whom
the institution had had the greatest impact. Consequently, while the
overall direction of the participating inpatients' bureaucratic ori-
entation scores was probably reflective of the total inpatient popu-
lation (minus non-whites), the expectation would be that the orien-
tations of the non-participating inpatients would be somewhat lower,
indicating a lesser degree of bureaucratic écquiescence.

Beyond the problem of generalizeability is that of the appro-
priateness of interpretting the findings in texms of congruence.

’
Using normed occupational groups as the congruence index, the pre-
dicted relationships between the inpatients and this index were found
to exist, This utilization of established norms is common practice

in current researchj such norms provide a meaningful framework for
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interpretation, With respect to the present study, these data show
that voluntaristic inpatients possess beliefs which have been deter-
mined through prior researxrch to typify persons functioning in lowest
stratum occupational positions, This finding supports the contention
that the institution shapes patients to fit a lowest stratum organi;
zationél position,

However, the concept of utilizing normed groups as an index
suggests that the outpatients' beliefs are most similar to (congruent
with) those of the group representing the highest organizational
stratum (department heads). Since it was known that, vocationally,
these participants maintained jobs falling within the two lowest oc-
cupational strata, this finding raises the question of what factors
besides true occupational status can impact WEPS scores, and how
does this relate to the validity of interpretting the normed occupa-
tional group index as a measure of congruence?

These data show that two variables, marital status and job
satisfaction, relate significantly with bureaucratic orientation
scores among outpatients. In re-examining the marital status data,

a significant depressing effect can be ascribed to the low orienta-
tion mean-score of the "divorced/separated" subgroup. Had this lat-
ter subgroup's mean been 2.2 points higher, the total outpatient
mean would not have differed significantly from that of the second
highest index group. The strong, positive correlation between job
satisfaction and WEPS scores among the outpatients could suggest a
skewed sample in the direction of over-representation of less satis-

fied working patients. Re-examination of the data revealed that this
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distribution did not significantly depart from the normal curve,

thereby discounting this potential source of bias. Of course, a third
possible source of variance would be treatment effects, but the one
"test" of this, correlation of WEPS scores with length of treatment
environment exposure, was not significant for this group. Consequent-
ly, these data suggest that numerous variables may have impacted upon
the overail outpatient group mean-score to yield this unexpected re-
sult, None of the factors examined in this study, however, was found
to be exclusively responsible for this finding. Therefore, the pos-
sibility that the normed occupational group index is not appropriate
as a measure of congruence for these populations cannot be entirely
ruled out. Future investigators might gain by developing indices
based on appropriate local norms, such as the entire institutional
population, staff and patients. These 1oca1Anorms, of course, could
then be related to those presented by Gordon,

There is support for the first hypothesis in these data, How-
ever, they do not conclusively prove that congruence exists between
voluntaristic inpatients' organizational status and their beliefs
for two reasons: 1, the findings may not be broadly generalizeable,
and 2, the index of congruence may not be valid, The use of normed
groups as standards of comparison is a common, accepted practice in
current research, While locally established norms may be preferable,
this does not invalidate the use of previously normed groups. It
seems clear that additional research will be necessary to more fully
explain the nature and extent of these findings as measures of con-

gruence.
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The second hypothesis under study involved determining the role
of the institution in the development of increased bureaucratic ac-
quiescence among voluntaristic inpatients. It was theorized that the
institutional environment significahtly contributes to the patient's
internalization of acquiescent beliefs, This institutionally induced
belief system change was expected to be made apparent through a sig-
nificant and positive correlation between degree of acquiescence and
amount of institutional exposure., Additional support was anticipated
in the forms of (1) a significant difference in bureaucratic acquies-
cénce between inpatients and outpatients (greater among the in-
patients), and (2) a lack of significant correlation between degree
of acquiescence and program exposure among the outpatients. The data
indicated that all of these hypothesized relationships existed among
.the participant groups. The issue remaining is that of the strength
of these findings as evidence of institutional inculcation,

The significantly positive correlation between the inpatients®
orientation scores and their time of program involvement is the prin-
ciple support for the contention of institutional impact among in-
patients. In a strictly interpretive sense, this correlation shows
that a significant degree of covariance exists between the two vari-
ables -~ orientation scoies and time within the institution -~ among
the inpatients. This could be a cause-effect relationship, wherein
increased environmental exposure results in increased bureaucratic
acquiescence, There are, however, other plausible explanations.

One alternative explanation is that the degree of acquiescence

determines the duration of program involvement: patients with lesser
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‘ degrees of bureaucratic acquiescence remain in treatment for shorter
periods of time, While this is also a cause-~effect relationship, the
first interpretation assumes changes within the members of the in-
patient group, while the sSecond interpretation implies changes in the
combosition of that grbup. Of couse, it's possible that therxe is no
cuase-effect relationship between these variables, but merely the
common effects of a third variable, such as a particular type/degree
of mental illness which can result in both reactions,

The remaining two relationships of relevence to this inculca-
tion issue are the difference between the inpatients' and out-
patients' acquiescence levels, and the lack of significant orienta-
tion score-treatment time correlation among the outpatients. As pre-
dicted, the inpatients were found to possess significantly higher
levels of bureaucratic acquiescence than the outpatients. The major
apparent difference between these two groups was that of treatment
environment. One viable conclusion would be that this finding sup-
ports the hypothesis, However; some other possible sources for this
difference include nature and degree of illness and vocational his-
toxry.

A selection process occurs prior to treatment, in which the ap-
propriate course of intervention for each patient is determined. For
the most part, patients treated through the community facilities are
deemed to be behaviorally less dangerous to themselves or others,
and/or more cépable of meeting their own basic needs than patients
placed in institutional programs, Whether or no such differences in

pre-treatment populations might relate to differences in levels of
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bureaucratic acquiescencé cannot be answered from these data. It
would seem likely that a difference in attitude toward established
bureaucratic systems could develop as a consequence of being provided
treatment within the community, or being committed for treatment to
an institution,

Another variable not controlled in the present study was voca-
tional history. This would include the various work experiences that
the patient endured prior to treatment. Since one key aspect of the
institutional inculcation issue is the contention that environmental
factors can impact upon basic beliefs, significant differences be-
tween groups in pre-treatment vocational experiences could also have
affected propensity for and direction of belief change during treat-
ment., To the extent such pre-treatment information is available for
future research, it should be given due consideration,

The lack of significant correlation between treatment time
and orientation scores among the outpatients shows that these two
variables do not covary for this group as they do for the inpatients.
This finding, combined with the fact that significant covariation was
found between outpatients' WEPS scores and levels of job satisfac-
tion, suggests that bureaucratic acquiescence is related to the
treatment situation for inpatients, and to the vocational situation
for outpatients. This is in line with the institutional inculcation
hypothesis; at the least it support the possibility of cause-effect
relationship between environment and beliefs among the inpatients.

There is, then, some support within these data for the sécond

hypothesis, The predicted correlation between length of program in-
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volvement and degree of bureaucratic acquiescence among the inpatient
participants did occur. Also, the anticipated differences between the
inpatients' and outpatients' orientation mean scores, suggesting pos-
sible differential treatment environment effects, was obtained. Last-
ly, the contrast in correlations for the two patient groups may be
construed as evidence that a significantly greater treatment environ-
ment impact existed among the inpatients than among the outpatients,
While these data support the contention of institutional acquiescence
inculcation to the level of internalization, they do not show con-
clusively that a cause-effect relationship exists. TQis leaves open
the possibility of other explanations for these results. Stronger,
more conclusive support for the case of institutional inculcation
could conceivably be generated through a test-retest format using a
locally normed index. Such a format involving the entire organiza-
tional spectrum of the institution, patients and staff, could eli-
minate and/or substantiate many alternative interpretations of these

data,

The overall concern of this study was with the extent of impact
of the institutional environment upon patients: Could evidence be
found to support the contention of belief system change as avdirecf
consequence of institutional exposure? Tentative support for this
contention was found through this study; however, the need for ad-
ditional research utilizing a format of a different design is also
apparent, The present study did nothing to disprove the possiﬁility

of ‘institutional inculcation of increased acquiescence within pa=
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tients; it simply did not control for enough other potentially in-
fluencing variables to make a strong case for institutional culpa-
bility.

The findings from this research do tend to fit with previously
cited studies. Heightened acquiescence was reportedly found to char-
acterize long-term institutional patients by Harris (1970), Schmieding
(1968), and Wolins and Wozner (1977), One difference between the pre-~
sent and previous studies is that, rather than focusing on inter-
pexsonal acquiescence, this study examined bureaucratic acquiescence;
i,e.,y, how patients perceive themselves in relation to bureaucratic
organizations. The principle finding of this study was that bureaﬁ—
cratic acquiescence might by acquired and internalized during hos-
pitalization.

The determination that the participant inpatients possessed a
high level of bureaucratic acquiescence should not be construed to
mean that heightened bureaucratic acquiescence is a sign of mental
illness. In examining Gordon's "Norms Tables" (1973, pp. 6-13) a
number of organizational/occupational groups apparently average a
similar or higher degreé of bureaucratic acquiescence, without any
apparent problems in functioning. These groups include military re-
enlistees, domestic workers, and high school students, What is of
concern is the direction and degree of change that these data sug-
gest may occur within institutional patients: Are patients being
prepared to function independently within open society, or are they
being readied to function optimally within a structured environment?

The data from this research tend to support the latter contention.
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Inasmuch as these data are inconclusive, it would be inappro-
priate to condemn institutions as possessing non-/anti-therapeutic
environments, Certainly, when one considers the double-bind expec-
tations under which these agencies operate of (1) providing a safe,
secure situation for both the community and patients, and (2) effec-
tively reclaiming patients to a socially productive status, an ob-
vious potential exists for one responsibility to become dominant.
Typically, as Wolins and Wozner assert, the need for security will
prevail.

For the patient within a security-oriented treatment situation,
cooperation, compliance, non-demandingness, and acquiescence are
characteristics which would facilitate organizational operations. The
problem occurs when these characteristics interfere with the indivi-
dual patient.'s growth and development., If training an individual to
function within an institution moves him/her in a direction which ul-
timately will handicap his/her efforts to adjust, post-release, then
there is a legitimate cause for concern. Evidence that such may be
the case with mental hospitals, including the results from this
study, continues to accumulate.

Clearly, there is a need to accurately determine the full ef-
fects of institutional care and treatment, and to delineate the res-
ponsible factors. With respect to the present study, follow-up re-
search using a test-retest format as previously suggested could pro-
vide valuable and deeper insight into the institutional patient as
an organizational being, Many more issues were raised than resolved

by these data, a number of which relate to differential treatment
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environment effects. The further pursuit of these issues is important
not only with respect to mental institution populations, but to other
"total institution" populations as well.

If iatrogenic symptoms resulting from institutionalization are -
an actual phenomenon, then these should be understood more fully so
that they could be more readily changed. Lt is especially critical
in those settings where the ultimate objective is reclamation to eli-
minate elements which impede growth. A fuller understanding of how
these elements operate should provide valuable avenues of explora-
tion for introducing growth promoting factors. After all, the ma-
jority of current research, including the present study, indicate
that the institutional environment can induce chénge quite effective-
ly. The problem for the future seems to be that of learning to mani-
pulate the institution's change-inducing mechanisms to achieve some-
what more desireable outcomes than those of increased dependency and

acquiescence.
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Dear Client of NG

The purpose of this letter is to introduce myself, and to ask for
your help in a research study. I sincerely hope you will be kind

enough to finish reading this letter and then take a few minutes

to answer the enclosed questionnaire. In return, I will offer im-
portant and interesting information to NNNGgEER +hich has
never before been available,

My name is Keith Handell. I am attending Western Michigan Univer-
sity as a graduate studyent in Industrial Psychology.

The study I am doing is to try and find out how various groups _
of people feel about living/working in different kinds of environ-
ments, I am not concerned with your individual questionnaire by
itself, but rather with the entire groups' questionnaires., Con-

sequently, please complete the questionnaire carefully, but do
not put your name on it,

I want you to answer each question according to how you personnaly
(not your family or friends) feel about the statement., hen you
have finished the questionnaire, please place it in the box mark-
ed "Completed Questionnaires",

After I have received all the questionnaires, I will analyze them,
When the analysis is finished, and I have tabulted the results, I
will then provide a copy of my report for the use of S NEGNGE
SR

Thank you for your time. I appreciate your help with this project.
I hope you find the questions in this study thought-provoking and
interesting.

Sincerely,

Keith T, Handell
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DIRECTIONS: Please fill in the blanks below, or circle where necessary.

Age: years., Sex: M . F
Race: Black White Other
Marital Status: Married Single Divorced Separated

Other

Tducation

PP LRSS

Circle the highest grade of regular (formal) schooling you have com-

pleted:

Grade: 1 2 3 4 567 8 High School: 9 10 11 12

" College: 1 2 3 4 Graduate School: 1 2 3 L4 5 6
Have you had any special skill training at any time? Yes No

If so, how long was the training, and what was the skill involved?

Jork

Do you have a job at the present time? Yes No
If not, how ..uag aus .t been since you last held a regular job?
If so, are you working: Tull time (at least 30 hrs./week)___
Part time (less than 30 hrs,/week)
In general, are you:
very satisfied satisfied S0-S0
spmewhat dissatisfied very dissatisfied
with this job? (Circle one)

Program Involvement

How long, approximately, have you been participating in the program

at (N \

(Please indicate weeks, months, or years.)
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