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ABSTRACT 

The purposes of this study were to describe the social function of persons with 

schizophrenia (PWS) aged 38 to 48 years who are receiving regional mental health services, and 

to discuss treatment implications based on social function concerns. Social function is defined 

by an individual's perceptions, motivations, attitudes, and behaviors, and external circumstances 

such as quality of life (QOL) that may or may not be related to health. A qualitative case study 

method was used to examine the data. The research questions asked were: 1) what is the social 

function ofPWS? And 2) what are the implications for treatment based on social function 

concerns? Four PWS were chosen as illustrative examples for this study. The average age was 

43 years, with equal numbers of male (n=2) and female (n=2) subjects. The average patient was 

white and with about 11 years of education living in shelter plus housing. The primary Axis I 

diagnosis was schizophrenia. This study found four problem areas of limitation in usual social 

roles, integration, contacts, and intimacy and sexual function. Additionally, treatment 

implications for each of these four areas were also found. Study conclusions suggest the critical 

need for the implementation of treatment interventions to improve the social function of PWS. 
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Chapter One 

THE STUDY PROBLEM 

Introduction 

Schizophrenia, as defined by the Encyclopedia of Medicine, is "a psychotic disorder or 

group of disorders marked by severely impaired thinking, emotions, and behaviors" (Frey, 1999). 

Persons with schizophrenia (PWS) lose their ability to take care of personal needs and grooming. 

They isolate and withdraw from society, and live in conflict, stress, guilt, fear and despair. 

The purposes of this study were to describe the social function of PWS aged 3 8 to 48 

years who are receiving regional mental health services, and to discuss treatment implications 

based on social function concerns. In its broadest sense, social function as defined by the World 

Health Organization (WHO, 1980) includes both a component and a determinant of a person's 

total QOL. Social function is defined by individual's perceptions, motivations, attitudes, and 

behaviors, and external circumstances such as quality of life (QOL) that may or may not be 

related to health. Aspects of related and non-related QOL include, community life and social 

well-being, physical environment, service use, and financial resources (Patrick, --1993). The 

definition of social function is derived from individual perceptions, motivations, attitudes, and 

behaviors and from external circumstances such as (QOL) that may or may not be related to 

health. Aspects of related and non-related QOL include, community life and social well-being, 

physical environment, service use, and financial resources (Patrick, 1993). Social well-being can 

also be defined in reference to social relationships (Patrick). Social function (Lehman, 1996), 

including the aspect of sexuality (Covington, 2000), has been shown to be a predictor of total 



QOL among PWS, and QOL has been found to predict levels of functional ability (Lehman, 

1996; Glazer, 1998) as well as hospital admission rates (Rosenbeck, 1997; Lehman, 1995b ). 
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The information obtained in this qualitative study builds on the small amount of 

information regarding this understudied phenomenon among PWS. This thesis will use case 

studies to illustrate social function of PWS who live in a southwestern community and utilize a 

regional mental health system. It will explore statements made by participants during interviews 

about social function and it will discuss treatment implications based on social function 

concerns. 

The perception of the world experienced by PWS is equivocal, a world that favors 

conflict, uncertainty, and distress. It is because of these unsettled feelings, combined with the 

dynamic interaction of physiological and biological processes that unsupported persons are 

vulnerable and are at risk for poor health-related quality of life (QOL) (Lehman, 1982). 

Among factors that have been found to decrease symptoms and improve quality of life in 

PWS are proper medication management (Kaiser, 2000), financial stability, positive social 

relationships, and good health (Lehman, 1982). Most studies in the United States have focused 

on medication management (A wad, 1993; Obenchain, 1999), specifically the neuropathologic 

and pharmacotherapeutic aspects of the disease. Among psychosocial factors, Lehman (1995) 

found that PWS reporting positive social relationships also have fewer hospitalizations and 

shorter durations of stay. In a survey analysis ofunmet needs conducted by the National 

Alliance for the Mentally Ill (NAMI), the highest levels of unmet needs included the social 

function domains of intimate relationships and friendships (Uttaro, 1995). Yet, despite these 

findings, little attention is paid toward studying social function among PWS. 



Chapter one presents background material on schizophrenia, with specific emphasis on 

social function on total QOL. The purpose, research questions, definitions of terms, and 

significance of the study are also presented. 

Background 

II 

The term schizophrenia is a two-part Greek word that literally means, "split mind". The 

Swiss doctor, Eugen Bleuler used this term in I908 to explain the phenomenon of the splitting 

apart of mental functions that is characteristic of schizophrenia. Until the 1970's when the 

criteria for schizophrenia became more refined, many early diagnosticians frequently 

misdiagnosed schizophrenia as multiple personality disorder. PWS may describe their symptoms 

as enhanced sounds, colors, visions, smells, and tactile sensations. Often times, these 

perceptions are created by the individual's inability to filter out stimuli from the external 

environment or begin as internal stimuli that manifest in the person's thought process. In either 

case, the person is literally tormented by his or her own thoughts and feelings, unable to relate to 

others or share experiences. 

A diagnosis of schizophrenia is determined by the presence of two or more of the 

following mixture of positive and negative symptoms: delusions, hallucinations, disorganized 

speech, grossly disorganized or catatonic behavior, and/or negative symptoms defined by the 

Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR) guidelines (American 

Psychiatric Association, 2000). The disturbance must last for at least 6 months and include at 

least one month of the active-phase symptoms listed above to meet diagnostic criteria (AP A, 

2000). 
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Positive symptoms of schizophrenia are a descriptive category used to identify an 

excessive or distorted perception. Positive symptoms are typically the focus of pharmacologic 

studies, and thus individuals have better positive symptom control with antipsychotic 

medications (Frey, 1999). Positive symptoms include thought disorders such as delusions, 

hallucinations, somatic perceptions, thought insertion, and thought withdrawal. Thought process 

is usually described as disorganized, and is reflected in speech by looseness of association or 

tangentiality. Behavior may also be disorganized, and is marked by the patient's inability to 

create goal-directed and purposeful movement. Other characteristics include lack of personal 

care, such as hygiene, inappropriate dressing, or meal preparation (Frey 1999; AP A, 2000). 

Negative symptoms on the other hand, respond poorly to medication and are the most 

devastating symptoms to patients (Frey 1999; AP A, 2000). These symptoms are termed negative 

because they lack or have the absence of"normal" behaviors. The negative symptoms that are 

present in schizophrenia include a lack of emotional response (affect flattening), poverty of 

speech, and absence of volition or will (Frey; AP A). Other negative symptoms include 

anhedonia or loss of interest or pleasure, and are categorized as associated features of 

schizophrenia in the DSM-IV-TR (APA, 2000). 

On the average, a positive outcome or good prognosis for persons diagnosed with 

schizophrenia is rated the lowest among the mental disorders. Although greater than half will 

respond well to medication, 30-40% of these individuals continue to have symptoms after 

treatment (Sanger, 1999). Only 30% will completely recover from symptoms (Frey 1999; 

Fenton, 1996). Moreover, the majority of these symptoms include the most disturbing type of 

negative systems. 
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The incidence of schizophrenia occurs in all ethnic groups, socioeconomic classes, levels 

of education, and cultures (Frey, 1999; Carpenter, 1994). However, outcomes such as functional 

and cognitive ability may greatly vary from culture to culture depending on familial support 

(Frey, 1999; Seeman, 2000; Hegarty, 1994). Symptoms can emerge at any time during a 

person's life but are more common in the early twenties for men and thirties for women. Women 

typically recover faster. In its beginning stage, schizophrenia appears to effect women's lives 

less than it does men's. Following hospitalization, women return to employment more often than 

men; they date, marry, and bear children; they develop and maintain larger and more intimate 

social support networks, and they are more likely to be compliant with follow up treatment. In 

addition to a shorter duration of illness, it is speculated that higher levels of functioning among 

women is accounted for by their ability to make and maintain stronger social contacts (Seeman). 

Conversely, men suffer from symptoms of schizophrenia for a greater duration of their lives; 

they have fewer contacts (Seeman), and display lower cognitive abilities later in life (McGurk, 

2000a). 

The lack of knowledge and information about social function among PWS is a problem 

for research, practice, and education because of increasing health care costs, dissatisfaction with 

services, and marginal treatment outcomes. Persons who suffer from this illness fill an estimated 

50% of the hospital beds on psychiatric units and 25% of the total hospital beds (Frey, 1999). 

Results from the National Institute of Mental Health estimated that the total cost of the illness 

was at $65 billion in 1991 (Wyatt, 1995). It may be presumed that these costs are associated 

with lengthy hospitalizations, costly medication, and unmet service needs. 
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Current studies do not explain how social function impacts overall QOL, service use, and 

treatment outcomes. Although there exists a wealth of literature that explores the relationship 

between social function and other QOL aspects, less is know about these aspects among PWS. 

Few studies conceptualize intimacy and sexual function as a domain of social function. Studies 

of social function most often ask about family or friends, and do not include intimate partners. A 

large number of studies document schizophrenia as related to behavior, functional ability, and 

cognitive alterations (Frey, 1999; Galzer, 1998; Sanger, 1999; Seeman, 2000; Wyatt, 1995). The 

primary focus of these studies depicts schizophrenia as a neurobiological disorder that responds 

only to pharmacologic interventions, and thus the research conducted is psychopharmacology 

related. Chapter two of the literature review explores what little information is available about 

the concept of social function and QOL. 

Statement of Purpose 

The purposes of this study were twofold: 1) To describe the social function ofPWS aged 

38 to 48 years who are receiving regional mental health services, and 2) to discuss treatment 

implications based on social function concerns. Regional mental health services are provided 

through federal and state funding through Medicare and Medicaid to public agencies for the 

treatment of mentally ill persons (Encyclopedia of Bioethics, 1995). Data used in this study 

were derived from data acquired from a larger study on mental health outcomes of persons with 

serious mental illness (SMI) (Badger & Gelenberg, 1998). SMI refers to a category mental 

illness that is serious and marked by functional impairment in two or more of the areas of role 

performance, self-care/basic living, social/legal, interpersonal relations, and substance use 

(Encyclopedia of Bioethics, 1995). 
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Research Questions 

This study investigated the experience of social function among PWS. For this study, the 

following research questions were addressed: 

1. What is the social function of PWS? 

2. What are the treatment implications based on social function concerns? 

Description of Original Study 

The purpose of the original study was to examine the effectiveness of a consultative 

intervention on selected health outcomes (quality of life, global functioning, service use, service 

satisfaction, and costs) for consumer's receiving services at Community Partnership of Southern 

Arizona (CPSA). The study was a repeated measures design with three measurements (baseline 

at enrollment in the study, six week after the intervention, and nine months after baseline). Fifty

eight participants completed 5 questionnaires during a semi-structured interview. The 

instruments used were Structured Clinical Interview for Diagnosis (SCID) and Global 

Assessment ofFunctioning (GAF), Brief Quality ofLife Interview, Service Use Questionnaire, 

and CPSA Adult Consumer Satisfaction Survey. All questionnaires had satisfactory reliability 

and validity. In addition to the fixed responses on questionnaires, qualitative comments were 

recorded verbatim. 

Participants were divided into high cost and mid-cost groups. Typical participants were 

middle aged, single, whi~e men with about 12 years of education. Primary diagnoses were 

schizophrenia and schizoaffective disorders. The intervention participants evidenced greater 

medication changes over time than did the control group documenting that the intervention was 

effective. Medications were primarily of the atypical antipsychotic type. The high cost group 
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had lower global functioning than did the mid-cost group throughout the study and functioning 

remained stable over time. The QOL reported was similar for both groups, except the mid-cost 

group was more dissatisfied with their finances and social relations. Among the intervention 

group, dissatisfaction with daily activities was high, but lessened over time. Intervention 

participants were most dissatisfied about psychiatrist and case manager turnover. This turnover 

contributed to increased costs and decreased QOL. For service use and need, all participants 

listed transportation and social/recreational activities as major unmet needs. In sum, the findings 

from this study documented the effectiveness of the intervention in improving mental health 

care. 

Significance of Study 

To effectively treat individuals who are affected by the multipartite illness of 

schizophrenia, mental health professionals are in need of applicable information regarding 

treatment, care, and expected outcomes of individuals affected by this devastating illness. The 

current literature contains little useful information on social function among persons with 

schizophrenia. Clinicians and researchers, as well as individuals who are affected by the illness 

are in need of knowledge regarding the effects of social function on other aspects of QOL, 

service use, and treatment outcomes. 

The discipline of nursing has become particularly interested in educating, treating, and 

studying both PWS and individuals who serve the health needs of this selected population. 

Nursing, by definition considers PWS holistically; the individual exchanges information with the 

environment and incorporates that information into meaning. Nursing has proven to be 

exceptional in paying special attention to the vast array of aspects that contribute to a person's 



17 

subjective QOL. Nurses often encounter dilemmas regarding interventions, cost, and service use 

when treating PWS. Nurses are especially trained in making effective and integrative decisions 

regarding the care ofPWS and are concerned about issues that affect total QOL such as social 

function. Nurses need to be informed regarding research data that examines social function 

among PWS and how social function concerns have implications for treatment. 

The research reported within this document has the potential to impact the current 

literature and the delivery of health care for individuals receiving regional mental health services. 

This study contributes to mental health education and nursing by illustrating social function 

concerns among PWS, and how these social function concerns implicate treatment. The findings 

of this study attempt to provide a unique and colorful perspective of schizophrenia as a human 

illness, and additionally explain how these findings support the nursing role. What little 

information is available about these concepts is explored in the literature review. 

Summary 

The increasing burden of mental health care cost, patient dissatisfaction of services, and 

marginal treatment outcomes, calls for an expansion of the current knowledge base of 

schizophrenia. This study aims to bring forth depth to the current knowledge by exploring the 

specific aspects of social function among PWS while supporting the role of nursing. This 

chapter outlined background information on schizophrenia and discussed the purpose of the 

study. It identified the research questions and stated the significance of the study. Definitions of 

terms were provided where appropriate and in relation to the concepts of the phenomena. 



Chapter Two 

THE THEORETICAL FRAMEWORK 

And 

THE LITERATURE REVIEW 

Introduction 
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This chapter is comprised of two parts. The first part is a description of the theoretical 

framework that is used to discuss the study. The second part is a literature review of the study 

that focuses on social function and total quality of life (QOL) among persons with schizophrenia 

(PWS). Other studies have not included intimate and sexual function as a component of social 

function. This study will uniquely address this understudied domain. The literature review 

compiles the limited research that is available on schizophrenia, social function and QOL. 

Theoretical Framework 

The theoretical model used for this study was developed from a conceptual framework 

proposed by Ware ( 1984 ), and is the Health-Related Quality of Life framework (Patrick & 

Berger, 1990). The framework illustrates the relationship among related QOL concepts by 

depicting a series of concentric boxes with disease in the center and personal functioning, 

psychological distress/well being, general health perceptions, and social/ role functioning in the 

surrounding boxes. The framework shows that health-related QOL moves from characteristics at 

the center of the individual to outside characteristics. Interpretation of the framework indicates 

that characteristics outside the individual are linked to experience and treatment of disease at the 

level of the individual, and thus QOL is subjective. Figure 2.1 illustrates the relationship among 

the health-related QOL concepts. 
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Figure 2.1. Framework for discussing disease and its impact (Ware, 1984). 

Disease 

Personal Functioning 

Psychological Distress/Well-Being 

General Health Perceptions 

Social/Role Functioning 

Concept Relationships 

The theoretical relationship among health-related QOL concepts is depicted by Figure 2.2 

(Patrick and Bergner, 1990). Solid arrows indicate a causal direction from disease through 

impairments to functional status, perceptions, and opportunities for health. Dashed arrows are 

not shown in linear sequence. They depict interruption, indicating that the relationship is a 

causal sequence that may be reversed. The model loosely suggests the relationship among 

different health-related QOL concepts, rather than stating known relationships. It represents 

dynamic and versatile relationships among concepts and lends possibility toward positive well

being and QOL despite illness. 

The opportunity from disease and impairment to health is bound by environmental 

determinates that influence disease and outcomes. "Disease and all its consequences are shown 

to influence duration of life" (Patrick, 1993, p.74). Prognoses for improvement, maintenance or 

decline in health-related QOL are influenced by these environmental factors as well as individual 



health perceptions. Additionally, functional limitations and perceived health may influence 

observed impairments or physiological measures of chronic disease (Patrick, 1987). 

Figure 2.2. Theoretical relationships among health-related QOL concepts (Patrick & Bergner, 
1990). 

Environment 

Genetic 
Personal 

Social 
Economic 
Cultural 
Physical 

Concept Applications 

.. 
Ill"' 

Duration of Life 

i 
Disease and Injury 

tpllirmet 
~ i 

Physical, Psychological, 

and rcial FTction 
Health Perceptions 

~ i 
Opportunity for Health 

.. 
Prognosis 

Improvement 
Maintenance 

Decline 
Variable 

20 

The interaction between the mind and body is understood implicitly in the Health-Related 

Quality of Life model. Although the exact understanding of these mechanisms is not completely 

understood, research has documented a strong connection between the mind and body (Kandel, 

1979; Antonuccio, 1999; Spiegel, 1989; F awzi, 1993; and Seeman, 1987). A "reversal in the 

model's causal chain permits testing the variable course of chronic disease, which may cause 

impairments to become permanent and leads to changes in behavior and perceptions that, in tum, 

influence symptoms or level or impairment"(Patrick, 1993, p.74). Patrick and Bergner's (1990) 

model, Health-Related Quality of Life uniquely applies science to connect the understandings of 



physiological processes, environmental factors, and cognitive functions, and explains 

relationships between health-related QOL concepts as opportunities for health. 
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Patrick (1993) describes health-related QOL as "the value assigned by individuals, 

groups, or society to the duration of survival as modified by impairments, functional states, 

perceptions, and social opportunities influenced by disease, injury, treatment, or policy" (p.76). 

From this description, the five major concepts that combine quantity and quality of life are 

extracted. The health-related QOL concepts are, opportunity, health perceptions, functional 

status, impairment, and death and duration of life (Patrick, 1993 ). Domains further define the 

concepts; these include states, attitudes, behaviors, perceptions, other spheres of action, and 

thought in health-related QOL (Patrick). Table 2.1 arranges these concepts and domains along a 

continuum from least desirable to most desirable. However, individual domains and indicators 

may occur at varying levels of symptom severity that may cover the entire range of the 

continuum. Therefore, combinations of domains and indicators can be considered at different 

levels of health-related QOL. For this study, the focus is on the functional status category of 

social function (see bolded area in Table 2.1 ). 

Social Function 

Social function is an important concept in assessing health-related QOL (Patrick, 1993). 

Patrick defines this concept into four domains, limitations in usual social roles, social integration, 

social contact, and intimacy and sexual function. Specifically this study will focus on the role of 

social function domains on total QOL. Although previously neglected by other studies, this 

study's discussion of social (Continued p. 23) 
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Table 2.1 

Core concepts and domains of health-related quality of life (Patrick, 1993, p. 77). 

Concepts and domains 

Opportunity 
Social or cultural disadvantage 

Resilience 

Health perception 
General health perceptions 

Satisfaction with health 

Functional status 
Social function 

Limitations in usual roles 

Integration 
Contact 
Intimacy and sexual function 

Psychological function 
Affective 

Cognitive 

Physical function 
Activity restrictions 

Fitness 

Impairment 
Symptom/subjective complaints 

Signs 

Self-reported disease 
Physiologic measures 
Tissue alterations 
Diagnoses 

Death and duration of life 

Defmitions/indicators 

Disadvantage because of health; stigma; societal 
reaction 
Capacity for health; ability to withstand stress; physiologic 
reserves 

Self-rating of health; health concern/worry 

Satisfaction with physical, psychological, social 
function 

Acute or chronic limitations in usual social roles (Major 
activities) of child, student, worker 

Participation in the community 
Interaction with others 
Perceived feelings of closeness; sexual activity 
and /or problems 

Psychological attitudes and behaviors, including distress 
and well-being 
Alertness; disorientation; problems in reasoning 

Acute or chronic reduction in physical activity, 
mobility, self-care, sleep, communication 

Performance of activity with vigor and with out 
excessive fatigue 

Reports of physical and psychological symptoms, sensations, pain, 
health problems or feelings not directly observable 
Physical examination: observable evidence of defect of 
abnormality 
Patient listing of medical conditions or impairments 
Laboratory data, records, and their clinical interpretation 
Pathological evidence 
Clinical judgments after "all the evidence" 
Mortality; survival; years of life lost 
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(Continued from p. 21) function will conceptualize social function to include intimate others that 

may or may not be sexual partners. 

Social limitations can be sub-classified as "major" or "other" activities. Usual social 

roles within the groups refers to an individual's ability to engage in age specific social activities, 

such as holding a job, parenting, managing the home, participating in clubs and athletics, or other 

extracurricular activities. PWS are often unable to participate in these usual roles and are 

considered to have major social limitations (Lehman, 1988). 

Social support is a predictor of social well-being and total QOL (Patrick, 1993). 

Therefore, it is important to emphasize social integration in treatment interventions. The domain 

focuses on the aspects of psychosocial and instrumental support from the community. 

Psychosocial support is derived from social contacts that provide the individual with sympathy, 

encouragement, and a sense of self-esteem. Instrumental serves the role of practical assistance, 

financial aid, advice, and guidance (Patrick). 

Social contact refers to the frequency at which the individual visits with friends or 

relatives, the number of meetings and community activities attended, and the types of social 

interactions. Patrick (1993) notes that social contact has been studied among mentally ill 

individuals (Brownell and Schumaker, 1984) and found to be important in QOL outcomes. 

Positive social function is correlated with higher QOL, whereas the absence of close and 

confiding relationships or social isolation is associated with depression (Patrick, 1993). 

Implications for social function on health-related QOL infer that aspects of social contact have 

significant effects on illness and individual perceptions of QOL. 

Intimacy is frequently neglected in conceptual models as a component of social function. 
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Sexual function and dysfunction are also components of social functioning. These components 

are categorized within the domain of intimacy and sexual functioning. Sexual functioning 

should be studied and evaluated in terms of the four categories of sexual activity/performance, 

interest, satisfaction, and physiological competence (Reynolds, 1988). Although social contact 

and intimacy may be provided by the same source, it fulfills a different function in determining 

health-related aspects of QOL (Patrick, 1993). 

Patrick (1993) found that intimacy is an important predictor of emotional well-being in 

persons of serious illness (e.g. SMI), however data in the literature regarding these aspects is 

ambiguous and incongruent regarding PWS. One explanation suggests a lack of an adequate 

conceptual framework (Patrick, 1993). Since there appears to be a gap in conceptualizing 

intimacy as a social function, it is important that the distinction is made between health-related 

QOL and the value that is assigned to outcomes of these determinants. Therefore, social 

functions should be categorized and studied ( 1) among subjective perceptions, social behaviors, 

and external circumstances; (2) between social networks, social support, and their outcomes; and 

(3) between the quantity and quality of social ties. 

The literature review will discuss social functioning and total QOL in greater depth. The 

concept of social function will be conceptualized using the Health-Related Quality of Life model 

(Patrick & Bergner, 1990). The aspects of social functioning will be discussed with regard to the 

four domains of social functioning: social role limitation, integration, contact, and intimacy and 

sexual function. 

Literature Review 

The concept of schizophrenia, and the relationship between social function and total 



quality of life among PWS will be discussed. Study limitations and additional information is 

provided where appropriate. 

Schizophrenia 
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Throughout history a variety of different explanations have been used to classify, 

identify, and describe the phenomenon of schizophrenia. The current explanation for 

schizophrenia is grounded in the fields of neurology and biology. Studies within these fields 

describe schizophrenia as a disorder that affects the limbic system, the prefrontal cortex, and the 

basal ganglia (Duncan, 1999). These three areas are interconnected; therefore 

pathophysiological dysfunction occurring in one area may result from a primary problem in 

another. Other areas that are affected are the thalamus, because of its integrating role, and the 

brainstem, particularly the midbrain at the site of the ascending aminergic neurons (Kaplan, 

1998). 

The most general explanation for schizophrenia is the dopamine hypothesis (Duncan, 

1999). This postulation has been the implication for schizophrenia research for more than two 

decades and remains as the leading neurochemical hypothesis. The hypothesis maintains that the 

primary cause of schizophrenia is a result of increased dopaminergic activity (Kaplan, 1998). 

The exact mechanism of the dopamine hyperactivity is not clearly understood; whether 

excitability is due to too much release of dopamine, too many dopamine receptors, 

hypersensitivity of the dopamine receptors to dopamine, or a combination of these mechanisms. 

It is believed that the mesocortical and the mesolimbic tracts are most likely affected. "The 

dopaminergic neurons in these tracts project from their cell bodies in the midbrain to 

dopaminoceptive neurons in the limbic system and the cerebral cortex" (Kaplan, 1998; Duncan, 
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1999). 

Although the dopamine hypothesis proposes the most likely explanation for 

schizophrenia as demonstrated by research trials, many problems within the hypothesis exist. 

Most of the studies that are used to explain and discuss the various aspects of schizophrenia are 

found within the limited research on drug and pharmacological interventions. It gives little 

information on other common findings among PWS, such as seasonality of birth that documents 

PWS are more likely to have been born in the winter and early spring and less likely to have 

been born in late spring and summer (Kaplan, 1998; Torrey, 1989). Also, schizophrenia is not 

evenly distributed throughout the United States or the world. Implications for seasonality of 

birth and unequal distribution have named viral infections as a possible cause. Population 

density has also been studied as a risk factor. There is a higher correlation of schizophrenia in 

cities where the population rises above one million, and absent in cities with fewer than 10,000 

people. The research findings from these studies suggest social stressors in urban settings as a 

risk factor for the development of schizophrenia (Kaplan, 1998; Mazure, 1995). 

Newer antipsychotic medications have offered hope for PWS for improved social 

function and provided valuable information in understanding the role of neurotransmitters. The 

first atypical antipsychotic, Clozapine revolutionized previously understood processes of 

neurotransmitters in PWS. Among the many advances that were discovered as a result of the 

research conducted surrounding Clozapine was the challenge of the traditional dopamine 

hypothesis. Clozapine has a low in vitro affinity for D2, combined with higher affinity for 5-HT 

( 2a) (Stephenson, 1999). This suggests that therapeutic benefit does not only correlate with 

affinity for D2 receptors, but other neurotransmitters, and therefore the degree of dopamine D2 
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Nemeroff, 1998). 
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Although Clozapine is an effective treatment agent for PWS and improves social 

function, it also causes agranulocytosis in 1% of patients (Stephenson, 1999). Currently, it is 

used as a model for the development of subsequent atypical anti psychotics for improved 

treatment outcomes that include domains of improved social function. It is believed that 

abnormalities of the noradrenergic system, related to the neurotransmitter norepinephrine 

predispose a patient to more frequent relapse because of the interconnectedness of the 

noradrenergic system on the dopaminergic system (Kaplan, 1998). GABA, the primary 

inhibitory amino acid neurotransmitter in the brain, has also been implicated as a potential cause 

of schizophrenia. Research of the GABA neurotransmitter revealed that the brains of PWS have 

a loss of GABAergic neurons in the hippocampus. The hypothesized conclusion is that this loss 

of GABAergic neurons could lead to hyperactivity of the dopaminergic and noradrenergic 

neurons, the neurotransmitters responsible for excitatory states (Kaplan, 1998; Duncan, 1999). 

Additionally, the neurotransmitter serotonin has been shown to reduce psychotic symptoms and 

prevent dopamine antagonism related movement disorders that occur at the D2 receptor site 

(Kaplan, 1998; Nemeroff, 1998; Stephenson, 1999). 

Newer effective treatments of Schizophrenia also have very low rates of extrapyramidal 

side effects (EPS) (Kane, 1988) including tardive dyskinesia (TD) (Schulz, 2000), and show 

higher QOL scores (A wad, 1999). EPS symptoms include acute dystonic reactions, parkinsonian 

syndrome, akathisia, neuroleptic malignant syndrome, and tardive dyskensia (Hales, 1999). 

Symptoms affect the neuromuscular system and can become debilitating. Atypical 
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antipsychotics improve cognitive, positive, and some negative symptoms that were previously 

not helped by typical antipsychotics (Schulz). Where conventional antipsychotic medication 

increase prolactin levels that cause sexual dysfunction, decreased libido, galactorrhea, and 

irregular menses (Schulz, 2000; Black, 1999), sexual side effects that occur as a result of atypical 

antipsychotic medications is less severe (Black). Thus, intimacy and sexual function is also less 

impaired. 

Schizophrenia is likely to be a heterogeneous disorder caused by a variety of different 

abnormalities that arise from neurotransmitter dysregulation (Kaplan, 1998; Nemeroff, 1998) and 

predisposing psychosocial and environmental factors (Huxley, 2000; Mazure, 1995). Thus, 

because of the complex nature of the illness, even subtle changes in any one of these areas may 

create a drastic change that effect other brain areas, symptoms, and the overall clinical picture. 

"The various neurotransmitters in the brain are involved in complex interactional relations, and 

abnormal functioning may result from changes in any single neurotransmitter" (Kaplan). 

The effects of the psychosocial factors on biological processes are profound (Antonuccio, 

1999; Spiegel, 1989; Fawzi, 1993; Seeman, 1987; and Mazure, 1995). Although the literature is 

sparse within the integrative domains of social function on total QOL among PWS, it is clear that 

multiple psychosocial factors play a decisive role in determinants of illness and psychiatric 

disorders (Mazure, 1995). In the next sections, QOL and social function will be discussed. 

Quality of Life. Quality of life (QOL) is commonly defined as "a multidimensional 

concept based on patients' self-report about their quality of life" (A wad, 1997). More 

specifically, Lehman (1983) discussed QOL as a subjective sense of well-being depending on the 

person's subjective life conditions, personal characte~stics and subjective experiences of his/her 
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life. The meaning of QOL issues in PWS became a topic of interest among researchers and 

mental health care professionals as a result of deinstitutionalisation of psychiatric services and 

the drift from narrowly focused treatment and rehabilitation service toward a more holistic view 

(Hansson, 1999). The interest in assessing the QOL of SMI patients was first recognized in the 

mid-1970's by the Community Support Program (CPS) (Lehman, 1988). This program was 

developed as a result of movement by the National Institute of Mental Health (NIMH) to 

encourage more community-based services for the seriously mentally ill (Lehman, 1988). The 

product of the CPS organization was to improve the mental health service system to include 

humane, dignified, and satisfying conditions of community living for seriously mentally ill 

patients (Tessler, 1982). 

Although treatment for the SMI strives to optimize QOL for PWS, little is known about 

variations in QOL domains and related psychopathologic and psychosocial factors among PWS. 

Badger and Gelenberg (1998) in their study of 58 PWS, found that QOL has a significant impact 

on health care utilization and satisfaction with services. These findings suggest that greater 

attention to total QOL ofPWS is indicated. 

Holistic perspectives offer a new framework for psychiatric research and client 

management. As a result of this new direction, changes are beginning to emerge in research, 

assessment, diagnosis, and treatment of PWS. Clinicians and researchers are beginning to 

investigate subjective QOL, rather than simply identifying and treating symptoms. 

Although many definitions of QOL exist, the concept as a whole is typically explained in 

terms of an individual's subjective account of a single or cluster of valued properties or relations 

of life that is judged by the individual (Lehman, 1983). Areas that are generally reported to 
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affect QOL are personal characteristics, role functioning, objective life conditions, and the 

subjective perception of life circumstances in different life domains (Hansson, 1999). According 

to Lehman et al (1982), subjective QOL studies among community based patients with 

schizophrenia or other severe mental illness repeatedly showed impoverished subjective QOL 

(Hansson, 1999). The specific areas of subjective dissatisfaction most commonly noted, have . 

been those concerning finances, social relationships and health. Comparatively, the general 

population reported similar dissatisfaction within these areas, but to a lesser degree (Lehman, 

1986; Skantze et al. 1990; Oliver et al. 1997). Although research findings that compare QOL 

between patients in community care settings and those in hospital settings may be limited by 

difference in methods (Hansson, 1999), the general consensus agrees that PWS report higher 

subjective QOL in community settings, and as patients move from inpatient care settings to 

community care settings, subjects also report improvement (Barry, 1997). 

Findings from a cross-sectional multi centre study comprised of schizophrenic patients in 

five Nordic countries concluded that core psychotic symptoms, such as delusions and 

hallucinations, which are typically the center of clinical attention, showed no relationship to 

QOL (Hansson, 1999). These clinical characteristics did not influence global subjective QOL in 

the overall analysis; however, when analyzed separately depressed mood and anxiety explained 

19% of the variance in global subjective QOL. The symptoms of anxiety and depressed mood 

predicted the greatest dissimilarity between symptoms and QOL. These results indicate that the 

patient's affective state has a significant influence on his/her perception of subjective QOL. 

Thus, the conclusions reached from the Hansson, et al (1999) study suggest that interventions 

targeting psychopathology should pay particular attention to the affective state of the patient 
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since this has an obvious influence on the perception of subjective QOL. 

Similar findings were found in a case-control, cross-sectional design study conducted to 

examine QOL issues among 210 inpatients who met DSM-IV criteria for a severe mental 

disorder and who were consecutively admitted to closed, open, and rehabilitation wards (Ritsner, 

2000). Foil owing psychiatric examination, the 21 0 inpatients were assessed using standardized 

self-report measures of QOL, insight, medication side effects, psychological distress, self

esteem, self-efficacy, coping, expressed emotion, and social support. When QOL ratings for 

patients and a matched control group (175 non-patients) were compared, patients with 

schizophrenia reported less satisfaction with social relationships and medication when compared 

with patients with schizoaffective and/or mood disorders (Ritsner, 2000). Psychosocial factors 

rather than psychopathologic symptoms were found to affect subjective QOL PWS (Ritsner). 

Personality and other related traits may also play a role in patients' subjective QOL. In a 

study by Kentros (1997), findings concluded that among PWS global subjective QOL was 

negatively correlated with the domain of neuroticism and positively correlated with the domains 

of extroversions and agreeableness. Areas of self-esteem also appear to have a positive 

correlation on global subjective QOL. The notion of the perception of mastery, as described by 

the Rosenfield ( 1992) study of a clubhouse model (i.e. day program for psychosocial 

rehabilitation) indicates that this area is correlated with better subjective QOL. Subjects who felt 

comfortable in social situations, had the perception of mastery, and felt autonomous, reported 

greater self-esteem and QOL (Hansson, 1999). This finding implies that aspects of personality, 

such as self-esteem or mastery impact the perception ofPWS on QOL issues, and therefore 

clinicians should consider these aspects in treating PWS. 
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In the Norman, et al study (2000), findings suggested that poor QOL in PWS is more 

highly related to negative rather than positive symptoms. One hundred and twenty-eight patients 

were rated on the Quality of Life Scale and scales assessing positive and negative symptoms. 

Surprisingly, results found that negative symptoms, level of functioning and positive symptoms 

were related to the scores on the Quality of Life Scale, and General Well-Being Scale scores 

were primarily related to positive symptoms, particularly reality distortion. Norman, et al (2000) 

emphasized that there is importance in recognizing the complex nature of the concept of QOL, 

and warns that "varying indices of QOL are likely to have different predictors" (Norman, p.303). 

Schizophrenia is a devastating disorder that affects a multitude of QOL issues among 

persons who are afflicted. PWS suffer from distress, disability, reduced productivity, and report 

lower QOL (Sartorius, 1997). QOL issues are well documented as an established component of 

health outcomes among PWS (Wilkinson, 2000). It is important for those who treat PWS to 

consider QOL issues because it lends empowerment to the individual, thus shifting external 

demands of the mental health service provider, and thereby creating opportunities for a healthier 

lives. 

Social function. Schizophrenia is a thought disorder that is described in the literature in 

terms of associated dysfunctions. Schizophrenia causes perceptual disturbances. The 

disturbance affects subjective experience, and the way in which PWS perceive experiences 

determine the meaning that is assigned to the experience. In addition to the perceptual 

distortions that occur among PWS, these individuals experience variations in social functioning. 

PWS experience limitations in usual social roles; they lack integration, have few contacts, and 

report concerns regarding intimacy and sexual function. 
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Limitations in usual social roles are defined as acute or chronic limitations in activities 

that may be carried out by a child, student or worker (Patrick, 1993 ). PWS experience limited 

social roles in part because of functional impairment and symptoms but also because of biased 

public opinions (Holmes, 1999). The domain of integration refers to an individual's ability to 

participate in the community (Patrick, 1993). Some studies suggest that misconceptions and 

inaccurate attitudes about PWS are responsible (Link, 1989; Wahl & Harman, 1989; Corrigan & 

Penn, 1999). Some ofthese attitudes include, work discrimination (Farina and Feiner, 1973; 

Link, 1987), apartment rental biases (Page, 1983 ), and prejudices within the criminal justice 

system (Sosowsky, 1980; Steadman, 1981). 

It is also understood that PWS report fewer social contacts. These individuals are 

described as socially withdrawn (Kaplan, 1998, Frey, 1999) and are likened with studies of 

homeless persons (Lehman, 1995). However in the case of persons with SMI who were also 

homeless the role of social contact is much more significant in terms of patient's treatment 

outcome and QOL (Lehman, 1995a). In one study, Lehman (1995b) notably found that one of 

the greatest predictors of rehospitalization was dissatisfaction with family relations. 

The domain of intimacy and sexual function is not discussed in the literature with regard 

to normal social function. Rather, much of literature discusses these aspects as separate 

occurrences or as dysfunctions. Although the literature lacks congruent data that conceptualizes 

social function in this manner, this study will bring forth relevant data that suggests otherwise. It 

will discuss normal social functioning and elaborate on aspects of intimate and sexual 

functioning because this domain has been disregarded in prior studies. This literature review 

will report what is known regarding the domain of intimate and sexual functioning among PWS 
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and this thesis will conceptualize aspects as a component of normal social function. 

PWS tend to have a break down of higher inhibitory functions that appear to be related to 

intimate and sexual functioning (Akhtar, 1980). Akhtar and Thompson (1980) studied sexual 

behavior among PWS and found that disturbances of subjective experience, as well as those in 

overt sexual behavior arise solely from the break down of higher inhibitory functions that permit 

primitive sexuality to emerge (Akhtar). Other investigators offer a different opinion. Assalian 

(1999) reports that the illness of schizophrenia affects the ability of these individuals to sustain 

satisfying, intimate relationships. The implication infers that PWS often lack the psychosocial 

and psychosexual skills that are required to establish and maintain personal relationships. 

Information obtained from the literature presents divergent data with ambiguous explanations for 

part of these findings. 

Raboch ( 1986) reported in early studies that sexual dysfunctions are frequent in the 

psychiatric population, especially those with schizophrenia. Lack of libido and decreased 

interest in other aspects of sexuality were common among PWS in earlier studies (Slater, 1969; 

Arieti, 1974; and Raboch, 1986). Early research conclusions attributed these finding to sexual 

apathy that was identified in the premorbid stage of schizophrenia (Fish, 1964; and Kayton, 

1975). Interestingly, even with the advent of newer atypical antipsychotic medications, sexual 

apathy and impaired social function are prevalent among PWS (Assalian, 1999). These findings 

are attributed to a high rate of celibacy, a reluctance to marry, a higher than expected rate of 

separation and divorce, and a low fertility rate in association with schizophrenia. 

Rado ( 1956) discussed the existence of anhedonia, among schizophrenics as a 

biologically determined inability to integrate pleasurable experiences (Akhtar, 1980). Since 
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then, this finding is known to be a common finding of schizophrenia (Fry, 1999). One 

hypothesis gleaned from this data explains that PWS have impaired sexual and social function 

because of anhedonia. Other investigators suggest that the lack of psychosexual skills necessary 

to establish and maintain personal relationships, in addition to frequent side effects secondary to 

psychotropic medications, adversely affects sexual function and contributes to sexual and social 

dysfunction (Assalian, 1999). 

Other early researchers report hypersexuality, increased sexual drive, masturbation, 

touching of other people, and the temptation to have extramarital affairs as observed in the early 

phases of schizophrenia (Akhtar, 1980). Hamilton (1974) found bizarre sexual practices or 

perversions to emerge for the first time with a hew onset of schizophrenia. Also, masturbation is 

reported to be associated with magical beliefs or ritualistic behavior (Bleuler, 1950). Some 

research explains that public masturbation may occur because of the lack of social propriety 

(Slater, 1969). Although there are some reports of observed exhibitionism, Akhtar corrects this 

definition used in previous studies because exhibitionism requires purposive quality and 

gratification. According to this new definition, exhibitionism would not be consistent with a 

diagnosis of schizophrenia. 

Many early studies simply investigated sexual practices as a single entity among PWS. 

For example, one study discusses the topic of increased rates of homosexuality and homosexual 

acts among PWS (Klaf and Davis, 1960). Other data (Akhtar, 1980; Bleuler, 1950; Hamilton, 

197 4) regarding increased sexual desire, hypersexuality, masturbation, criminal sexual practices 

(Henn, 1976), or bizarre sexual practices, requires further investigation and more recent research 

data. Limitations of these studies are the failure to appropriately conceptualize sexual 
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continues to remain unclear if these sexual behaviors occur and to what degree. 
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Some studies suggest that proper medication may help to improve certain aspects of 

social functioning among PWS. McEvoy (1983) investigated 23 inpatient women with 

schizophrenia who were receiving psychopharmacological treatment and discovered that the 

majority (78%) were interested in aspects of sexual functioning and reported positive social 

function. The study reported that 65% had been sexually active during the last three months, and 

with relatively low difficulty in their sexual or social function despite their current overall low 

level of functioning. 

Access to information may also be a social functioning problem for PWS. Many PWS 

report an unmet need of information regarding their illness and issues relating to social 

functioning. In a sample of 119 patients with a diagnosis of schizophrenia, 59% reported a need 

for information regarding their condition or treatment. Of this group, only 6o/o reported that the 

need was met and over half (53%) reported that the need was not met (Bengtsson-Tops, 1999). 

Similar findings are supported by earlier studies (Brewin, 1988; Honkonen, 1995; and Wiersma, 

1998). Interestingly, in the Bengtsson-Tops (1999) study, 84% of the patients had regular 

contact with a psychiatrist, and 58% had contact with a psychiatric nurse. It is unclear if 

unnecessary concerns related to social functioning are a result of a lack of information. 

It appears that the lack of a model that incorporates sexual and intimate relations as a 

domain of social function leads to neglect of study of those aspects in the clinical arena. Sexual 

problems are often unpleasant, annoying, and embarrassing for PWS to express. It is well known 

that psychiatric patients rarely speak of sexual issues spontaneously (Pinderhughes, 1972). 
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Friendman & Harrison (1984) provide the example that out of20 female patients with 

schizophrenia, 60% had never experienced orgasm compared to 13.4% of the 15 female controls. 

Additionally, research has failed to provide conclusive data regarding social function among 

PWS because it lacks research that adequately conceptualizes intimacy and sexual function. 

Investigators should research domains cohesively, and practitioners should always evaluate and 

provide information at every appointment. 

Social function and quality of life. Social function is an important concept in assessing 

health-related QOL (Patrick, 1993). Since much of the literature on schizophrenia addresses the 

domains of usual social roles, social integration, and social contact but fails to provide data that 

is either conclusive or adequately conceptualized, the information presented in this section will 

focus on the information that is available with regard to the domain of intimacy and sexual 

function. Information regarding usual social roles, social integration, and social contacts are 

covered in this section where appropriate and in the previous sections of quality of life and/or 

social function. 

What are the social function concerns ofPWS? Is there sex after schizophrenia? 

Sexuality, like many human qualities is commonly overlooked and regarded as unimportant. 

Mental health professionals who treat PWS frequently feel discomfort in discussing sexuality 

with their patients (Assalian, 2000), and rarely identify sexual relations when assessing for social 

function. In early reports, sexuality among PWS was a mystery. Sex was described as a 

"detached and nonrelated" act (Frank, 1969), based on the belief that PWS feel threatened by 

community integration and avoid close contacts and commitment. Frank ( 1969) reported that 

sexual episodes served the purpose of diminishing anxiety and exhibited "sick" qualities such as 
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sadistic, masochistic, perverted, and sometimes murderous behavior. Although this belief has 

clearly been debunked in later reports (Akhtar, 1980; Assalian, 2000), the practice of not 

discussing the topic as an important domain of social function remains. It seems that there is an 

unfounded belief among professionals that discussing sexual topics with patients who have 

schizophrenia may provoke delusional preoccupations (Abernethy, 1974). 

It is understood that PWS invariably have sexual problems, and there is a high instance 

of sexual dysfunction within this population (Assalian, 2000). Sexuality (Segraves, 1998; 

Raboch, 1986) and social function (Lehman, 1988) have been discussed as important aspects 

of QOL among PWS (Wiersma, 1998). However, few studies have investigated social 

function within the domain of intimacy and sexual relations on total QOL. Pharmacotherapy 

has been shown to improve many of the symptoms of schizophrenia (Buchanan, 1994; 

Goldberg, 1993; Hoff, 1996; Marder and Meibach, 1994; and Sharma, 1996; Schulz, 2000), 

but has limited effect on the social impairments that characterize the disorder and limit many 

of the functions that predict QOL (Huxley, 2000). In fact, the majority of pharmacological 

agents used to treat PWS seem to adversely affect sexual functioning (Stein, 1994). 

The mental disorder, schizophrenia causes disabilities and disadvantages in several 

social and personal areas of life. QOL is a subjective sense of well-being depending on the 

person's objective life conditions, personal characteristics and subjective experiences of 

his/her life (Lehman, 1983), and all social functions are important to human functions, health 

and QOL (Patrick, 1993). 

Early studies concerning specific reported needs among PWS have revealed intimate 

relations and sexual expression to be required QOL needs (Wiersma, 1998). In a longitudinal 
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study using a structured interview analysis, Bengtsson-Tops (1999) applied the Swedish 

version of the Camberwell Assessment ofNeed (CAN) to assess the outcome of reorganization 

of services for SMI persons. Nearly one third of the patients reported unmet needs in the area 

of sexual expression. Specifically, the area of intimate others was identified. Additional social 

problems regarding companionship were also found to be significant. Interestingly, only one 

of the patients who had defined a need in this area reported that the need was met. Similar 

results are found in case studies (Badger & Gelenberg, 1998). 

In a study using a structured interview and four questionnaires Rabock ( 1986) verified a 

pronounced relationship between sex life and the quality of partner relationships among a 

group of 51 female PWS. The patients who lived in subjectively satisfactory partner 

relationships did not differ sexually from the control group. Conversely, those patients who 

lived in subjectively unsatisfactory partner relationships differed greatly from the control 

group (Rabock). Rabock concludes that the variation in sexuality occurs in schizophrenia as a 

secondary effect, based on the disturbed partner relationship. The implication is that PWS 

greatly depend on healthy partner relationships (i.e. contacts). In the case of strong social 

contacts, sexual disturbance did not occur. It appears that social contacts parallel sexual 

relations because they are components of social function, and total QOL is correlated with 

social function. 

The duration of untreated psychosis among PWS has an effect on QOL (Browne, 2000). 

Browne (2000) found that patients with "a protracted duration of untreated psychosis or 

impaired premorbid adjustment may warrant specific treatment interventions to prevent the 

development of secondary handicaps." However, the impact of psychopharmacological 
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treatment on sexuality can be devastating. Psychotropic medication can significantly diminish 

patient compliance and may jeopardize treatment as well as partner and therapeutic contacts 

(Assalian, 2000). The average age of onset of Schizophrenia for males is early twenties and 

thirties for females. Sadly, for both genders the onset of illness also parallels sexual drive 

peaks co-occurring with natural development, and thus jeopardizes social function and QOL. 

An estimated incidence of reported sexual dysfunction related to patients receiving 

psychotropic medication is 54% of men and 30% of women (Ghadirian, 1982). Interventions 

aimed at improving the patient's perception and understanding, as well as ability to cope with 

the disorder, should be an integrated part of public mental health care programs. Cognitive 

therapy framework has been demonstrated to be efficient in pursuing these aims (Wykes, 

1998). Benefits in symptoms as well as limitations in usual social roles, social integration, and 

intimate and sexual function are found to be associated with psychosocial treatments (Huxley, 

2000). It is important to emphasize the importance of not neglecting or minimizing patients' 

desire to meet these important aspects of health and QOL. 

There are many aspects of human life that have been documented to affect subjective 

QOL in PWS. Although most of the today's treatment is aimed at symptom reduction, this 

does not seem to be a significant indicator of QOL. Rather, symptom amelioration tends to 

have little effect on QOL compared to patient's report of satisfaction in social function. This 

conclusion suggests that medication management, as a single intervention to treat PWS will 

only yield marginal results, whereas holistic interventions that include a variety of modalities 

that treat the entire person and encourage the strengthening of social function will result in 

better QOL. 
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In a literature review that analyzed results from 70 studies that implemented 

psychosocial treatments which included medication, results found that adjunctive psychosocial 

treatments augment the benefits offered by psychopharmacotherapy and enhances functioning 

in psychotic disorders (Huxley, 2000). Family therapy has the most profound affect on QOL 

whereas social skill treatment yields the least robust results (Huxley). 

The current practice of treating PWS lacks specific social function interventions. 

Nursing is a practice of caring and a systematic process that produces knowledge for the 

benefit of patients and the nursing discipline (Reed, 1996). The nurse role is essential and 

dynamic among health-related QOL issues. Mental health professionals and nurses possess 

knowledge about the importance of social function, the physiology of the sexual response, the 

etiology of the sexual dysfunction, and various treatment modalities available that would be 

beneficial to PWS. Mental Health Nurses are particularly skilled at incorporating holistic 

approaches, and are mindful of the emotional response. Mental Health Nurses can aid in 

assisting PWS by incorporating appropriate social function interventions such as mind-body 

techniques that help the individual toward healing. 

Summary 

In summary, the model used to frame this research is the Health-Related Quality of Life 

model (Patrick and Bergner, 1990). This model assists in explaining and identifying the 

properties and dimensions of social function. QOL and social function among PWS is an 

example of a variable and dynamic process. This study serves to illustrate the typical concerns 

of these phenomena among PWS who use a regional behavioral health system for care, and 

suggests treatment implications based on these concerns. The concept of social function on total 
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QOL among PWS will be the focus of this study. This concept will fit well within the Health

Related Quality of Life model because of the model's unique inclusion of limitations in usual 

social roles, integration, contact, and sexual and intimate relations. The literature emphasizes the 

need for social function on total QOL to be studied among PWS. Limitations in the literature 

include a lack of conclusive or cohesive data, and a failure to adequately conceptualize the 

concept of social function. This study will amalgamate these gaps in the literature by illustrating 

a selection of four case studies that will describe social function concerns among PWS, and will 

suggest treatment implications based on these concerns. 
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METHODS 

Introduction 
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Case studies are enriched illustrations of individuals, groups, or other social units (Po lit, 

1995). The focus of the case study is usually the "individual" but not necessarily the 

"singular" (Sechrest, 1996). Sechrest explains that the purpose of the case study is not to 

identify the individual as separate or unique, rather the purpose is to illustrate the 

commonalities that exist across cases. The famous quote by Joseph Stalin explains: "The 

death of one Russian soldier is a tragedy; the death of a million is a statistic" (Sechrest, p.2). 

Additionally, case studies are useful in exploring phenomena that have not been rigorously 

researched (Polit, 1995). 

The purposes of this study were to present an illustration of four case studies that 

describe the social function of persons with schizophrenia (PWS) aged 38 to 48 years who are 

receiving regional mental health services, and to discuss treatment implications based on social 

function concerns. This is a secondary data analysis that uses data drawn from a larger study 

(Badger & Gelenberg, 1998). The study is designed to create cogent knowledge about PWS 

by constructing lucid illustrations of case studies. This chapter will discuss the research 

questions, study design, procedure, and analysis plan that were utilized. It will also address the 

study's limitations and discuss threats to validity and reliability. 

Research Questions 

Question 1 

What is the social function of PWS? 
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Question 2 

What are the treatment implications based on social function concerns? 

Research Design 

The research design includes the following elements; (I) description of the four 

participants; (2) human subjects; and (3) data collection. Information pertinent to the study will 

be discussed in terms of these elements. 

Sample 

In this study, four PWS were selected from a larger study that investigated mental health 

outcomes among seriously mentally ill (SMI) individuals that use a regional mental health 

system for care (Badger & Gelenberg, 1998). Since most PWS utilize regional mental health 

services, a selection of four case studies from this group was expected to capture typical social 

function ofPWS. Four individuals were purposively chosen from a sample of fifty-eight 

participants for this secondary data analysis. The average age was 39 years, with an equal 

numbers of male (n=2) and female (n=2) subjects. The typical patient was white and with about 

11 years of education living in shelter plus housing. The primary Axis I diagnosis according to 

the guidelines of the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR) 

(American Psychiatric Association, 2000) was schizophrenia; specifically the paranoid and 

schizoaffective subcategories of the disorder were identified. 

Inclusion criteria were patients with a primary Axis I diagnosis of Schizophrenia 

according to the guidelines of the DSM-IV-TR (American Psychiatric Association, 2000) 

receiving mental health care from a public agency. The subcategories of paranoid schizophrenia 
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and schizoaffective disorder were also included. The unit of analysis for the study is an intensive 

single entity investigation of PWS. 

PWS were not excluded from the study based on race, gender, culture, religion, marital or 

socioeconomic status, level of education, or sexual preference. Questions about these identifying 

features were asked simply to enrich the subjectivity of each case, and were not used to separate 

or exclude individuals. Rather, in some examples, these identifying features assist to create 

congruency among the cases. 

Purposive sampling offers the potential to illustrate the great depth and quality of social 

function ofPWS that cannot be explored by other sampling techniques. Polit (1995) warned that 

although this type of sampling adds richness to the study, it runs the risk of subjectivity and 

limited generalizabilty. Threats to validity and reliability will be discussed in greater detail in 

subsequent sections. The sampling method used in this study is a purposive selection of case 

studies that were chosen to illustrate the typical experience of social function on total QOL 

amongPWS. 

Human Subjects 

The committee on Human Subjects at the University of Arizona granted permission for 

this secondary analysis study (Appendix A). In the original study, the purpose of the study, 

discussion of measures to protect confidentiality of the participants, informed consent and 

procedures forms, and assurances about freedom to decline or withdraw from the study were 

covered with participants. Prospective participants were given ample time to ask questions. 

Risks to participants were explained, though risks in this study were very minimal. There are no 

physical or sociological risks to the subject. Although the interview process may evoke minimal 



\ 

psychological distress or unpleasant feelings associated with some sensitive items, many 

participants were given freedom to guide the interview process. 
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The potential benefits to subjects include feeling satisfied about participating in a 

research study that was designed to investigate their concerns, and providing an opportunity to 

share "their story" and experiences with a vigilant listener. Additionally, participants were given 

answers to questions and concerns regarding mental health or health promotion issues. 

Data Collection from Original Study 

Data were collected from a larger study that investigated mental health outcomes among 

SMI individuals that use a public mental health system for care (Badger and Gelenberg, 1998). 

Subjective interview responses evoked during the administration of the Quality of life interview 

(QOLI, Lehman, 1988), specifically the Family and Friends subscale in the original study, led to 

the development of further qualitative exploration of these concerns and sparked questions 

regarding these concerns on treatment. 

Three instruments were used to obtain data in the primary study: Brief Quality of Life 

Interview (QOLI) (Lehman, 1988), Services Assessment Questionnaire (OARS-SAQ) 

(Fillenbaum, 1988), and the Community Partnership of Southern Arizona (CPSA) Adult 

Consumer Satisfaction Survey. Demographic data, and the subjects' diagnoses and general 

functioning were assessed by the Structured Clinical Interview for DSM-IV (SCID) (APA, 1992) 

and Global Assessment of Functioning (GAF) (APA, 1994). Interviews were collected at 

participants' site of preference, usually in their home. Participants were interviewed three times. 

Participants completed instrument questions and then were asked additional social function 

questions. The questions asked were: 1) "What types of relationships do you have?" 2) "What 
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are your concerns (i.e. limitations in usual roles, integration, contacts, intimacy and sexual 

function)?" 3) "How do you feel about your relationships?" 3) "How would you like your 

relationships to look", and "How would this change the way you feel about your life?" 4) "Do 

you have a boyfriend or girlfriend?" If no, "Would you like one", and "Why?" Frequently, 

social function responses were spontaneous, and/or evoked by interview questions. Information 

obtained from participants was hand recorded by direct quote or scored on instruments. 

Participants were assigned numbers at the time of interview to protect confidentiality and data 

was tracked accordingly. 

Procedure 

Four individuals were purposely chosen from a larger sample in the original study. 

Interview responses to the three instruments were thoroughly reviewed. Then, responses were 

transcribed and organized in handwritten notes, and finally entered on a data sheet. A 

description of instruments and measures used for this study's procedure will follow. 

Description of Instruments and Measures 

Spontaneous and structured responses to all three of the following instruments were 

thoroughly reviewed. The majority of spontaneous responses occurred on the QOLI. Social 

function concerns on QOL was assessed across all domains. 

Family and Friends Quality of Life Interview Subscale. Qualitative available data from 

the Family and Friends Quality of Life Subscale Interview (QOLI, Lehman, 1988) evoked the 

greatest percent of spontaneous responses to instrument questions. The QOLI is a highly 

structured non-clinical interview structured for SMI studies. The QOLI asks patients to respond 

to current feeling of satisfaction and current or recent functional status and access to resources. 
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The interview is brief and concrete. It does not ask questions regarding past feelings because 

mentally ill persons may have difficulty recalling these emotions. The QOLI covers eight life 

domains: living situation, family relations, social relations, leisure, work, finances, safety, and 

health. Responses can be rated using a rating scale (1 =terrible through ?=delighted). The QOLI 

has been used and found to be effective in assessing total QOL in nearly 500 SMI individuals in 

various settings (Lehman). Reliability was satisfactory (0.86) 

Services Assessment Questionnaire. Service utilization was measured using a modified 

version of the Older Americans Resources and Services (OARS) Multidimensional Functional 

Assessment Questionnaire (OARS-MFAQ) (Fillenbaum, 1988; George, 1994) Part B, the OARS 

Services Assessment Questionnaire (OARS-SAQ) (Fillenbaum; George). The OARS-SAQ 

allows assessment of the use, need, and satisfaction of 24 generic services that are easily adapted 

to assess regional mental health services. This OARS-SAQ subscale has been found to be an 

effective measurement of service utilization (Badger, 1998). 

CPSA Adult Consumer Satisfaction Survey. The CPSA Adult Consumer Satisfaction 

Survey was used to assess participants' satisfaction of their assigned regional mental health 

service. Questions covered the areas of access and ease of service utilization, receptionists, case 

manager, psychiatrist, treatment plari, and other (unmet needs). Reliability was satisfactory 

(0.92). 
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Data Analysis 

Secondary data analysis was performed by conducting in-depth reviews of four cases. 

Specifically, the concept of social function on total QOL was identified. Recurrent themes were 

extracted and collapsed. 

Methods of Data Analysis 

The following research questions addressed were analyzed accordingly: 

1) What is the social function of PWS? 

An in-depth analysis of the primary study data was conducted and reviewed for accuracy 

by thesis chair and primary investigator for original study, Terry A. Badger, R.N., Ph.D. with 

The University of Arizona College of Nursing. Themes from the three interviews on all three 

instruments were counted, extracted and collapsed. Both spontaneous and structured responses 

to instrument questions were used. 

2) What are the treatment implications based on social function concerns? 

An in-depth analysis of the data analysis findings regarding the above research question 

was conducted and discussed with this study's thesis chair. Additionally, treatment 

implications based on patient responses, and with regard to the present literature were 

analyzed. Themes that indicated implications for treatment were counted, extracted, and 

collapsed. 

Validity and Reliability 

Reliability and validity issues were considered for this study. Validity is an umbrella 

term that contains the subgroups of internal validity; construct validity, statistical conclusion 



validity, and external validity. Each of these terms will be discussed in terms of their 

trustworthiness and relative threat toward any weaknesses found in this study. 

Validity 
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Internal validity refers to the extent to which one can infer that the independent variable 

is truly influencing the dependent variable (Polit, 1995). Case studies can be selected in an 

attempt to demonstrate similarities or variances between two groups, and in these inferences 

internal validity can be jeopardized. In this study, independent and dependent variables, and 

relationships are not assessed, two groups are not compared, and there are no experimental 

procedures. Specific threats to internal validity are as follows; (1) selection; (2) instrumentation; 

(3) testing; ( 4) mortality (Sechrest, 1996). 

This case study will not make comparisons between the cases observed. This study will 

simply present a representative case as it was observed, and will report common themes as 

observances rather than presumptive statistics. This study used purposive selection techniques to 

select the cases presented. Although the risk of purposive selection weakens the internal validity 

of the study, careful measures were taken to select cases that were clearly representative of the 

population. 

The use of multiple observers and data collectors can be used for improving the validity 

of case studies (Sechrest, 1996). One accepted technique is peer debriefing (Guba & Lincoln, 

1989). The committee chairperson, who is highly skilled in case studies and mental health 

research was used extensively throughout the data analysis process and provided direction for 

further inquiry and investigation of the conclusions related to data analysis. A protocol was used 

for interviewing the participants that included interview as well as time guidelines. 
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Construct validity refers to the degree to which an instrument measures the construct 

under investigation (Polit, 1995). Construct validity is threatened in situations where the nature 

of an independent or dependent variable is misunderstood (Sechrest, 1996). Although 

independent and dependent variables, and their relationships were not assessed, evaluation 

apprehension may have threatened the construct validity of this study. It is possible that 

interviews created anxiety and apprehension in the participants, and data collected may have 

been misunderstood. Measures were taken to ensure ease of interviews, comfort, and trust 

during each interaction. 

Bias of the investigator must be considered a threat to construct validity throughout the 

case study (Sechrest, 1996). Efforts were taken to ensure personal, theoretical, or professional 

biases were not made on the part of the investigator in this study. A research team reviewed 

each interview individually and collectively, and inferences were carefully evaluated for 

misinterpretations. 

Transferability. Transferability or external validity refers to a study's generalizability to 

others (Guba & Lincoln, 1989). External validity is the degree to which the results of a study 

can be generalized to settings or samples other than the ones studied (Polit, 1995). The greatest 

threat to validity in case studies is generalizability, and consequently external validity is 

jeopardized (Sechrest, 1996). The very nature of a single case intended to represent a greater 

population weakens findings found in case studies. 

Conclusions found in this case study are limited and intended to report observations that 

will encourage future studies. Each case was selected with appropriate intent to represent the 
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population that it attempts to describe. Typical rather than unique cases were chosen, and equal 

numbers of males and females were included. 

Other threats to external validity are issues of inappropriate time frames. Subjects were 

interviewed using the same three interviews, three times over the period of approximately two 

years. Although there may be changes in patients' subjective report of social function on total 

QOL due to improved medication, symptom reduction, or improved regional health services, this 

report is intended to document current concerns among PWS. 

Threats to quantitative conclusion validity in case studies are typically not a problem 

(Sechrest, 1996). Errors of observation were not assumed to be correlated since only one subject 

was involved in each study and statistical analyses were not included. 

Reliability 

Reliability is the degree of consistency or dependability with which an instrument 

measures the attribute it is designed to measure (Polit, 1995). Data collected from instruments 

used in the primary study were used to add information gathered from interviews for this study. 

Instruments were not used for statistical comparisons typical of quantitative studies, and thus 

reliability coefficients were not analyzed. 

Summary 

In summary, the research questions for this secondary data analysis were 

addressed in relation to the concepts of social function on total QOL ofPWS. The concepts of 

the phenomena specifically focus on illustrating these concerns among PWS and imply 

treatment interventions. The research questions, study design, procedure, and analysis plan 

were discussed. Information regarding instruments used was also presented. Data 



management and analysis were included, and methods used to protect confidentiality were 

documented. Legitimacy for validity and reliability was provided in addition to a careful 

explanation of rationale for methods used and attempts that were made to reduce these factors 

were elaborated. 
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Chapter Four 

FINDINGS 

And 

RESULTS OF DATA ANALYSIS 

This chapter presents the results of an illustrative case study of four participants with 

schizophrenia. First, the characteristics and basic background information of the participants are 

presented. Second, the themes, or commonalities and patterns consistent with the concept of 

social functioning among persons with schizophrenia (PWS) are delineated. Finally, 

implications for treatment based on the study's analysis are suggested. 

This study consisted of four participants, two male and two female participants. Ages 

ranged from 3 8 to 48 years. Education varied among the participants from less than high school 

to graduation from college. Two participants did not graduate from high school and two 

participants had at least six months post secondary training. Marital status and children also 

varied between participants. One participant was married, two were involved in long-term 

relationships, and one was unattached. Both of the female participants had children but the 

children did not live in the home. The following presents an in-depth individual review of each 

person. 

Participant Summary 

Participant # 1. Patricia is a 29 year old, deaf, married, Hispanic female 
who was living with her husband, who is also deaf, in shelter plus housing, a type 
of assisted living program. Patricia has two children from a previous marriage 
who at the time of the first interview, she saw very little. At the second and third 
interview she reportedly saw her children about two to three times per month. 
She has an eighth grade education and was working full time as a maid at the time 
of the first interview. She was taking home $200.00 per month after social 
security. At the second interview she quit her job due to physical illness, and by 



the third interview she had obtained another job but quit due to limits in social 
security funding. 

In addition to being deaf, Patricia suffers from a long history of paranoid 
schizophrenia and multiple subsequent psychiatric hospitalizations. She also has 
scoliosis and fetal alcohol syndrome. She reports being physically and sexually 
abused throughout childhood by her mother's boyfriends. She is enrolled in 
mental health services and receives case management, medication monitoring, 
psychiatric treatment and financial assistance. She takes Clozaril for symptoms of 
schizophrenia and reports a positive effect. Her parents divorced when she was 
an infant. She has a history of alcohol and drug abuse. Her mother neglected her 
throughout childhood and she recalls being sexually abused by her mother's 
boyfriends. She would like to live independently with her family, work, and have 
a driver's license. Despite her mental illness she does not report difficulties in her 
intimate and sexual relationship with her husband. 

Participant #2. Troy is a 32 year old, single, white male who was living in 
a shelter plus housing rrogram. He was unemployed and did not have any 
children. He has a 101 grade education and would like to participate in activities 
that are both social and educational. Troy has prior work history in construction. 
Although he expressed a desire to work he was unable to fulfill this need because 
of symptoms related to paranoid schizophrenia. At the time of the first interview 
he reported that instead he would like to participate in day program. Subsequent 
interviews revealed that available programs did not support his higher level of 
functioning yet his psychiatric symptoms were limiting enough not to allow for a 
return to work. 

Troy has a long history of mental illness and treatment. He described a 
prodromal stage that began at approximately 14. Troy also reported physical and 
emotional abuse by a stepfather and foster parents. He recalled a difficult 
childhood and being made fun of because of a chronic skin condition. He has a 
history of at least 1 0 suicide attempts and alcohol abuse. He has a case manager, 
psychiatrist, and payee. He is treated with the atypical antipsychotic Risperdal 
with moderate symptom relief. At the time of the first interview Troy expressed 
the desire to have a girlfriend. On the third interview he was engaged, moving in 
with his fiance, and reported feeling satisfied with these new life changes. 

Participant #3. Roberta is a 38 year old, unemployed, single, Hispanic 
female and mother to a 13-year-old son who was not residing with her. She has a 
high school diploma with six months in technical training as a dental assistant. 
She was living independently in the community and requested assistance for job 
placement. She carries the diagnosis of Schizoaffective Disorder and has a 
history of numerous hospitalizations. Roberta also suffers from physical illness. 
She reported chronic hypertension, asthma, and risk for diabetes. Roberta also 
has a history of drug and alcohol abuse. She believes that the secret to staying out 
of the hospital is "staying active". She reported a childhood history of sexual and 
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physical abuse. She has a case manager, psychiatrist and financial assistant. She 
monitored her own daily schedule and medications yet requested assistance with 
activities of daily living. She was being treated for psychotic symptoms with 
Risperdal. Depakote and Tegretol were used for mood. She enjoys reading, 
hiking, going to the movies, and taking walks. She had a history of a 15-year 
relationship with a boyfriend who died from liver failure between the second and 
third interviews. Although "he was an alcoholic", she reported that he was her 
primary support and indicated that they maintained a positive relationship. After 
his death, she reported being "in a state of crisis", feeling alone and unsupported. 
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Participant #4. Frank is a 48 year old, unemployed, single white male 
living in a shelter plus housing program with a male friend. He holds a bachelor's 
degree in political science, enjoys politics, and was employed by the governor's 
office. He participated in a job placement program and earned $120.00 per 
month. He is unsure if he has any children. He has a long history of mental 
illness and 19 subsequent hospitalizations. He is treated for a Schizoaffective 
Disorder with Depakote for mood and Clozaril for psychosis. Frank also suffers 
from multiple physical illnesses. These include diabetes insipidus, arrhythmia, 
and hypertension. He also has a history of alcoholism and polydipsia. He 
observes Jewish holidays, and wishes to return to New York to live with his father 
despite their estranged relationship and a dysfunctional childhood. He is currently 
stable and requesting higher functioning activities and a girlfriend. 

In summary, all participants had a long history of mental health problems and treatment 

for at least ten years. All participants carried a diagnosis of schizophrenia. Specifically two 

subtypes of schizoaffective disorder and two subtypes of paranoid schizophrenia were 

represented in the participant sample. All participants also had chronic physical illnesses ranging 

from dermatological to cardiovascular. A history of alcohol and or substance abuse was 

identified among all four participants. All participants reported a history of abuse, and three of 

the four participants reported childhood physical and sexual abuse. All participants were 

enrolled in regional mental health services and treated by local contract agencies supported by 

state funding. Three of the four participants lived in assisted living environments. Social 

support and assistance with daily living and medication monitoring was provided. All 

participants were provided with a case manager, legal or financial representative, and 
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psychiatrist. All participants were treated with atypical antipsychotic medications for psychotic 

symptoms with moderate to good symptom relief. In the next sections, the research questions 

will be answered. 

Results Related to Research Question One 

The first research question asked was: What is the social function ofPWS? This research 

question was answered by analyzing theme categories based on participant responses. In the 

next section, the theme categories and data for each of the themes are presented in tabular form. 

Themes for participant# 1. Table 4.1 categorizes the common themes of social 

functioning across all three instruments for all three timed interviews for Patricia. An analysis of 

Patricia's themes is presented following the table. 

The common themes identified for Patricia were limitations in usual social roles, community 

integration, contacts, and intimacy and sexual functioning. The limitations in usual social roles 

addressed employment status, parenting, ability to function as a homemaker, leisure activities, 

and ability to access transportation. Community integration addressed Patricia's participation in 

community activities, membership in community organizations, and perception of safety within 

the community. Contacts identified were between friends and family. Intimate and sexual 

functioning included perception of closeness, individual behaviors and roles, and participant 

attitudes toward issues relating to intimacy and sexual functioning. 



Table 4.1. Social functioning themes: Patricia 

Theme Categories 

Limitation in usual social roles 
Employment 

Parenting 

Homemaker 

Leisure activities 

Transportation 

Integration 
Community activities 

Memberships in organizations 

Community safety 

Contacts 
Family 

Friends 

Intimacy and sexual functioning 
Closeness 
Behavior and role 
Attitudes 

Participant Indication/Responses 

Working full time as maid (Tl) 
Unemployed (12, T3); Voc Rehab (12) 
Wants help fmding a job (T3) 
9th grade education 
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Two children-"1 haven't seen my children in a long 
time" (Tl) 

Assisted living-" We want to live on our own" (Tl, 
12, T3) 

Cooking (Tl ), restaurants (12), family outings (12, 
T3), and going to the mall (12) 

Wants a driver's license (TI ,T3) 

Wants a TTY phone (TI, T3) 
"We need more money" (TI, 12, T3) 
Community parks (Tl, 12) 
No planned social activities (Tl) 
Planned social activities (12, T3) 

Voc Rehab 20 hours per week (12) 
Feels supported by mental health agency (12) 

Feels unsafe in neighborhood (T3) 
Wants to move (T3) 

Mother, limited contact with brother, and no contact 
with father (Tl, 12, T3) 
Wants more time with children (Tl, 12) 

Visits with someone who doesn't live with her 
weekly (Tl) and daily (12, T3) 
Telephones with someone weekly (Tl, 12) and 
monthly (T3) 

Spends time with husband daily (Tl, 12, T3) 
Companionship; helps out around the house (T3) 
Positive and satisfying relationship (12, T3) 

Trepresents time for each interview. TJ=interview one, T2=interview two, and T3=interview three. 
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Theme analysis for participant #I. The themes of limitations in usual social roles, 

integration, contacts, and intimate and sexual functioning were found for Patricia. Patricia's 

ability to maintain consistent employment status was a problem, and subsequently she requested 

assistance in this area. Patricia's parenting role was also limited as documented by her 

statement, "I haven't seen my children in a long time." She has two children with whom she had 

minimal contact yet wished to play a more active parenting role. She desired to live 

independently yet resided in an assisted living environment. Her leisure activities were limited 

because of lack of finances and transportation. She stated, "We need more money." She 

participated in few community activities, engaged in vocational rehabilitation training, and felt 

supported by the mental health community. She felt unsafe in her neighborhood and wished to 

move to a different location. Her contacts were her mother, brother, children, and friends. She 

had a husband who was an intimate partner with whom she spent time daily. She believed her 

relationship with her husband to be positive but reported that she is never asked about her 

relationship concerns or was educated regarding intimacy and sexual functioning by her 

psychiatrist or case manager. Her husband supported her need for companionship and assistance 

around the house. 

Themes for participant #2. Table 4.2 categorizes the common themes of social 

functioning across all three instruments for all three timed interviews for Troy. The analyses of 

the themes presented for Troy and Patricia is presented following the table. 



Table 4.2. Social functioning themes: Troy 

Theme Categories 

Limitations in usual social roles 
Employment 

Homemaker 

Leisure activities 

Transportation 

Integration 
Community activities 

Membership in organizations 

Community safety 

Contacts 
Friends 

Intimacy and sexual functioning 
Closeness 

Behavior and role 

Attitudes 

Participant Indication/Responses 

Unemployed (TI, T2) 
Request for appropriate work (TI, T2) 
Odd jobs for apt complex (T3) 

Assisted living (TI, T2) 
Wants independent living (Tl, T2) 
Plans to move to shared apt with fiance (T3) 

Enjoys painting-"! don't have any paints" (Tl) 
Participates in arts and crafts (T2) 
Wants higher functioning activities (T2, T3) 
Enjoys window shopping (Tl) 

Must rely on public transportation (Tl, T2, T3) 
Access and convenience is difficult (TI, T2, T3) 

Wants appropriate activities (Tl, T2, T3) 
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Planned social activities weekly (Tl) and daily (T2, 
T3) 

Wants counseling from mental health service (Tl, 
T2, T3) 
Utilizes public library services (T2, T3) 

Feels unsafe and unprotected in neighborhood (Tl, 
T2, T3) 
Lives in high crime neighborhood (TI, T2, T3) 
Wants to move (T2), moving (T3) 

Visits with someone who does not live with him daily 
(Tl, T2, T3) 
Telephones with someone who does not live with 
him weekly (Tl) and daily (T2, T3) 

Wants girlfriend (Tl) 
Spends time with girlfriend daily (T2, T3) 

Companionship-''! want someone to talk to" (Tl, 
T3) and "someone to listen to me" (Tl) 
Someone to love (Tl) 
"I help her out, she helps me out" (T3) 

Mental illness has not negatively affected ability to 
have relationship (T3) 
Overall life satisfaction (T3) 

Trepresents time for each interview. TJ=interview one, T2=interview two, and TJ=interview three. 
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The common themes found for Troy were limitations in usual social roles, community 

integration, contacts, and intimacy and sexual functioning. Limitations in usual social roles 

included employment status, ability to function as a homemaker, leisure activities, and ability to 

access transportation. Troy clearly identified the types of activities he would enjoy but does not 

have access to (e.g. enjoys painting but "I don' t have any paints"). Community integration 

included Troy's participation in community activities, membership in community organizations, 

and perception of safety within the community. Contacts were between friends as he telephones 

or visits with someone who does not live with him daily. Intimate and sexual functioning 

included perception of closeness, individual behaviors and roles, and participant attitudes toward 

issues relating to intimacy and sexual functioning. 

Theme analysis for participant # 1 and #2. The themes of limitations in usual social roles, 

integration, contacts, and intimate and sexual functioning were found for both Patricia and Troy. 

Like Patricia, Troy's ability to return to work was a problem. Unlike Patricia who wanted 

assistance to find a job, Troy requested a day program instead of work. When this type of 

program was implemented, however the activity level was too low and not appropriate for his 

functional ability. Like Patricia, Troy also desired to move for both issues regarding safety and 

to live more independently. Additionally, his leisure activities were also limited. He wanted 

more social opportunities and enjoyed going to the library, but similar to Patricia transportation 

is often a problem. Concerns relating to integration were also reported. Troy requested more 

appropriate activities that matched his functional ability. He requested counseling services to 

help with problems relating to his mental illness, and voiced concerns regarding the safety of his 

neighborhood. His contacts were limited to only friends on Tl but became more diverse and 
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with increased frequency by T2 and T3. Like Patricia, Troy also identified intimacy and sexual 

themes as important to his social function but was never asked about these issues in treatment. 

At Tl, Troy expressed his desire to have a girlfriend. By T2 and T3, he met this goal with 

satisfaction. His plan was to move into an apartment with his fiance. Like Patricia, Troy 

described his relationship as satisfying his need for companionship and support, "I help her out, 

she helps me out". Additionally, he added that the relationship fulfilled his desire to express 

love. 

Themes for participant #3. Table 4.3 categorizes the common themes of social 

functioning across all three instruments for all three timed interviews for Roberta. An analysis of 

the themes for the first three participants is presented following the table. 

The common themes found for Roberta also involved limitations in usual social roles, 

community integration, contacts, and intimacy and sexual functioning. Limitations in usual 

social roles included employment status, parenting, ability to function as a homemaker, leisure 

activities, and ability to access transportation. Community integration included Roberta's 

participation in community activities, membership in community organizations, and perception 

of safety within the community. Contacts were limited to friends and family. Intimate and 

sexual functioning included perception of closeness, individual behaviors and roles, and 

participant attitudes toward issues relating to intimacy and sexual functioning. 

Theme analysis for participants #I through #3. The themes of limitations in usual social 

roles, integration, contacts, and intimate and sexual functioning were found for Roberta 

(Continued p. 64). 



Table 4.3. Social functioning themes: Roberta 

Theme Categories 

Limitations in usual social roles 
Employment 

Parenting 

Homemaker 

Leisure activities 

Transportation 

Integration 
Community activities 

Membership in organizations 

Community safety 

Contacts 
Family 

Friends 

Participant Indication/Responses 

Unemployed (TI ); unable to maintain 
employment (T2); Dishwasher (T3) 
Request for job placement and voc rehab (TI, 
T2) 

"I don't want to discuss that" (T2, T3) 

Living independently (TI, T2, T3) 
Wants someone to check up on her (Tl, T2, T3) 
Wants assistance with daily living skills (Tl, T2) 

Enjoys reading, hiking, movies, and walks (TI) 

Must rely on public transportation (Tl, T2, T3) 
Quit job due to lack oftransportation (T2) 
Access and convenience is difficult (TI, T2, T3) 

Utilizes public library (Tl) 
Reports history of anomie (Tl) 
Wants higher functioning activities (T I) 
Planned social activities weekly (TI, T3) and 
daily (T2)-"You must stay active; that's how 
to stay out of the hospital" (T I) 

Request for increased interaction with agency
planned group and I: I (TI, T2, T3) 
"Too many case managers come and go" (T2); "I 
want a mentor" (T2); "someone to check up on 
me" (T2); "someone to go the distance" (T3) 

Feels unsafe in apartment complex (T3) 
Living in high crime area (T3) 

Mother lives in town and is positive support (TI) 
Wants brother to be payee (T2), "he checks up 
on me" (T3) 
Wants to move in with aunt (T3) 

Visits with someone who doesn't live with her 
daily (TI, T2) and weekly (T3) 
Telephones with someone weekly (TI) and daily 
(T2, T3) 
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Table 4.3-Continued. Social functioning themes: Roberta 

Theme Categories 

Intimacy and sexual functioning 
Closeness 

Behavior and role 

Attitudes 

Participant Indication/Responses 

Spends time with boyfriend weekly (Tl), daily 
(T2) and not at all (T3) 

Companionship (Tl, T2, T3), someone to talk to 
(Tl, T2, T3), someone to listen (Tl, T2), 
"someone who checks up on me" (Tl, T3) 

Difficulty coping in absence of primary 
support-"! feel that people are looking at me 
(T3); "I feel very distraught" (T3) "I'm in a state 
of crisis" (T3). "He was an alcoholic; I loved 
him for 15 years" (T2) 

Trepresents time for each interview. TJ=interview one, T2=interview two, and T3=interview three. 

(Continued from p. 62). Like Patricia and Troy, Roberta's ability to maintain consistent 

employment status was a problem, and subsequently she also requested assistance in this 

area. Roberta believed that job placement or vocational rehabilitation might assist her to 

attain her functional role to return to work. She was more similar to Patricia than to Troy 

in her desire to return to work. Roberta's parenting role was also limited. Like Patricia 

she also had minimal contact with her son, but she would not elaborate on the details of 

their relationship. It was clear that the subject was sensitive and evoked a strong 

emotional response since she stated, "I don't want to discuss that." Unlike Patricia and 

Troy, Roberta lived independently and conversely wished to have more assistance with 

her homemaker and household activities. Like Patricia and Troy, her leisure activities 

and opportunity for employment were limited primarily because of a lack of 
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transportation. Roberta participated in few community activities and expressed the desire 

to increase her social opportunities independently and through her mental health agency. 

The lack of supportive service activities was problematic for all three participants. 

Unfortunately, like Troy, she also explained that the activities offered by her mental 

health organization were not appropriate for her higher functional abilities. Roberta 

identified this lack of appropriate social functioning as a problem because, "you must 

stay active-that's how to stay out of the hospital." Similar to Patricia and Troy, she also 

felt unsafe in her neighborhood and wished to move to a different location. 

Similar to Patricia, Roberta's contacts are her mother, brother and a few friends. 

Like Patricia and Troy, she also identified intimate and sexual functioning issues and 

would like to talk more in-depth with someone regarding these issues. At T 1, she 

reported that she was involved in a 15-year relationship, however at T3 she experienced a 

serious "crisis" when her boyfriend died. Although she reported that her boyfriend died 

from liver cirrhosis due to chronic alcohol abuse, she also expressed that the relationship 

satisfied her need for companionship, someone to talk to, and someone who listened. 

Additionally, it was also clear that by her statement of feeling "distraught" that her social 

function was greatly impaired, and consequently she reported an increased need to access 

mental health crisis services. 

Themes for participant #4. Table 4.4 categorizes the common themes of social 

functioning across all three instruments for all three timed interviews for Frank. An 

analysis of the themes for all four participants is presented following the table. 

The common themes found for Frank were also limitations in usual social roles, 

community integration, contacts, and intimacy and sexual functioning (Continued p.67). 



Table 4.4. Social functioning themes: Frank 

Theme Categories 

Limitations in usual social roles 

Employment 

Parenting 

Homemaker 

Leisure activities 

Community safety 

Transportation 

Integration 

Community activities 

Membership in organizations 

Contacts 
Friends 

Intimacy and sexual functioning 
Closeness 

Behavior and role 

Participant Indication/Responses 

Employed voc rehab (T1, T2, T3) 
Request for job placement for higher level of 
functioning (T1, T2, T3) 
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Unsure if he has children-"! don't know about 
that" (Tl) 

Assisted living (T 1, T2, T3) 

Reading, current events, politics (Tl, T2, T3) 

Request for "improved physical surroundings" 
(Tl). Feels unsafe (Tl, T2, T3) 

Must rely on public transportation (T1, T2, T3) 
Difficulty observing religion (T3) 
Access and convenience is difficult (T1, T2, T3) 

Utilizes public library (T1, T2, T3) 
Wants higher functioning activities (T 1, T2, T3) 
Planned social activities weekly (T1) and daily 
(T2, T3)-"I'm walking with my best foot 
forward" (T1) 

Active participation in Jewish faith (Tl, T2, T3) 
Interaction with agency-planned groups (Tl, 
T2, T3) Wants info on weight loss (T1) and 
meds (T3) 

No family contact (Tl, T2, T3), however wants 
to move closer to relatives (Tl, T2, T3) 
Visits with someone who doesn't live with him 
daily (T1, T2, T3) 

Telephones with someone weekly (Tl, T3) and 
daily (T2) 
Lives with friend (T1, T2, T3) 

Spends time with someone he considers to be 
more than a friend (T3) and not at all (T1, T2) 
"I feel nervous around women" (Tl) 
"I would like a girlfriend" (Tl, T2) 

Companionship (T1, T2, T3), someone to talk to 
(T1, T2, T3), "I want to get hitched" (T1) 
"We do things together" (T3); "I help her out she 
helps me out" (T3) 
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Table 4.4-Continued Social functioning themes: Frank 

Theme Categories Participant Indication/Responses 

Attitudes Believes that having a girlfriend leads to a more 
intimate relationship (i.e. compared to a 
friendship}-"We have a more intimate relationship" 
(T3). "I want to make a new life for myself' {T3). 
Unable to answer concerns about relationship--"I 
can't get into that" (T3) 

Trepresents time for each interview. TJ=interview one, T2=interview two, and TJ=interview three 

(Continued from p.65). Limitations in usual social roles included employment status, 

ability to function as a homemaker, leisure activities, and ability to access transportation. 

Community integration included Frank's participation in community activities, membership in 

community organizations, and perception of safety within the community. 

Contacts were primarily between friends not family. Intimate and sexual functioning 

included perception of closeness, individual behaviors and roles, and participant attitudes toward 

issues relating to intimacy and sexual functioning. 

Theme analysis for participants #1-#4. The themes of limitations in usual social roles, 

integration, contacts, and intimate and sexual functioning were found for Frank. Like Patricia, 

Troy, and Roberta, employment was a problem for Frank. Although Frank also expressed the 

desire for higher functioning activities, he reported a satisfactory experience in vocational 

training. Like Patricia, Troy, and Roberta, Frank wanted to move for issues regarding safety, to 

live more independently, and to relocate to New York. Like Troy, Frank had no family contact 

but desired to reconnect with relatives. Similar to the other participants, Frank's leisure activities 

were also limited because of financial and transportation problems. Like Troy, he enjoys social 
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opportunities and expressed that this need was not fulfilled. He also enjoys going to the library 

but again transportation was often a problem. 

Frank's contacts were limited to only friends but unlike Roberta and Troy who also lived 

alone, he had a roommate. Like Patricia, Troy, and Roberta, Frank also identified intimacy and 

sexual themes as important to social functioning. At Tl, Frank expressed his desire to have a 

girlfriend. By T2 and T3, he reported that he spent some time with someone that he considered 

to be more than a friend. Similar to Troy, he hoped to get "hitched" and "make a new life" for 

himself. Similar to Patricia, Troy, and Roberta, Frank described his relationship as intimate, "we 

have a more intimate relationship". Additionally, he also described common issues regarding 

companionship, "we do things together", and "I help her out." It appeared that Frank had some 

concerns regarding the area of sexual and intimate functioning. When asked what his concerns 

were in this area he stated, "I can't get into that". 

In sum, all four participants had problems in social functioning. Four problem areas of 

limitation in usual social roles, integration, contacts, and intimacy and sexual function were 

found. 

Results Related to Research Question Two 

The second research question asked was: What are the treatment implications based on 

social function concerns? The following section will suggest treatment recommendations for 

each of the four participants in each of the four areas of limitations in usual social roles, 

integration, contacts, and intimacy and sexual functioning. 

Participant # 1. Patricia identified limitations in usual social roles, community 

integration, contacts, and intimacy and sexual functioning. Within the theme of limitations in 
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usual social roles, she expressed concerns regarding employment status, parenting, ability to 

function as a homemaker, leisure activities, and ability to access transportation. For these areas, 

she wished to work full time, actively parent, live independently, and provide her own 

transportation. It is clear that based on her statements within this theme, the majority of these 

concerns were issues relating to independence. 

Community integration concerns expressed by Patricia included participation in 

community activities, membership in community organizations, and perception of safety within 

the community. Her concerns regarding contacts were related to family, specifically she wanted 

more contact with children. Intimate and sexual functioning concerns evolved as perception of 

closeness, individual behaviors and roles, and participant attitudes toward issues relating to 

intimacy and sexual functioning. 

Treatment implications for Patricia included 1) providing an more flexible environment 

that allowed for increased opportunities for independence, 2) provide supportive services such as 

transportation, assistance finding a job, and a safe environment, 3) increase family contact and 4) 

counseling and education for issues related to intimacy and sexual functioning. Vocational 

training and job integration may help Patricia to create a more independent lifestyle. Also, 

improved support services that provide increased and more diverse social activities as well as an 

environment that assures comfort and security is clearly needed. Transportation assistance may 

also be helpful. Since Patricia is having difficulty maintaining family contact, efforts should be 

made that encourage family bonding. Issues relating to intimacy and sexual function were 

overlooked. Patricia would benefit from supportive counseling and education regarding issues 

related to' this area. 
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Participant #2. Troy also identified limitations in usual social roles, community 

integration, contacts, and intimacy and sexual. He expressed concerns regarding employment 

status, ability to function as a homemaker, leisure activities, and ability to access transportation. 

For these areas, he wished to participate in an appropriate day program, live more independent, 

and have better access to transportation. Like Patricia, it is clear that the majority of Troy's 

concerns were related to independence. 

Like Patricia, community integration concerns expressed by Troy included participation 

in appropriate community activities, membership in community organizations, and perception of 

safety within the community. His concerns regarding contacts were related to friends, 

specifically he wanted more social opportunities. Similar to Patricia, intimate and sexual 

functioning concerns evolved as perception of closeness, individual behaviors and roles, and 

participant attitudes toward issues relating to intimacy and sexual functioning. 

Treatment implications for Troy were similar to Patricia, such as 1) providing a more 

flexible environment that allowed for increased opportunities for independence, 2) improved 

support services that provide increased and more diverse social activities such as improved 

access to transportation, appropriate day programs that fit functional level, and an environment 

that assures comfort and security, 4) opportunities for increased social contacts, and 5) 

counseling and education for issues related to intimacy and sexual functioning. Vocational 

training or an appropriate day program may help Troy to create a more independent lifestyle. 

Also, improved support services that provide increased and more diverse social activities as well 

as an environment that assures comfort and security is clearly needed. Transportation assistance 

would help Troy in the areas of integration and contacts. Similar to Patricia, issues relating to 



intimacy and sexual function were overlooked. Troy would also benefit from supportive 

counseling and education regarding issues related to this area. 

Participant #3. Like Patricia and Troy, Roberta expressed concerns regarding 

employment status, ability to function as a homemaker, leisure activities, and ability to access 

transportation. For these areas, she wished to work, live independently, and provide her own 

transportation. Additionally, like Patricia issues of parenting were found. It was unclear what 

her parenting concerns were, however it was understood that this was a subject that induced 

strong emotions. Like Patricia and Troy, the majority of her concerns were issues related to 

independence. 
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Community integration concerns expressed by Roberta were similar to Patricia and Troy. 

These included participation in community activities, membership in community organizations, 

and perception of safety within the community. Her concerns regarding contacts were related to 

friends and family. Like Patricia and Troy, intimate and sexual functioning concerns evolved as 

perception of closeness, individual behaviors and roles, and participant attitudes toward issues 

relating to intimacy and sexual functioning. 

Treatment implications for Roberta were also similar to Patricia and Troy. Providing a 

more flexible environment that allowed for increased opportunities for independence, improved 

supportive services, such as improved access to transportation, vocational training, and an 

environment that assures comfort and security is clearly needed. Within the areas of integration, 

increased involvement with mental health services and community activities is recommended. 

Like Patricia and Troy, facilitation of increased social contacts should also be implemented. 

Clearly, improved opportunities for friendships and family support are needed. Additionally, 
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vocational training, and the recommendations of improved supportive services, and increased 

community integration and social contacts may help Roberta to create a more independent 

lifestyle, and thereby improve QOL. Lack of counseling and education related to intimacy and 

sexual functioning was also a problem. This was evidenced by Roberta's statement, "I'm in a 

state of crisis." Counseling and education related to these issues should be stressed in treatment. 

Participant #4. Like Patricia, Troy, and Roberta, Frank expressed concerns regarding 

employment status, ability to function as a homemaker, leisure activities, and ability to access 

transportation. For these areas, he wished to work, live independently in New York, and have 

improved access to transportation. Like Patricia, Troy, and Roberta the majority of his concerns 

were issues related to independence. 

Community integration concerns expressed by Frank were similar to Patricia, Troy, and 

Roberta. His concerns regarding contacts were related to friends and family. Although Frank 

did not have family contact he wished to improve family relationships. Like Patricia, Troy, and 

Roberta intimate and sexual functioning concerns evolved as perception of closeness, individual 

behaviors and roles, and participant attitudes toward issues relating to intimacy and sexual 

functioning. 

Implications for treatment were similar to that of Patricia, Troy, and Roberta. Again, 

providing a more flexible environment that allowed for increased opportunities for 

independence, improved supportive services, such as improved access to transportation, 

vocational training, and an environment that assures comfort and security is clearly needed. 

Within the areas of integration, opportunities for participation in activities related to faith are 

recommended. Like Patricia, Troy, and Roberta improved support services that provide 
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increased and more diverse social activities as well as an environment that assures comfort and 

security is indicated. Improved opportunities for friendships and family contact are also 

recommended. Like Patricia, Troy, and Roberta the area of intimacy and sexual function was 

neglected in treatment. Supportive counseling and education regarding these issues is indicated. 

In sum, treatment implications for all four participants were more similar than different. 

Treatment needs should be targeted at limitations in usual social roles, community integration, 

contacts with friends and/or family, and counseling and education related to intimacy and sexual 

functioning. 

Summary 

The themes of social function found were limitations in usual social roles, integration, 

contacts, and intimacy and sexual functioning. Within the theme of limitation in usual social 

roles, issues regarding employment status, parenting, ability to function as a homemaker, leisure 

activities, and ability to access transportation were reported for all the participants. Participants 

reported problems in community integration such as activities, membership in organizations, and 

perception of safety within the community. Contacts between friends and family were identified. 

Intimate and sexual functioning concerns were also found among all the participants and 

included perception of closeness, individual behaviors and roles, and participant attitudes toward 

issues of intimacy and sexual functioning. 

Treatment implications based on social function concerns were also described for all the 

participants. Specifically, implications for treatment included providing a more flexible 

environment that allowed for increased opportunities for independence, improved support 

services, increased family and friend contacts, and availability of counseling and education 
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servtces. Vocational training and job integration was recommended. Indications for improved 

supportive services that provide increased and more diverse social activities as well as an 

environment that assures comfort and security was stated. Finally, support from family and 

friend contacts, attention to intimacy and sexual function issues as well as application of 

supportive counseling and educational information was proposed. 

74 



Chapter Five 

DISCUSSIONS 

And 

CONCLUSIONS 

The purposes of this study were to describe the social function ofPWS aged 38 to 48 

years who are receiving regional mental health services, and to discuss treatment implications 

based on social function concerns. Findings compared with the current literature and related to 

the conceptual framework are discussed in this chapter. Study limitations, implications for 

practice, and recommendations for future research are presented after the discussion. 

Results Related to Literature 
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This study found domains of social function among PWS to be consistent with the 

literature. The domains of social functioning found were limitations in usual social roles, 

integration, contacts, and intimacy and sexual function, and these were consistent with the 

literature (Hansson, 1999; Ritsner, 2000; Badger & Gelenberg, 1998). QOL issues are a known 

determinant of health outcomes among PWS (Wilkinson, 2000), and these issues are important 

to mental health outcomes (Lehman, 1986), and thus are supported by these study's findings. 

All four participants reported problems related to social function and QOL issues. For 

example, usual social roles were limited within the subcategories of employment, homemaker, 

parenting, leisure activities, and transportation. Problems with integration were also found to be 

consistent with the literature (Lehman, 1986). The problems within the specific areas of 

community activities, membership in organizations, and community safety that were found in 

this study were consistent with those reported in the literature in this study as well (Badger & 
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Gelenberg, 1998; Lehman, 1986). Consistent with the literature, difficulties in the area of social 

contacts were reported (Lehman, 1986; Bengtsson-Tops, 1999; Kaplan, 1998; Frey, 1999). 

One important study finding was related to the category of intimacy and sexual 

functioning. Previous studies have investigated intimacy and sexual functioning separately from 

social function (Raboch, 1986; Arieti, 1974; Akhtar, 1980; Friendman and Harrison, 1984; 

McEvoy, 1983). Yet, this study found that intimacy and sexual functioning is clearly an 

important aspect of social functioning for PWS. All participants identified the need for intimacy 

and sexual function and the need for education about this aspect of their lives. This finding was 

consistent with the literature (Bengtsson-Tops, 1999). 

In contrast to the literature in which intimacy and sexual function are often forgotten 

when evaluating social functioning and QOL (Assalian, 2000), this study found participants were 

concerned about this area. In addition, findings were that mental health professionals do not 

discuss intimacy and sexual function with their patients. The treatment recommendations 

identified based on participant responses are similar to treatment recommendations found in the 

literature (McGurk, 2000a; McGurk, 2000b ). Of note, participants were able to articulate these 

unmet needs and how to resolve these needs when asked. 

The finding that mental health professionals are not discussing this aspect of their lives is 

also an important finding. One possible explanation for this lack of counseling and education by 

mental health professionals about this area is that biases still persist about PWS experiencing 

intimacy and sexual function. As the newer atypical antipsychotics improve symptom 

management, there may be increased attention by PWS regarding social function and the need 
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for counseling and education in this area. Of critical importance, a subsequent increased need for 

mental health professionals to counsel and educate is crucial. 

Results Related to the Conceptual Framework 

Patrick's (1993) model found four components of social function. Results related to the 

conceptual framework described in the Health-Related Quality of Life (Patrick and Bergner, 

1990) model were found in this study. The domains are limitations in usual social roles, 

community integration, contacts, and intimacy and sexual function. In this study, these four 

domains were also central themes in social function for all four participants. All of the themes 

found fit the model supporting Patrick's belief that these are the critical aspects of social 

functioning. 

Patrick suggested that opportunity from disease and impairment to improved QOL is 

bound by environmental determinates, functional limitations, and perceived health (Patrick, 

1993). This study's findings also suggest a similar interpretation. For example, although the 

participants suffered from chronic mental illness, if an improved perception of safety and 

supportive services existed, they reported fewer health-related complaints. 

In general, findings from this study support the four concepts of social function as 

outlined by Patrick and Bergner' s( 1990) Health-Related Quality of Life model. In the next 

section, limitations of the study will be discussed. 

Limitations of the Study 

This study's limitations are the sample size and dependence on secondary analysis of a 

subset of data collected for a study with a different purpose. Although it was helpful to include 

data from all three interviews for each of the four participants, like all case studies, the risk of 



generalizability may be problematic. This study analyzed data from four participants and a 

larger sample size may yield additional information to more fully describe social function in 

PWS. In addition, all participants were receiving treatment in the same behavioral health 

system. Participants who receive behavioral health care from different systems may describe 

social function differently. 
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Secondary analysis of a subset of data collected for a study with a different purpose was 

also a limitation. This researcher did not have the opportunity to clarify responses or to probe 

further on interviews related to the specific topics of social function. It would have been 

interesting to develop a specific questionnaire that asked more in-depth questions about social 

function issues. Additionally, specific rating scales used to evaluate all aspects of social 

functioning over time were not used in this secondary analysis. It would be useful to conduct a 

study that contained both qualitative and quantitative methods that focused on social function of 

PWS. This study would include a larger sample size and study the phenomena over time. 

Implications for Nursing 

The lack of knowledge and information about social function among PWS is a critical 

problem for practice because of lethality and marginal treatment outcomes, increasing health 

care costs, and dissatisfaction of services (Lehman, 1986; Hansson, 1999; Ritsner, 2000; Badger 

and Gelenberg, 1998). There is a strong relationship between social function in PWS and QOL. 

An estimated 50% of all PWS will attempt to commit suicide, and 10-15% will succeed (Kaplan, 

1998). The findings from this research have direct implications toward these practice issues. 

Nursing is a practice of caring and a systematic process that produces knowledge for the 

benefit of patients and the nursing discipline (Reed, 1996). The nurse role is essential and 
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their optimal benefit. The mental health system is flooded with large caseloads, few 

experienced case managers, and little financial resources. As a result, treatment plans are 

canned instead of individualized, and psychiatry appointments are limited to medication 

checks. 

Mental health nurses possess knowledge about the importance of social function, the 

physiology of the sexual response, the etiology of sexual dysfunction, and the various 

treatment modalities available that would be beneficial to PWS. Mental Health Nurses are 

particularly skilled at incorporating holistic nursing roles, and are mindful of the individual's 

emotional response. Mental Health Nurses can aid in assisting PWS by incorporating mind

body techniques that help the individual toward improved social function and QOL. 

Specific interventions suggested were 1) providing a more flexible environment that 

allowed for increased opportunities for independence, 2) providing supportive services such as 

transportation, assistance finding a job or an appropriate day program, and a safe environment, 

3) opportunities for increased family and friends contacts, and 4) counseling and education for 

issues related to intimacy and sexual functioning. Mental health nurses can assist patients to 

obtain vocational training, job integration and appropriate day programs to create more 

independent lifestyles. Also, mental health nurses can improve support services that provide 

more diverse social activities that are appropriately challenging for PWS and an environment 

that assures comfort and security. 

Mental health nurses can develop treatment plans that reflect each PWS unique needs, 

for example referring PWS to the library, or city or county funded recreational programs. 
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Mental health nurses can provide health related education such as diet, exercise, and "heart 

healthy" habits. Interestingly, Lilly developed such packaged programs focusing on heart 

healthy life styles but they are not used. Also, mental health nurses can be proactive to work 

with community leaders (e.g. advocates and police) to provide increased security for PWS who 

often live in poorer high crime neighborhoods. 

Transportation also has implications to mental health nursing practice. Many PWS lack 

access to transportation services, and this may in part be responsible for poor treatment 

outcomes. Mental health nurses can develop treatment plans that optimize adequate and 

accessible transportation for PWS. PWS can be given taxicab vouchers or bus passes with 

information on how to use public transportation systems efficiently. Clearly, education and 

counseling services are needed to improve social function. Mental health nurses must include 

the PWS' support networks in the treatment plan of PWS and provide holistic treatment, not 

just medication management. Intimacy and sexual issues must be addressed. 

In sum, these findings indicate the need for improved assessment of social functioning 

as well as application of appropriate treatment interventions for individuals of this vulnerable 

population. Implications for nursing practice were discussed for all four areas of social 

function. In the next section, implications for future research will be discussed. 

Implications for Future Research 

There are a variety of other research directions that could be followed as a result of these 

findings. One particular area of interest would be outcome studies of treatment interventions that 

improve social functioning and the effect of this intervention on health-related QOL and other 

health outcomes. Some interventions include vocational training or other appropriately 
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challenging activities, adequate transportation, improved support services (i.e. case managers and 

psychiatrists), counseling, and education. 

Other interesting topics might include correlation studies that evaluate perceived social 

functioning, length of hospital stay, and return to work issues. More research needs to be 

conducted to clarify the impact of social function on QOL and other health related issues among 

PWS. Research on a larger, more diverse sample would lend more generalizability and 

confidence to any subsequent findings. 

Summary and Conclusions 

This chapter presented a discussion of the overall findings of social functioning related to 

the literature and conceptual model. Limitations of the study, implications for mental health 

nursing practice and future research were also discussed. Secondary data analysis indicates the 

existence of social function concerns among PWS. Specific issues of neglect have been in the 

areas of intimacy and sexual functioning. It is the hope of this researcher that this study will 

contribute to an understanding of social function among PWS and that recommendations for 

treatment will be implemented and studied for efficacy in future research. 
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APPENDIX A 

HUMAN SUBJECTS APPROVAL LETTER 



THE UNMRSOY OF 

Human Subjects Committee AruzONAe 

12 March 2001 

Jennifer McDonald, Graduate Student 
Advisor: Terry Badger, Ph.D. 
College ofNursing 

. ·po BOX 210203 

HEALlli SOENCES CENTER 

::0: 

RE: SOCIAL FUNCTION AMONG PERSONS WITH SCIDZOPHRENIA 

Dear Ms. McDonald: 

1622 E. Mabel Street 
P.O. Box 245137 
Tucson, AZ 85724-5137 . 
(520) 626--6721 

We received documents concerning your above cited project. This project involves the secondary 
analysis of data originally collected by Dr. Badger under HSC #98-177, The Effectiveness of an 
Assessment Intervention on Service Use and Cost in a Public, Managed Behavioral Health 
System (data to be provided without individual identifiers). Therefore, regulations published by the 
U.S. Department of Health and Human Services [45 CFR Part 46.101(b) (4)] exempt tlris type of 
research from review by our Committee. 

Thank you for informing us of your work. If you have any questions concerning the above, please 
contact this office. 

Sincerely, 

David~o£~) U{J>A 
Chairman 
Human Subjects Committee 

DGJ/js 
cc: Departmental/College Review Committee 
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