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INTRODUCTION

The CMI (Chronically Mentally I11) experience many problems in
obtaining services in both rural and urban environments. Such prob-
lems include community resistance to the mentally i1l, inadequate treat-
ment services, support systems, a lack of service utilization, and a
lack of follow-up studies concerning this population, especially in
rural areas.] While these problems are generally characteristic of all
areas of the country, whether urban or rural, they tend to have extreme
manifestations in rural areas. Such problems are also conjoint in rural
areas with rural life poverty, isolation, transportation difficulties,
and §parse popu1at1’ons.2 In order to understand the possible barriers
to mental health services in rural areas, this study will concern itself
with certain demographic data and possible transportation difficulties
of the CMI population in the rural environments. Our geographical tar-
get area is Eastern Oregap Comprehensive Community Mental Health Center
catchment area of the State of Oregon, Mental Health Division. The
taréet population will be recent releasees from Eastern Oregon State
Hospital (EOSH) who reside in this region.

A review of Titerature on rural menta] health reveals a general
lack of information in camparison to researgh and literature on the
urban counterpart. It is remarkable that before the 1970's little
rural mental health research was done; however, with the '70's, the

recognition of the need for information and understanding of the needs



of rural CMI population has gained impetus.

Recent Titerature addresses itself to a variety of subjects, in-
cluding transportation. The literature on transportation is Timited
and subjective. The predominate issue in the literature appears to be
finances, or the lack of finances to adequately fund rural mental
health services. The Tiferature reviewed in relation to transporta-
tion gives limited accounts of transportatign as a problem in rural
areas. However, it discysses alternative ¢lient transportation sys-
tems and describes consultation services, satellite offices and trav-
eling staff. An example of the 1iterature is an article describing
a consultation model in Southeast Nebraska which utilized clergymen,
teachers, and various lay people to reach people in need of mental
health services. The goal of the program was to provide a competent
cadre of services to clients in outlying rural areas. Follow-up
studies of this model concluded that the program was a success in
reaching isolated clients and inducing commynity involvement. The
study also found small rural communities passess sufficient resources
to provide adequate resoyrces for the Chronica11y Mentally I11 in
rural areas.> Cohen alsq discusses transportation as an issue in
people gaining services, however, not as ah overwhelming concern.

Stackhouse provides some demographic jnformation concerning the
CMI population in Eastern Oregon, however, the information is limited
to Umatilla County and only briefly discusses transportation as an
. issue.4 In a 1978 study, Welsh and Kline-Skei discuss various problems
of the CMI population in Fastern Oregon, aggijn, this information is

Timited to Umatilla County.5 Because of the vastness of the region,



little research has been done on the total area. Along with transpor-
tation data; demographic information on the CMI population in this
total area is needed in order to design mental health services.

Adding further to the need for demographic information in rural
areas is the "back to the country" movement. With the movement of in-
dividuals back to country residence come new issues of mental health
related problems to rural areas, hence the predictive quality of psy-
chological sequelae becames difficult to understand.6 With rural areas
beginning to absorb clientele from urban centers comes the need for
further study of demographic variables in rural sections of the coun-
try.7

Mental health centers in Eastern Oregon sense the complexity of
the deinstitutionalization process and the necessity for realistic
planning based on the total needs of the community. Such realistic
planning may make the needs of the CMI more easily managed in rural
areas, and the advancement of mental health resources more readily
realized. No one will deny that there are difficulties in effecting
community care for CMI ip cities. In rupral areas, however, in order
to build an effective system of community-hased mental health care,
one must consider the exjsting demographjc and socio-economic factors
which are present.8 In qnderstanding demographic information, it is
important to keep in mind the three general principles of the dein-
stitutionalization movement: 1) That commynity-based care is pref-
erable to institutionalized care; 2) That the community must be able
to assume the responsibi]ity of the CMI; 3) That the community assume

many of the mental hospital functions.9
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New and creative ways of dealing with deinstitutionalized clients
in rural areas are needed. Ways are needed in strengthening resources
which are now present but are not being utilized to their fullest ex-
tent. In response to the need for more information concerning trans-

portation and demographics, a research project was devised which covers
some of these areas and will give new data that we hope will be valu-

able in planning for the CMI population jn Eastern Oregon.



METHODOLOGY

This study was formulated to elicit basic demographic information
on the chronically mentally i1l population in the Eastern Oregon Com-
prehensive Community Mental Health Center's catchment area, as well as
information regarding their'use of transpoptation modes for obtaining
mental health services.

To accomplish this project, eight basic sequential steps were
followed. They are as follows:

1. Cooperative Contact with State Mental Health Division Com-
munity Support Strategy Development Project.

The Community Support Program (CSP) is one of sixteen National
Institute of Mental Health funded CSP's Tlocated throughout the United
States. Oregon has one which operates at the state level. The pro¥
grams are funded for one year, with the pqssibility of funding for two
additional years.

The CSP of Oregon State Mental Hea]th Dijvision stated (April 25,
1978) as their basic goals was ". . . to ha]p devise a network of peo-
ple in the community compitted to assisting the chronic mentally and
emotiona11y disabled adu]t to meet his/hervpeeds and develop his/her
potential without being ynnecessarily isalated or excluded from the
community (NIMH, 1977). 'In order to achieve this goal, various sub-
goals must be achieved. They include: (1) Definition of the target
population, (2) Identjfjgation of needs gng potential of target popu-

lation, (3) Assessment gf services currentl]y available for target



population, (4) Identification of undeveloped community resources,
(5) Legislative, financial, and administrative cooperation."

Meetings were held with Carol Cordes, M.S., (Director) and David
Langenes, Ph.D. (Researcher) to inform and develop our interest in con-
junction with their research needs. Mutual goals were ascertained and
agreements were formalized for product deadlines.

To insure research continuity, the CSP criteria for defining
chronic MED (Mentally and Emotionally Disahled) was used, hereafter
designated CMI (Chronically Mentally I11), (see Appendix).

2. State Mental Health Djvision Sanction for Official Release of
Information.

A written request was submitted to J. D. Bray, M.D., Adminis-
trator for the Oregon Mental Health Division. Formal authorization
was granted under state provision, ORS 179.505 (4) (6) allowing the
reseérchers access to Eastern Oregon State Hospital MED patient files

for the designated purposes of the study (see Appendix).

~

3. Formal Sanction from the Eastern Oregon Mental Health Directors
Association. ‘

These researchers met with the Directprs Association durfng their
monthly meeting in Pendleton, Oregon. Members included clinic director
of the thirteen (13) counties, staff from the Eastern Oregon Compre-
hensive Community Mental Health Center and the Clinical Director of
Eastern Oregon State Hospital. At this meeting the members of the re-
search team, including one of the research advisors, presented both
written and verbal information regarding the research purposes, goals

and tentative metholodolqgy. A mutual discyssion ensued encompassing a



general critique, as well as helpful suggestions, to facilitate pro-
cedures of .patient tracking and data gathering. In addition, overall

sanction for conducting the study was granted.

4. Sampling Procedure.

Subjects selected for study were drawn from all MED patients dis-

charged from EQSH during the calendar year beginning June 1, 1977, to
‘May 31, 1978. To qualify, subjects must meet the CSP criteria for CMI
(see Appendix). Within this sample S's (Subjects) must be residing in
one of the thirteen (13) counties of Eastern Oregon Comprehensive Com-
munity}Menta] Health Center catchment area. Those S's diagnosed with
primary alcoholism, drug abuse, organic brain.dysfunction (syndrome)
and senile dementia were not included in the study group for the CSP
report. Because Umatilla County accounts for approximately 50% (fifty
percent) of all EOSH admissions and releases and the county's popu-
lation is the most dense, a 50% (fifty percent) random sample of cri-
teria qualified subjects were selected for interviewing in that spe-
cific county. This comprised 39 (thirty-nine) S's.

After the initial introduction and orientation to the EOSH medi-
cal records Tlibrary staff, the research team used a computer printout
" to identify all MED discharges for the désignated time period. This

'  delineated the individuals' names, file number, date of release and
type of release.

At that point, each individual's EOSH file was located, hand re-
trieved and scanned for confirmation or rejection under CSP residence
" criteria. To obtain the appropriate information from patient charts,

eight sections were scanned as follows: admission sheet, notice of
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release, admission file card, physician discharge summary, social his-
tory, and progress notes. When criteria was confirmed, the S's in-
formation was recorded and each S was assigned a coded I. D. number.

The coded I. D. number was utilized to insure confidentiality of cli-
ent's name and address. The information included name, age, sex, race,
probable destination and phone number, if known, county referral source,

and date released.

5. Formulation of Interview Questionnaires.

Two interview questionnaires were designed. One questionnaire
(see Appendix) was designed to gather information from the clients.
The client questionnaire included demographic information, as well as
data regarding transportation used and availability, distance to ser-
vicemand specific geographic and climatic features.

The second questionnaire (see Appendix) was designed to gather
soft data from each mental health clinic regarding overall number of
active CMI clients in treatment, coordinatjon of hospital follow up
and clinic policies regarding transportation of patients to and from
mental health services.

The client questionnaires wefe pretested by the résearch team at
the University of Oregon Health Sciences Center's Psychiatric Crisis
Unit. Five questionnaires were administered and the results and pro-

cess of the interview were evaluated and efficacious changes made.

6. Tracking of Subjects.

Each of the 13 (thirteen) County pragpam staff were contacted

either by phone or letter to arrange a time for the research inter-



9
viewer to visit with staff and gather data. Usually a list of prospec-
tive S's was provided to the clinic staff prior to the visit to facil-
itate subject tracking and personal interview permission.

-Final tracking of S's was accomplished either through firsthand
khow]edge of the clinic staff or by quick review of the S's chart. In
some instances, tracking entailed contacting relatives or other ser-
vice agencies involved with the client. S's not located were dropped

from the study.

7. Gathering and Recording Data.

Subject Data: Most county agencies preferred to make contact
initially with the S's to obtain final permission for a personal in-
terview. In addition, it Was left up to the clinicians' judgement to
de]epe a personal interview if it would either jeopardize the S's on-
going involvement with the clinic or the S's psycho-social functioning.
For those S's not personally interviewed, data was collected both from
the primary clinician and patient chart. Interviews with subjects were
done either at the mental health clinic ar at the S's residence. A
verbaf or written release of information was obtained frdm each subject.
This data was recorded on the S's questionnaire and identified with a
corresponding coding numher to ensure confidentiality.

Mental Health Clinic Data: Each client's post hospitalization
out-patient clinician was personally interviewed and the data recorded
on the Menta] Health Clinic questionnaire (see Appendix).' In two in-

stances, the interviews were conducted by tglephone.



8. Tabulation of Data.

A11 S's and Clinic questionnaires were compiled and hand tabu-

lated for results.

10



DISCUSSION

Methodology:

The most obvious problem with this project's methodology was the
researchers' naivete concerning Eastern Oregon Comprehensive Community
Mental Health Center Catchment area prioyr to beginning the study. The
researchers made several assumptions about the area which were the
basis for the procedure used in obtaining the sample of chronically
mentally i11 subjects.

In reference to the methodology section (Page 5), it was the re-
searchers' assumption that the most effective method to identify and
locate the chronically mentally i1l subjects was through the EOSH medi-
cal records and track them back to the communities for interviews.
This was decided both from the researchers' personal experience with
Régioh I's mental health system, as well as from knowledge of previous
studies reviewed in the literature. The premise being that the CMI
clients often did not make contact or follaw through with community
mental health agency programs, and that community mental health agen-
cies in Region I are so overtaxed for MED service that they could have
less Up—to—date knowledge of the location of CMI clients. It was also
assumed that the agency staff would have less time to assist the re-
searchers in their endeavor to locate subjects.

However, it was faoynd that in Eastern Oregon Compréhensive Com-
munity Mental Hea]tthenter Catchment area the community mental health

clinics were by far the most knowledgeable gnd accurate information
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source for identifying and tracking the CMI population. Apparently,
this was due to the rural environment with its: overall low density
of population; centralization of population within mental health clinic
location site (usually the largest population center of the county);
the predominant identification and referral of CMI from county program
to EOSH; and the regular ongoing telephone qr in person liaison be-
tween community mental health clinics and EQSH.

For future studies in this area, it is the researchers' belief
that the most efficient method for identifying, tracking and sampling
the CMI population would be to go directly to each of the community
mental health clinics, thus bypassing EOSH altogether. This would be
basically advantageous in three concerns--1) time, 2) more initial
client information, and 3) identification of a larger total sample of
CMI io draw from. This larger expected sample would be due to the in-
clusion of the chronically mentally i11 population not hospitalized
and/or released during our sample year of 6/1/77 to 5/31/78.

" It must be mentioned that it was the researchers' impression
that the community menta] health clinics of the Eastern Oregon Com-
prehensive Community Mental Health Center Catchment area appear to
pride themselves in reducing "red tape"™ and bureaucratic variables to
a minimum. Peksona] contact, both forma] apd informal, is highly
valued as is the informal communication network, i.e. "by word of
mouth.” From our observations, this was not only congruent with
Eastern Oregon's rural community values, but has also been highly ac-
curate in its transmissign of information.

As with any study, the use of objective criteria is imperative
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in order to adequately and consistently define factors for study. CSP
established certain criteria for the identification of the chronically

mentally 111 population. They were as follows:

I. Mental or Emotional Disability (must meet at least one criterion)

A. () Has had a single episode of hospitalization of at least 6
months' duration for treatment of a mental or emotional
disturbance between 1973 and the present.

B. ( ) Has had a tota] of 12 months of heospitalization for treat-
ment of a mental or emotional djsturbance between 1973 and
the present.

C. ( ) 1In the opinion of an exper1enced clinician, is severely
mentally disabled.

AND

II. Impaired Functioning in the Natural Environment (must meet at
least two criteria)

A. () 1Is unemployed with markedly limited job skills and/or a
= poor work history.

) Is employed in a sheltered setting.

C. () 1Is unable to perform basic household management tasks with-
out assistance,

D. (_) Exhibits inappropriate social hehavior which results in
rejection by the community and requests for intervention
by the mental health or judicial/legal system.

E. (::) Is unable to procure appropriate publlc support services
without assistance.

F. () Requires public financial assistapce for out-of—hospita1

maintenance (SSI, General Assistapce, etc.)

G. () Severely lacks social support systems in the natural en-
vironment (no close friends, lives alone, no group af-
filiations, highly transient).

H. () 1Is placed in a pursing home setting because of financial
considerations and/or because a %@ss restrictive suitable
environment isp!t currently availgble.
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In this study we found that the CSP definition and criteria for de-
fining the CMI population was most useful in two regards. First, it
aided the researchers in maintaining continuity between studies. Sec-
ond, it provided a working definition for CMI, both broad in nature
and yet objectifiable.

In many previous studies the CMI population has been defined only
by diagnosis or time and number of hospitalizations. This method has
three major shortcomings, First, physicians vary in their use of di-
agnostic techniques. Second, since deinstijtutionalization began, psy-
chiatric hospitals have changed markedly in their treatment philoso-
phies and procedures. Years ago, it was common for an individual need-
ing in-patient care to be hospitalized for a year or even several years.
Today it is more typical for an individual to have one or several short
(1-2 week) hospitalizations over several years time. ‘{hird, some in-
dividuals reasonably judged to be CMI may have never been hospitalized
due to the community-based support system's success with the individ-
ual. -

: The CSP criteria (Section I) included individuals whom have ei-
ther had Tong-term hospitalization or several short hospitalizations.
In addition, it included a more subjective category, i.e., IC, "In the
opinion of an experienced clinician, is chronically mentally i11."
Although subject to critjcism because of jts subjective nature, it
does encompass a broader, more inclusive picture of the individual's
longitudinal level of psycho-social functioning. Individuals in this
category were confirmed hy reviewing the medical records at Eastern

Oregon State Hospital and determining whether the physician described
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the individua]s as chronic in the diagnostic summary. If it was un-
certain whether the client met this criteria, the community mental
health clinic (providing the follow-up care) records and staff were
consulted for further information regarding the nature and course of
the client's dysfunction.

In our totai sample, for instance, approximately 73% of what we
identified as the CMI popu]ation would have been missed if only items
IA (single episode of 6 or more months hospjtalization) and IB (12 or
more months of hospitalization since 1973) were used as identifying
criteria.

It is interesting to note that Items A and B or long term and/or
frequent hospitalizations seem to be related to geographic stability.
In other words, the chronically mentally i11 people who continue to
’ ]iveuin one specific place are more likely to have a history of fre-
quent or long-term hospitalization. A possible problem with this cor-
relation is that we may have had inaccurate information regarding pre-
vious hospitalizations for the more transient individuals.

Furthermore, the CSP definition also included a criteria section
of impaired functioning in the environment such as unemployed, in-
ability to perform basic household tasks, etc. In this section, two
criteria must be met in support of the criteria met in Section I.

After using the CSP definition to review approximately 500 in-
dividuals both at the EOSH and community mental health clinics of
Eastern Oregon Comprehensive Community Mental Health Center Catchment
area, it was our conclusign that the CSP criteria for identifying the

CMI population was valid, reliable, and easy to use. The only ex-
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ception to this was its use of EOSH's medical records. Here, an in-
dividual's confirmation of criteria under Section II was often dif-
ficult or impossible to ascertain. This was generally due to a lack
of recorded information about the individual's psycho-social function-

ing in the community.



RESULTS/TOTAL SAMPLE

Out éf the total discharges released from EOSH during the period
June 1, 1977, to May 31, 1978, 97 individuals met the CSP criteria
which was established to jdentify the chronically mentally i11 (CMI)
population.

Out of these total discharges, thirty-six individuals were in-
terviewed and as a result, comprise our interviewed sample. The in-
terviewed subjects were chosen primarily on the basis of availability.

0f the total sample, fifty-two (54%) were discharged to Umatilla

County and fofty-five were released to ten of the remaining twelve

counties in the defined catchment area.

Demographic Information:

The subjects' ages ranged from 18 years to 67 years. The average
age of the Umatilla group was 37.9 and the average age of the non-

Umatii]a group was 34.5.



AGE OF TOTAL SAMPLE--UMATILLA/NON-UMATILLA

TABLE 1

18

Non-Umatilla Umatilla Total
X =34.5 SD=14.44 x=237.9 SD=14.58 x = 36.4 SD = 14.54
Age f Age f Age f
18-27 19 18-27 17 18-27 36
28-37 12 28-37 11 28-37 23
38-47 3 38-47 9 38-47 12
48-57 4 48-57 5 48-57 9
58-67 6 58-67 9 58-67 15

? 1 ? 1 ? 2

N1 = 45 N2 = 52 N = 97

There were 48 males and 49 females.

The average

Jects was 32.8 and the average age of the female subjects was 39.9.

TABLE 11

AGE OF TOTAL SAMPLE--MALE/FEMALE

age of male sub-

Male Female Total

X =232.8 SD=11.35 x=239.9 SD=16.49 X = 36.4 SD = 14.54
Age f Age f Age f
18-27 18 18-27 18 18-27 36
28-37 15 28-37 8 28-37 23
38-47 9 38-47 3 38-47 12
48-57 3 48-57 6 48-57 9
58-67 2 58-67 13 58-67 15

? 1 ? 1 ? 2

Ny = 48 N, = 49 = 97

? = Age of individual unkpown.
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Ninety-four or 97% of the total sample were of white ethnicity.

One individual was American Indian and two were Mexican American.

TABLE III

ETHNIC GROUP OF TOTAL SAMPLE

White = 94

American Indian = 1
Mexican American = 2
N = 97

Diagnosis:

There were nine separate diagnostic categories included in the
total sample (see Table IV). Fifty-two or 54% of the subjects were
' diagnpsed as Chronic Undifferentiated Schizophrenics and 21 or 22% of
the shbjects were diagnosed as paranoid schizophrenics.:.The major psy-
chotic dysfunctions comprised 96% of the total sample, i.e., Chronic
Undifferentiated Schizophrenia, Paranoid Schizophrenia, Simple Schizo-
phrenfa, and Manic Depressive Il1lness. There were forty-one males and

forty-two females in these four diagnostic categories.
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TABLE IV
DIAGNOSIS TOTAL SAMPLE--MALE/FEMALE

Diagnosis Male Female Total %
f f f
Chronic Undifferentiated Schizophrenia 21 31 52 54%
Paranoid Schizophrenia 16 5 21 22%
Simple Schizophrenia 1 4 5 %
Manic Depressive Illness 3 2 5 5%
Schizoaffective Disorder 2 4 6 6%
Schizoid Personality 1 0 1 1%
Paranoid Personality & Ajcohol Dependency 1 0 1 1%
Depressive Neurosis 3 2 5 5%
Hysterical Neurosis 0 1 1 1%
N] = 48 N2 49 N = 97

0f the 45 subjects released outside of Umatilla County, nine were
re]eéﬁed to Baker County, five to Grant County, one to Harney County,
one to Hood River County, ten to Malheur County, three to Morrow County,
five to Union County, foyr to Wallowa County, seven to Wasco County,
one to Wheeler County. There were no subjects released to Gilliam and
Sherman Counties.

Thirty-six or 80% of the subjects in the non-Umatilla group were
diagnosed as having one of the major psychotic dysfunctions (Chronic
Undifferentiated Schizophrenics, Paranoid Schizophrenics, Simple
Schizophrenics, or Manic Depressives). There were twenty-five females
and twenty males in the non-Umatilla group. There were 44 white sub-

Jjects and one American Indian subject.



TABLE V

NON-UMATILLA/BREAKDOWN BY COUNTY
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Ethnic
County Age Sex Group Diagnosis
f f

Baker 2825 F 6 W 9 Paranaid Schizophrenia - 3
N=9 2933 M 3 Depressive Neurosis - 2

19 59 Parangid Personality & ETOH - 1

44 21 Chronic Undifferentiated

47 Schizophrenia - 1

Schizoaffective Disorder - 2
Gilliam
N=0
Grant 60 57 F 5 W 5 Simple Schizophrenia - 3
N=5 61 62 Chronic Undifferentiated
- 67 Schizophrenia - 2

Harney 59 Mo I 1 Paranoid Schizophrenia - 1
N=1
Hood River 29 M 1T W 1 Chronic Undifferentiated
N=1 Schizophrenia - 1
MaTheur 5624 F 65 W 10 Paranaid Schizophrenia - 2
N=10 2336 M b Manic Depressive - 2

25 28 Simple Schizophrenia - 2

26 19 Chronic Undifferentiated

29 35 Schizophrenia - 4
Morrow 22 7 F 2 W 3 Depressive Neurosis - 1
N=3 22 M1 Schizoaffective Disorder - 1

Paranoid Schizophrenia - 1

Sherman

N=0




22
TABLE V (CONT.)
NON-UMATILLA/BREAKDOWN BY COUNTY

Ethnic
County Age Sex Group Diagnosis
f f

Union 3229 F 2 W 4  Chronijc Undifferentiated
N=5 4934 M 2 Schizophrenia - 2

Depressive Neurosis - 1

Paranaid Schizophrenia - 1
Wallowa 5120 F 0 W 4  Paranoid Schizophrenia - 3
N=4 2923 M 4 Chronic Undifferentiated

Schizophrenia - 1
Wasco 2626 F 4 Y 7  Chronic Undifferentiated
N=7 1924 M 3 ’ Schizophrenia - 3
29 43 Manic Depressive Illness - 2
26 Paranoid Schizophrenia - 1

Schizoaffective Disorder - 1
Wheeler 23 F 1 W 1 Chronic Undifferentiated
N=1 Schizophrenia - 1
N=45 F=25 W=44

M=20 I= 1

W = White
I = American Indian
F = Female
M = Male

Criteria: (See page 10 and 11)
Seventy-one or 73% of the total sample of ninety-seven subjects
were identified by using Item IC of the criteria established by CSP.

With Item IC the person was identified as one of our sample popula-
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tion if it was the opinion of an "experienced clinician" that he or
she was chronically mentally i11.

Eighty-nine (92%) of the total sample included Item II A, which
jidentified subjects on the basis of their being unemployed with "1im-
ited job skills and/or a poor work history."

Fifty-nine (61%) of the total sample included Item II D, which
identified subjects 6n the basis of "inappropriate social behavior
which results in rejectign by the community and requests for inter-

vention by the mental health or judicial/Jegal system."

TABLE VI

CRITERIA FOR TOTAL SAMPLE
(ALL COUNTIES)

.f.‘

I A, II AB= 5
I A, IT AD = 1
I B, IIAC= 6
I B, IT AD =13
I1B, Il AG = 1
I1C, IT AC= 8
I1C, IT AD = 37
I1C, II AF = 1
I1C, II AG = 17
IC, IICD= 5§
< IC, IIDG= 3
Total 97

Criterja: A Comparison of Interviewed and Non-Interviewed Subjects.

Thirteen or 50% of the total number of Criteria I A and I B
were included in the interviewed sample qf thirty-six subjects..
Twenty-three or 32% of the total number of Criterion I C were in-

cluded in the interviewed sample.
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Items I A and I B accounted for 21% of the non-interviewed sam-
ple, while they accounted for 36% of the interviewed sample. Item I C
of the criteria accounted for 64% of the interviewed sample and 79%

of the non-interviewed sample. See Table 7.

TABLE VII

CRITERIA BY DIAGNQSIS
INTERVIEWED/NON-INTERVIEWED

Diagnosis Interviewed Non-interviewed Totals
f f f
Chronic Undifferentiated 1A, 3 I A, 3
Schizophrenia IB, 2 I1B, 9 I B, 11
IC, 8 I1C, 30 IC, 38
Paranoid Schizophrenia 1B, 2 I B, 2 I B, 4
I1C, 11 IC, 6 I1C, 17
Simple Schizophrenia 1A, 3 1A, 3
IC, 3 IC, 3
Manic Depressive ITlness 1B, 2 I B, 2
1C, 2 I1C, 1 IC, 3
Schizoaffective Disorder IB, 1 1B, 2 1B, 3
, I1C, 1 IC, 1 I1C, 2

Schizoid Personality IC, 1 I1C, 1
Paranoid Personality IC, 1 I1C, 1

with Alcoholism

Depressive Neurosis IC, 5 IC, 5

Hysterical Neurosis IC, 1 I1C, 1




RESULTS/INTERVIEWED SAMPLE

0f the total sample, thirty-six individuals were interviewed.
These thirty-six subjects comprise the interviewed sample.

The interviewed sample (N=36) was divided into two groups, i.e.,
Umatilla County and non-Umatilla counties (Hood River, Wasco, Union,
Malheur, Baker, Wallowa, Wheeler, Gilliam, Sherman, Grant, Morrow,
Harney). Within Umatilla County there were fourteen individuals in-
terviewed (39%) and within the remaining counties there were twenty-
two (61%) interviewed.

The average age of the subjects interviewed in the Umatilla
group was 43.7, the standard deviation was 16.93. The average age of
those interviewed in the non-Umatilla group was 41.9, the standard
deviation was 15.25. The average age of the total group was 42.6,

the standard deviation was 15.80.
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Demographic Information:

TABLE VIII
UMATILLA/NON-UMATILLA BY AGE

Age Age Age
Umatilla Non-Umatilla Total
X = 43.7 SD=16.93 x=41.9 SD=15.25 x = 42.6 SD = 15.80
Age f Age f Age f Age f Age f Age f
18-22 1 53-57 1 18-22 1 53-57 2 18-22 2 53-57 3
23-27 3 58-62 4 23-27 2 58-62 4 23-27 5 58-62 8
28-32 1 63-67 1 28-32 7 63-67 1 28-32 8 63-67 2
33-37 68-72 33-37 1 68-72 33-37 1 68-72
38-42 1 73-77 38-42 73-77 38-42 1 73-77
43-47 2 78-82 43-47 2 78-82 43-47 2 78-82
48-52 48-52 2 48-52 4
Fifteen subjects (42%) were male and twenty-one (58%) were fe-
male.
TABLE 1IX
UMATILLA/NON-UMATILLA BY SEX
Umatilla Non-Umatilla Total
4 f f f %
Sex Male 7 8 15 42%
Female 7 14 21 58%

Most had no dependents (thirty or 83%) and only six partici-

pants (17%) had one or more.
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TABLE X
NUMBER OF DEPENDENTS

Umatilla Non-Umatilla Total

f f f
*Dependents 0 11 19 30
1 1 1 2
2 1 1 2
3
4+ 1 1 2

The majority were either divorced (fourteen or 39%) or single

(seventeen or 47%). Only four participants (11%) were married at the

time of the interview.

TABLE XI
MARITAL STATUS

Umatilla Non-Umatilla Total
f f f %

Marital Married 1 3 4 1%
Status Single 6 11 17 47%

Divorced 8 6 14  39%

Separated

Widowed 1 1

Common Law

*Dependents - Children only.
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A1l were of white ethnicity.

TABLE XII
ETHNIC GROUP

Umatilla Non-Umatilla Total
f f f
Race Black
White 14 22 36
American Indian
Hispanic

Twenty-seven individuals (75%) had no high school diploma and
twenty (56%) had an education level of 10-12 years. Nine (25%) re-

ported 12 or more years of schooling.

TABLE XIII
EDUCATIONAL LEVEL

Umatilla Non-Umatilla Total

. f f f

Education 1-6 1 1
7-9 4 2 6

10-12 10 10 20

12+ 9 9

College Degree

" As can be seen, the majority of the sample (70%) were at or near

the poverty level. See Table XIV.



TABLE XIV
INCOME LEVEL
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Umatilla Non-Umatilla Total
f f f %
Income 0-2,999 5 9 14 39%
3,000-3,999 5 6 11 31%
4,000-4,999 1 3 4 11%
5,000-5,999 1 2 3 8%
6,000-6,999 1 2 3 8%
7,000-7,999
8,000-8,999
9,000-9,999
10,000-10,999 1 1 1 3%
11,000-14,999 ‘
15,000+
100%

" The most typical source of income was se]f—employéd or a com-

bination of social security and SSI.

bined their own earnings with other sources.

Fifteen individuals (42%) com-

Five (14%) relied on

some supplement from their family and nineteen subjects (53%) relied

solely on social service funds for their income.
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TABLE XV
INCOME SOURCE

Umatilla Non-Umatilla Total

f f f %
Income Self 3 6 9 25%
Source Family 1 1 3%
Welfare 1 1 3%
Social Security/SSI 1 8 9 25%
Veterans 1 1 3%
Self and Family 1 2 3 8%
Self and Social Security 1 1 3%
Self and Welfare 2 2 6%
Family and Social Security 1 1 3%
Social Security and Welfare 6 1 7 19%
Welfare, Social Security
and Veterans 1 1 3%
101%*

- 0f the thirty-six subjects interviewed, twenty-three (64%) were
either living in a single-family dwelling or an apartment. Only ten
(28%) were residing with relatives. Twenty-four (67%) lived with other

individuals. Twelve (33%) lived alone.

*Due to rounding error.
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TABLE XVI
TYPE OF RESIDENCE

Umatilla Non-Umatilla Total

: f f f %
Type of “Single Family Dwelling 3 10 13 36%
Residence Apartment 4 6 10 28%
Hotel 1 1 3%

Room and Board

Intermediate Care Facility

Coop. House/Apartment 2 2 6%
Coop. House Supervised

Shelter Group Home

(A11 in one group home) 6 6 17%
Skilled Nursing Home 2 2 6%
Trans. Group Home 2 2 6%

102%*

TABLE XVII
LIVING ARRANGEMENT

Umatilla Non-Umatilla Total

f f f %
Living Living Alone 5 7 12 33%
Arrange- Living with Qthers 6 8 14 39%
ments Living with Family 3 7 10 28%
100%

Of our sample, only five individuals (14%) lived in towns of

1,000 population or less. However, it must be mentioned that the

*Due to rounding error.
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largest city in the region sampled (Pendleton) has a total population

of 14,650.
TABLE XVIII
PLACE OF RESIDENCE
Umatilla Non-Umatilla Total
f f f
Place of 0-250 1 1
Residence 251-500 3 3
501-1,000 1 1
1,001-2,000
2,000+ 14 17 31
Diagnosis:

In Group I of the interviewed participants, thirteen participants
(36%5 were diagnosed chronic undifferentiated schizophrenic and thir-
teen participants (36%) diagnosed paranoid schizophrenié. Thus, com-
bined accounted for (72%) of the individuals interviewed. Thirty-
- three individuals (92%) were identified as either chronic undifferen-
tiated schizophrenic, paranoid schizophrenic, schizophrenic, or manic
depressive. The predominant diagnosis shifted from chrdnic undiffer-

entiated schizophrenia in Umatilla County to paranoid schizophrenia

in the remaining counties.



TABLE XIX
INTERVIEWED SUBJECTS BY DIAGNOSIS

Umatilla Non-Umatilla
Diagnosis Male Female Total 1 Male Female Total 2
f f f % f f f %

Chronic Undifferentiated

Schizophrenia 3 7 10 71% 0 3 3 14%
Paranoid Schizophrenia 2 1 3 22% 6 4 10 45%
Simple Schizophrenia 0 0 0 0 0 3 3 14%
Manic Depressive Illness 1 0 1 7% 2 1 3 14%
Schizoaffective Disorder 0 0 0 O 0 2 2 9%
Schizoid Personality 0 0 0 O 0 0 0 0
Paranoid Personality with

Alcoholism 0 0 0 0 1 0 1 5%
Depressive Neurosis/Hys-

terical Neurosis 0 0 0 O 0 0 0 0
Total 6 8 14 100% 9 13 22 101%*
Diagnosis Total Male Female Total
Chronic Undifferentiated Schizophrenia 3 10 13
Paranoid Schizophrenia 8 5 13
Simple Schizophrenia 0 3 3
Manic Depressive Illness 3 1 4
Schizoaffective Disorder Q 2 2
Schizoid Personality 0 0 0
Paranoid Personality with Alcoholism 1 0 1
Depressive Neurosis/Hysterical Neurosis a 0 0
Total 15 21 36

*Due to rounding error



34

Transportation Data:

Of the three social services surveyed, the community mental
health centers were the most often used by the chronically mentally
i11 subjects. Thirty-four or 94% of the interviewees said that they
used the community mental health center. Nine or 25% of the subjects
interviewed said they used Adult & Family Services and only 2 or 6% of

the subjects said that they had used Vocatjpnal Rehabilitation.

TABLE XX
CLIENT REPORTED USE OF SOCIAL SERVICES

1. Community Mental Health Center Umatilla

- 13

Non-Umatilla - 21

Total - 34

2. Adult & Family Services | Umatilla - 7
Non-Umatilla - 2

Total - 9

3. Vocational Rehabilitation Umatilla - O
Non-Umatilla - 2

Total - 2

. Seven or 50% of the Umatilla group used the Community Mental
Health Center (CMHC) 6nce per week. Five or 23% of the non-Umatilla
group used the CMHC once per week. The non-Umatilla group tended to
use the CMHC less frequently than the Umatilla group and more of the
non-Umatilla group (32%) used the CMHC on a crisis basis than the

Umatilla group (21%).
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TABLE XXI

FREQUENCY OF USE OF COMMUNITY MENTAL
HEALTH CENTERS PER MONTH

1 per month ~ Umatilla -
Non-Umatilla -
Total -

S -~

2 per month Umatilla -
Non-Umatilla -
Total -

3 per month Umatilla -
Non-Umatilla -
" Total -

OO O o oY N

4 per month ' Umatilla -
Non-Umatilla -
Total

i
—
O

Crisis only Umatilla
Non-Umatilla
Total

[ I
p—
ONW

1
—

Service not used Umatilla
Non-Umatilla
Total

[ |
N —t

Only three subjects in total reported health as a limiting factor

with regard'to their transportation to CMHCs.



TABLE XXII

TRANSPORTATION TO CMHC SERVICES

HEALTH LIMITATIONS OF CLIENTS AS THEY AFFECT
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Vision Umatilla
Non-Umatilla
Total

Hearing Umatilla
Non-Umatilla
Total

Other Umatilla
Non-Umatilla
Total

O N

——0 DO

A11 of the subjects who owned a car used it for

transportation

to the CMHCs. The most common mode of transportation to the CMHCs was

in someone else's car. The next most common mode of transportation

was to walk. The CMHCs provided about 22% of the transportation needs

of the total interviewed sample.



TABLE XXIII

MODE OF TRANSPORTATION USED BY CLIENT TO RECEIVE
MENTAL HEALTH SERVICES

1
w

1. Self Car Unatilla
: Non-Umatilla
Total

1 1
R p—
w O

2. MWalk Umatilla
Non-Umatilla
Total

1 1 1
—
SO O

3. Bicycle Umatilla -
Non-Umatilla -
Total -

wwo

4. Hitchhike Umatilla -
Non-Umatilla -
Total -

N — —

5. Taxi Umatilla -
Non-Umatilla -
Total -

6. Agency Umatilla -
Non-Umatilla -
Total -

(ol s I wow

7. Other Car Umatilla -
Non-Umatilla -
Total

i
—
~N OO WO

Ten or 45% of the subjects in the non-Umatilla group reported
that they had their own car for transportation to the CMHC while only
three or 21% of the Umatilla group reported that they had their own
car. Fourteen or 64% of the non-Umatilla group said that they were
aware that the CMHC would provide transportation. Five or 36% of the

Umatilla group reported that the CMHC would provide transportation.
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TABLE XXIV

MODE OF TRANSPORTATION TO
MENTAL HEALTH SERVICES THAT CLIENTS WERE AWARE OF

1. Staff Car Umatilla - 3
Non~Umatilla - 10

Total - 13

2. Bus Umatilla - O
Non-Umatilla - O

Total - O

3. Taxi Umatilla - 3
- Non-Umatilla - 2

Total - 5

4. Bicycle , Umatilla - O
Non-Umatilla - 3

Total - 3

5. Agency Umatilla - 5
Non-Umatilla - 14

Total - 19

6. Other Car Umatilla - 9
Non-Umatilla - 10

Total - 19

Eleven or 50% of the non-Umatilla graup reported that snow and -
ice on roads was a limiting factor with regard to transportation to
the CMHCs in the winter months. The Umatilla group did not report any
of the three geographic or climatic factors listed as pfob]ems which
they encountered with regard to transportation to the CMHCs. A1l of

the subjects interviewed 1ived on or near paved roads.
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TABLE XXV
GEOGRAPHIC & CLIMATIC BARRIERS

WITH REGARD TO TRANSPORTATION
TO COMMUNITY MENTAL HEALTH SERVICES

1. Passes Closed Umatilla - O
Non-Umatilla - 1

Total - 1

2. Snow & Ice Umatilla - O
Non-Umatilla - 11

Total - 11

3. Gravel & Dirt Roads Umatilla - O
Non-Umatilla - O

Total - O

The average distance traveled for mental health serVice in the
Umatilla group was 4.77 miles, and the standard deviation for this
group was 7.46. One subject in the Umatilla group traveled thirty
miles to receive service.

.The average distance traveled for service in the non-Umatilla
group was 4.11 miles and the standard deviation was 8.62. There was
one subject in this group who traveled twenty-eight miles and one who
traveled thirty miles for mental health service.

The average distange traveled for the total group was 4.38 miles.



TABLE XXVI

DISTANCE TRAVELED FOR MENTAL HEALTH

SERVICES IN MILES
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1. Umatilla x = 4.77
SD = 7.46
2. Non-Umatilla x = 4.11
SD = 8.62
3. Total x = 4.38
SD = 8.04

Two subjects reported a free floating fear or generalized anx-

iety with regard to leaving their home which negatively affected their

access to fhe CMHC.

Five subjects reported a specific fear of motor vehicles.

TABLE XXVII

PSYCHOLOGICAL BARRIERS OF CLIENT WITH
REGARD TO RECEIPT OF MENTA|, HEALTH

SERVICES

1. Free Floating Fear

2. Specific Fear

3. Other

Umatilla
Non-Umatilla
Total

Umatilla
Non-Umatilla
Total

Umatilla
Non-Umatilla
Total

NN O

TTWN
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Criteria:

Of the CSP criteria, category IC identified twenty-three or 64%
of the interviewed sample. Under category II, IT A (unemployed, lim-
ited work skills, or poor work history) was most often checked. Thirty-
three participants (92%) were included in this category. These cate-
gories did not significantly differ between the Umatilla or Non-Umatilla
groups.

Only three (20%) of the total interviewed male population of 15
were identified by items I A or I B of the CSP criteria, while ten
(48%) of the total interviewed female population of 21 were identified

by using Items I A or I B of the criteria.



TABLE XXVIII

CRITERIA BY SEX

Total

Non-Umatilla

Umatilla

Female Total-

Female Total Male Female Total Male

Male

5

1A, ITABO
I A, IT AD 1

1B, IIAGTIA, II AB5I1A,II AB5
IC, ITACTIB, II1 AD2IB,II AD2

1A, IIADT IB, II AC2T1A, IT AD1

0

I B, IIAC1TIB, Il AD11IB, II AC3
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21

15

22

13
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Total
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DISCUSSION OF RESULTS

The total sample of the chronically mentally i1l population was
fairly homogeneous. The sample included forty-eight men and forty-nine
women. The males, on the average, were 7.1 years younger than the fe-
males with the average age for the total group 36.4. The ages ranged
from eighteen to sixty-seven with ages clustering between twenty and
thirty-five. The vast majority of the sample were of white ethnicity
which is congruent with the general population in Eastern Oregon. The
majority of the clients were diagnosed as having a psychotic dysfunc-
tion and given the nature of psychiatric illnesses, this would seem
logical. In general, the psychotic dysfunctions are much more_de—
bilitating than the other psychiatric disorders and tend to be recur-
rent and have a progressively deteriorating course. The exception to
this is manic depression illness, which, if treated properly, will
usually be recurrent but without extreme deterioration.

In the total sample, there were few noticeable differences be-
tween the Umatilla and non-Umatilla group. One exception was a
s1ightly lower average age for the non-Umatjlla group.

The interviewed sample was again quite homogeneous. They were
all of white ethnicity and of a similar socio-economic background with
70% of them earning less than $5,000 per year. The majority of this
group received some sort of financial support either from welfare,
social security, SSI, Veterans Administration or family. This popu-

lation had Timited interpersonal support systems as evidenced by the
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fact that 83% had no dependents, 4% were currently married and 28% were
1iving with family. Seventy-five percent of the interviewed samp1e had
not finished high school, the majority dropping out of school sometime
between their sophomore and senior year. Ninety-two percent of this
group were diagnosed as having a psthotic dysfunction which again fits
with the general picture of the chronically mentally i11 population.

The average age of the interviewed sample was 6.2 years older
than the average age of the total sample and this difference was quite
similar for both the Umatilla and non-Umatilla groups. This difference
in age may again be accounted for by assuming that the interviewed
. sample were more likely to be an older, more stable population, since
the primary factor .in determining their inclusion in the interviewed
sample was their availability. It is likely that because of this
factor our data is somewhat biased, but to what extent it is impos-
sible to determine. Then again, because of this fact, it may be more
descriptive of the population who the commynity mental health centers
regu]ér]y serve.

The ratio of males to females was alsp different in the two sam-
ples. In the total sample, the ratio was approximately 1:1, while in
the interviewed sample, the ration was almost 3:2 in favor of the fe-
males. This is probably again related to the stability of the popu-
lation, i.e., males are more likely to lead a transient existence due
to our cultural norms with regard to mobility.

The interviewed sample, for the most part, lived in communities
of more than 2,000 people. In the majority of cases, they lived in or

near a town which offered community mental health services. The
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" overall average distance traveled for mental services was 4.38 miles,
but for upwards of 90% of this sample, the average was close to 2.5
miles. This factor, coupled with readily available means of transpor-
tation, indicate fairly easy access to the community mental health
centers for the majority of the interviewed subjects.

There were some basic differences regarding means of transpor-
tation used between the Umatilla and non-Umatilla groups. Only three
of the fourteen subjects interviewed in Umatilla County had their own
Ears, while ten of the twenty-two subjects in the non-Umatilla group
" owned cars. In regard to the transportation modes which the clients
were aware of (see Table XXIII) there was substantial difference be-
tween awareness of availability in the Umatilla and non-Umatilla groups.
In the Umatilla group, there were eight reports of either staff or
agency cars or both, while in the non-Umatilla group, there were
twenty-four reports.

The clients' health and/or fear of using transportation had only
a limited effect on the clients' access to the community mental health
centers. The climate and road conditions were a factor in access to
service for approximately 30% of the interviewed sample and these were
all in the non-Umatilla group.

‘ In examining the differences between the two groups in the in-
terviewed sample with regard to frequency of use of the community
mental health centers, two patterns emerge. Although in both groups
the clients used the community mental health centers with some regu-
larity, within the Umati}la group, seven apr 50% of the sample used the

community mental health centers on a weekly basis, while in the non-
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Umatilla group, the frequency of use was less and tended towards a more

crisis orientation and monthly or bi-monthly visits.



IMPLICATIONS AND CONCLUSIONS

In general, our data indicates that transportation is not an
overwhelming service delivery problem. It appeared that adequate trans-
portation to mental health services was usually provided by mental
health agency outreach, family, natural networks, auxillary services
such as senior citizens, or other public or private organizations. The
majority of individuals sampled in all communities lived in close prox-
imity to mental health services and usually found their access to the
services to pose no major problem. However, 1f must be pointed out
that this conclusion was founded on the results of the interview data
which contained approximately 50% of the identified CMI total samplé.
Thus, it is possible that transportation for service may have been an
issue for the non-interviewed sample. Although it was the concensus
of our informal discussions with clinic staff that this was generally
not the case.

)The exception to this observation, j.e., generally adequate
available transportation to mental health services, was found in
Umatilla County and more specifically in Pendleton. Umatilla County
apparently has the greater problem, due to the EOSH being located
there and the large number of releasees electing to remain in Pendleton.
On the average, the sampled population in Pendleton lived 4.8 miles
from mental health services and, at time, both clients and staff per-
ceived that there was difficulty in getting to the clinic or obtaining

outreach. Pendleton does have an active taxi service, but costs are
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prohibitive to the CMI population due to limited incomes. The only bus
service available in Eastern Oregon is the interstate system, with no
other county or town services available. Umatilla County does have a
satellite office in Hermiston which provides for the needs of the peo-
ple in that outlying area. However, some clients found it difficult
to obtain services in the Milton-Freewater area. Qur findings were
congruent with CSP findings in Umatilla County.9 Also noted in our
research data, the majority of people released from EOSH, i.e., 58%,
settled in Umatilla County. This data is significant, as Umatilla
County appears to Tack in manpower to successfully monitor, track, and
providé necessary outreach to the CMI population. Though Umatilla
County has earnest concern for the CMI, it appeared that follow-up was
most difficult due to the large quantity of CMI's residing there.

From our efforts to identify the CMI population of the EOSH and
track them back to the community, it was found that approximgte]y 50%
of the individuals discharged to the catchment area were not available
for interview data collection. This was due to two main factors.
First? a large portion of the individuals were apparently of a trans-
ient population and, thus, had no "roots" in any of the catchment area
communities. Though often officially discharged back to the community
of their initial referral, these individuals quickly disappeared from
coﬁmunity view and were assumed by the MHC staff and community members
to have "moved on". Second, the remaining 1ndividﬁa]s lost from the
sample were known to the CMHCs and community, but had moved from the
catchment area. In this group, individuals apparently moved for two

main reasons. A portion moved to an area where significant relatives
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were located or had relocated. The others moved primarily to be in-
‘'volved in some specific mental health service such as a group home or
day treatment program.

In review of the demographic data, we found the CMI population
sampled was essentially all of white ethnicity. However, some of the
population we could not find were Spanish American and, according to
neighbors, were back in the migrant stream. It was also noted that
when a hospital or MHC was located on interstate highway systems, they
encounter more migrant apd transient individuals.

Another issue we found was that the majority of the sampled pop-
ulation was existing on incomes at or near the poverty level. It ap-
peared obvious that functioning in the community was related to level
of income. We know that the appropriation of income to these individ-
uals is a rather global issue and based on many different rules and
reqgulations.

It was the researchers' conclusion that new means of supplement-
ing income could be investigated and developed. For example, one area
where income could at least be stretched is through the continued de-
velopment of shared housing examplified by the LINC progfam. This also
provides better and more consistent support systems that; in part,
addresses the needs of these individuals.

In regards to manpqwer, it would seem efficacious that more man-
power funds be directed at outreach in the Umatilla County area where
the greatest bulk of the population resides.

With additional mappower, natural support systems could be de-

veloped to assist people living by themselves in the community. As
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can be seen by our data, a large portion of our total sampled popula-
tion was living alone or had no primary relationships which could mean
problems in adapting and maintaining support systems. Support systems
become a critical issue in Umatilla County because of the large number
of CMI population 1living there.

Rural and small towns appeared ripe for the implementation of
support systems, as evidenced by the success of the LINC Program in
Pendleton and the Columbia Gorge Rehabilitation Center in Hood River.
Also, by increasing natural systems -in conjunction with additional
professional manpower, the clinician may have the opportunity to in-
terface with their clients in an everyday role as onposed to the tra-
ditional MHC situation. First-hand observations appear important for .
the mental health worker in determining community success of a par-
ticular client. By developing outreach and support systems, the cli-
nician cén utilize other valuable tools, i.e., family reports, friends
of the client and other clients in focusing on the needs of each client.
It would also be useful to tie into existing transportation systems
such as those systems which are already established for the aged or
other handicapped individuals. This type of flexibility was seen in
a few of the counties in the Eastern Oregon Comprehensive Community
Mental Health Center Catchment area. '

In developing natural systems in a community, it is apparent
that means are needed outside the mental health clinic itself. One
of the first steps in developing community resources is to utilize ex-
isting strengths of the community, such as churches, fraternal organi-

zations, etc. The use of volunteer services could also be further
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developed. We found each community to be unique in the possible re-
sources available. Also development of volunteer resources may en-
hance community responsibility to the CMI population, which is one of
the main principles of the deinstitutionalization movement. This may,
in turn, develop community spirit and cohesiveness in the assistance
and integration of the CMI population. Also community involvement
serves to lessen the stigma attached to the CMI population and further
their acceptance with the community on a mare healthful level. Ano-
nymity is almost nonexistent in small commuynities which can further
enhance in the understanding of these individuals. In addition, all
this appears to be congruent with the sociology of rural life.

In developing staff, it appears important to either select and/or
train them for small town work, and small town living. Small clinics
in particularly isolated areas tend to have a higher turnover rate
than Targe urban areas due to a large extent to a lack of knowledge
and experience of the subleties of small town living.

This leads to another issue in the rural community service de-
livery, that of community acceptance of both the worker and the client.
More important seems the acceptance of the client by the community
which directly or indirectly sent the person to the hospital. From
personal interviews, it was our perception that acceptance of the CMI
was more readily available in small towns.

Informal information systems appeared to be more viable in
smaller towns, than in a larger town such as Pendleton. This, in turn,
get back to the need for more available manpower in Umatilla where

there is a larger concentration of CMI population.
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One area of service utilization that could be expanded is con-
sultation to care centers and nursing homes by mental health clinics.
In many of these care centers and nursing homes, we found the staff
perplexed at some of the behavior the CMI clients exhibited and con-
fused about ways of effectively dealing with the many probiems. It
is not a question of poor care, but one of a Tack of knowledge about
the CMI.

In general, we found that the professional staff of the Eastern
Oregon Comprehensive Community Mental Health Programs to be quite
knowledgeable and skilled in the deinsitutionalization process, in
community mental health ideology, and maintained a high degree of
active professionalism. The workers appeared naturally supportive
and extremely aware of the CMI's overall needs, as well as the de-
ficiencies present in the community and agency resources.

OQur observations suggest a situation unique to rural centers,
which in the future could lead to more and better services. Strong
community involvement is essential in the development of support
systems and the LINC program clearly utilizes this involvement. Al-
though there was talk of pending funding cuts, we noted the zeal that
each center possessed in establishing and maintaining service delivery
in their respective areas.

In summary, the survey revealed that transportation to and from
mental health clinics, although a concern for some, was not an over-
riding issue for the sampled CMI population in the Eastern Oregon Com-
prehensive Community Mental Health Center Catchment area. Most of the

CMI clients can find transportation to the mental health clinics and
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utilize these services as indicated by the fact that 67% of the CMI
population we interviewed used them regularly.

However, from interviews with both clinic staff and CMI indi-
viduals, it was the researchers definite impression that transporta-
tion for daily living, i.e., shopping, socialization, recreation, etc.,
was a definite problem and often exasperated their social isolation.

‘ Additionally, it was our observation that poverty, lack of edu-
cation and unemployment are such dominant characteristics of this popu-
lation that positive therapeutic impact by the community mental health
clinics alone is a most difficult and possibly an impossible task.

Even though the mental health services are accessible to tﬁe clients,
the clinic staff can often do little more than apply "band-aid" ap-
proach due to the existing socio-economical pressures which dominate
the lives of the chronically mentally i1l clients. With the clients

we encountered, their poverty seemed to be a generational problem and
not singly a symptom or product of their illness. Although we realize
that money will not solve all of the problems of these individuals, it
seems apparent that imprgved economic condjtions would make their prob-
lTems more manageable and also make the clinic staff perhaps more op-
timistic about their ability to provide subhstantial help.

. Not only is the chronically mentally 111 population beset with
econdmic problems, but so are the clinics. For instance, in a few of
the mental health clinics that we interviewed, outreach mileage was
either partially or fully paid for by individual staff members due to
the Timited funding of the agencies. However, this in one way ex-

emplifies the motivation of some of the clipic staff in their efforts
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to establish and maintain a viable service.

Typically, money appears to be a major component in many of the
social service problems. We suggest that if the federal government
has a sincere concern for the chronically mentally i11 population,
they will demonstrate this by providing adequate funding incentive
for the community mental health clinics and other programs. In ad-
dition, consideration of overhauling the welfare and social security
benefits process in regards to this population would be of immense
benefit. This seems specially important in regards to this popula-
tion's realistic fear of losing financial aid while attempting to seek

out and maintain either full or partial self-employment.
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A. Letter of Authorization from J. D. Bray, M.D.
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> RELEASE OF INFORMATION

I grant permission to

-

(a resear‘ch interviewer associated with the Community Support Project
of the Oregon State Mental Health Division), to a personal interview
with me for the purpose of collecting information regarding the
accessibility of mental health services to me. I understand that
this information will remain anonymous to insqre the confidentiality

of the information I disclose.

Signature Date



Date

INTERVIEW SCHEDULE

Education:

Assigned # _

Age

Sex
Birth Date

No. of Dependents_

1-6 yrs._
7-9 yrs.

Town of Residence

10-12 yrs.
12+ yrs.

College Degree

Income Level:

County of Residence

) Under $3000 Interviewer
Marital Status: $3000-$3999 _
$4000 -$4999
Married $5000 -$5999
Single __ $6000 ~$6999
Divorced $7000 -$7999
Separated $8000Q -$8999
Widowed $9000 -$9999
Never married $10,000-~$10,999
Common Law T $11,000-$14,999
T $15,000 & over

Ethnic Group:

. Source of Income:
gk?tt Self _ Soc. Sec. e
Am. Indiam Family Veterans R
Hispanic ~—— Welfare Other
Asian —_
Othzr
(Specify) -

t

DATA FROM CLIENT'S STATEMENTS

l. Type of Residence:

Single Family Dwelling Sheltered Group Home

___ Apartment Skilled nursing
Hotel facility

_____ Room & Board Home Transitionary group
Intermediate care Facility home
Cooperative house/apt. unsupervisged Other
Cooperative house/apt. supervised

Present Living Arrangements:

Living Alone
_ __ Living with Family
_ Living with others (Explain ):



Type and Location of Service:

Mental Health/Location

Adult and Family/Location

Medications/Location

Employment/Location

Other/Location

Describe:

Frequency of visit per month and place service transacted:

Mental Health: Home Office
Adult and Family; -Home Office

_ Medication: Home Office

. Other: Home _ Office _

Employment: Home _ Office __

Total
Total
Total
Total

Total

Health limitations of client with regard t
vigion
___ Hearing

Other/Describe:

o transportation:

Transportation used by client:

Self: Car Bus Taxi Hitchhike _ Walk
Relative: Car Bus Taxi Hitchhike _  Wwalk
Friend: Car Bus _ Taxi ____Hitchhike __ Walk
Neighbor: Car Bus Taxi Hitchhike _ Walk
Other/Explain: __ car Bus Taxi _Hitchhike __ Walk



7. Transportation available to client:
Self/car
rRelative/car
Neighbor/car
Friend/car
Bus
Taxi

Agency/car/Name Agency

DATA FROM INTERVIEWER'S OBSERVATIONS

1. Place of residence: o Country (more than 2 miles from city limits)
Town 0-250 (Population)

" 251-500

" 501-1000

" 1,001-2000

" over 2000

2. Type and location of service:

Mental Health/location

Adult and Family/location

Medications/location

Employmeﬁt/location

Other/location

Describe:

3. Health limitations with regards to transportation:
Vision
__ Hearing

e, Other/Describe:



4. Geographic and climatic limitations with regard to transportation:

Mountains/ passes closed from

Paved highways

Gravel highways

Paved local roads

Gravel local roads

Dirt local roads

Snow and ice in winter months

Other/Explain:

5. Psychological limitations of client with regard to transportation:
___ Free floating fear

Specific fear/Describe:

Other/Explain:

6. Distance traveled for service:

Mental Health/Distance

Adult and Family/ Distance

Mental Health Outreach/Distance

Employment/Distance

Other/Distance




MENTAL HEALTH CLINIC QUESTIONNAIRE

1. How many chronically mentally ill clients does the clinic

actively sce over one month duration? (average estimate)

2. Does the clinic have regular contact with the Eastern Oregon
State Hospital? If so, how and when is this done?

3. What is the clinic's formal and informal policies regarding

transportation for MI seorvices ie. outreach, private
transportation, etc.?

4. Additional comments regarding issues on transportation
concerning the chronically mentally 111l.



ROBERT W 3TRAUS
Qovienca

Department of Human Resources

MENTAL HEALTH DIVISION

2575 BITTERN STREET N.E., SALEM, OREGON 97310

July 13, 1978

Mr. Dale Poteet

Portland State University
School of Social Work
Post Office Box 751
Portland, Oregon 97207

Dear Mr. Poteet:

This letter authorizes Tom H. Brubaker, Rayid M. Emmons, and
John Meade, students in the Community Mentgal Health Project,
Portland State University School of Sociql Work, to secure names
and addresses of persons discharged from Eagstern Oregon Hospital
and Training Center during 1977 so the stuqynca may have access
to these persons for follow-up interviews.

I understand the students are conducting a research project on
transportation issues of the severely mentally disturbed in obtaining
mental health services in Eastern Oregon. I also understand this
research project is being done in conjunction with the Mental Health
Division Community Support Strategy Development Project and as part
of the students’ requirement for thelr master's degree in social work.

The information is to be gathered and the research completed by
October 31, 1978. The students are to be supervised by you, Nancy
Koroloff, and Dr. Dave Langenes.

1 am authorizing this release of information in accordance with the
provisions of ORS 179.505 (4)(b).

Sincerely yours,

-

N

DR

2 A‘ ol )
J. D. Bray, M.D. / Z

Assistant Director, Human Resources
Administrator of Mental Health

JDB: 1sm

cc Elizabeth C. Brunette, Ph.D.
Fred E. Letz, ACSW
Joseph E. Murray
Joseph H. Treleaven, M.D.



	A Descriptive Study of Demography & Transportation Issues of Chronically Mentally Ill in the Eastern Oregon Comprehensive Community Mental Health Catchment Area
	Let us know how access to this document benefits you.
	Recommended Citation

	tmp.1462397187.pdf.4kdip

