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MICHAELDONNELLY,SINEADMCGILLOWAY,NICHOLASMAYS,MARTINKNAPP,
SHANEKAVANAGH,JENNIFERBEECHAMandANDREWFENYO

Background. Long-staypatientswith learningdisabilities(n=214)wereassessedin hospital
and 12and 24 months after discharge in order to examinethe effects of relocation.
Method. Each resident acted as his/her own control in a prospective repeated-measuresde
sign. Skills and behavioural problems were assessedby keyworkers. Self-perceived quality of
life was obtained during interviews with researcherswho also completed an environmental
checklist of the residents'accommodation.
Results. Therewas little or no change in people'slow pre-discharge skill levels.Certain aspects
of problem behaviour improved after 12months, although socially unacceptable behaviour in
creased slightly. Peoplewere less depressed (P@0.01) 12months after discharge (n=119)and
were more satisfied (P@0.05) with their new â€˜¿�homes'(n=108).There were few changes in the
pattern of activities or the social networks of people 12months later.Little or no further change
in outcomes was reported 24 months after discharge.
Conclusions. The implementation of the deinstitutionalisation policy in Northern Ireland has
been limited by the predominance of residential and nursing homes and the lack of â€˜¿�ordinary'
accommodation. There is a need for purchasers and providers to give more attention to ways
in which the principles of normalisation could be incorporated in the process of contracting and
delivering services.

The Regional Strategy for Health and Social Well
being in Northern Ireland, 1997â€”2002 proposes
that: â€œ¿�EachBoard and Trust should develop a
comprehensive range of supportive services to
people with a learning disability and their carers;
the aim being to reduce to zero by 2002 the number
of long-stay patients in hospitalâ€• (DHSS (NI),
1995). The modest five-year target reduction (set by
the DHSS (NI) in 1987) of 20% in the number of
people in long-stay mental handicap (and psychia
tric) hospitals had been achieved by 1992. However,
little was known about the effects of relocation on
those leaving hospital.
The study reported here was carried out as part

of a larger evaluationof communitycare for those
discharged from the three mental handicap hospi
tals and six psychiatric hospitals in Northern
Ireland between 1987 and 1992 (Donnelly et a!,
1994). A separate paper (Beecham et a!, 1996)
provides information on the cost-effectiveness of
community care for people with learning disabilties.
During this time, 497 people with learning dis
abilities left hospital. However, those who were
discharged later in the period (i.e. in 1990â€”1992)

provided the main focus for the analysis as they
could be followed up and assessed both before and
after leaving hospital.

Method

In total, 214 people with learning disabilities who
had spent one year or more in hospital were
discharged between April 1990 and June 1992.
Almost-two-thirds of this group were discharged to
private nursing homes. The remainder were
relocated mainly to residential homes provided by
the private (12%) or voluntary sectors (10%) and to
statutory hostels/group homes (13%) (see Table 1).
Only five people (2%) went to some form of
independent living. By the time the 12 month
follow-up assessment was due, 14 people (6%) had
been re-admitted to hospital owing to behavioural
problems such as â€˜¿�aggressiveness'and â€˜¿�antisocial
conduct'. Four former patients (2%) died during
the first year after discharge.
It was possible within the timescale of the study

to follow up 127 people 24 months after discharge.
Of these, 86% were still in the community, 9% had
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CommunityaccommodationNumbeuischarged
1990-1992Number

stillresidentin
thecommunityl2months

after @schargeNumber

re-admittedand
stillinhos@tal12months

afteubschargeNumber

who c@edin first
12monthsStatutory

Hostel/Group home
Residentialaccommodation28 226 21 â€”¿�â€”â€”¿�Private

Residentialaccommodation
Nursinghome25 13021 1202 1012Voluntary

Hostel/Grouphome
Residentialaccommodation2 222 20â€” 1â€”1Independent
living55â€”Total214196144
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been re-admitted to hospital and a further four
people (3%) had died. The study concentrated on
people who were discharged and who continued to
reside in the community. Unfortunately, only
limited information was collected on people who
were re-admitted to hospital or who died during the
two-year follow-up period. However, there was no
evidence to indicate that any former long-stay
resident discharged in the two-year period had
become homeless or been imprisoned nor was there
any evidence of suicide, neglect or abuse.

Procedure

People were assessed before discharge, after 12
months and, for a reduced (and therefore less
representative) sub-sample, 24 months after leaving
hospital. The instruments have been used in other
large-scale evaluations of community care (Knapp
et al, 1992). Only residents capable of communicat
ing with researchers participated in the assessments
of self-perceived quality of life. The number of
respondents also varied due to re-admissions and
deaths.

The Social Functioning Questionnaire (SFQ;
C4/Jord, 198Th)
Ability to perform basic activities of daily living
was recorded by key staff. The SFQ assesses self
care, domestic, community, social, and responsi
bility skills. Each skill category comprises a number
of items scored from 1 to 4; higher scores indicate
better skill levels. Measures of overall skill levels
and of ability in each of the five component areas
were calculated using mean scores. Staff were also
asked to provide their own global ratings of overall
and component skills.

The Problems Questionnaire (PQ; Cl@fl'ord,1987a)

The PQ was used by key staff to provide an
assessment of: dangerousness; psychological im
pairment; management problems; socially unaccep
table behaviour; and problems relating to attitudes
and relationships. Items on each dimension are
rated on a scale of 0 (indicating no problems) to 5
(indicating very serious problems). Mean scores
were computed for overall behaviour and for each
of the five behavioural dimensions. Global ratings
of each were also provided by key staff.

The Residents' Interview (RI; Knapp et al, 1992)

The RI (which is confidential and entirely volun
tary) was modelled on the Interview for Morale and
Life Satisfaction. It includes three widely used
instruments designed to assess morale and life
satisfaction: (a) Respondents are asked to indicate
their overall satisfaction with life by selecting one of
seven simple line drawings depicting three happy
faces, three sad faces and one face with a neutral
expression. This scale was modelled on Cantril's
Ladder (Cantril, 1965); (b) the Psychosocial
Functioning Inventory (PFI; Feragne et al, 1983)
comprises 17 questions recording the frequency (i.e.
â€˜¿�often',â€˜¿�sometimes'or â€˜¿�never';scored from 0 to 2)
with which a respondent has experienced a range of
positive/negative emotions (e.g. loneliness, bore
dom, happiness) during the previous month.
Potential scores range from 0 (low morale) to 34
(high morale); and (c) the Depression Inventory
(DI; Snaith et al, 1971) records the extent to which
an individual experiences any of 12 symptoms
representative of depressive illness. Each is rated
on a four-point scale from 0 to 3 (i.e. â€˜¿�definitely',

Table1
Destinationondischargeandplaceof residence12monthslater

https://doi.org/10.1192/bjp.168.5.598 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.168.5.598


600 DONNELLY ET AL

â€˜¿�sometimes'â€˜¿�notmuch' and â€˜¿�notat all' respectively)
to provide an overall measure of depression.

The RI also contains a section, based on a
questionnaire by Seltzer & Seltzer (1983), which
assesses clients' satisfaction with their living
circumstances. Respondents were asked to indicate
whether they liked or disliked 14 different aspects of
their place of residence (e.g. food). These individual
responses were recoded as either positive ( + 1) or
negative ( â€”¿�I ) and summed to provide a mean
â€˜¿�satisfaction with home environment' score. Addi
tional questions assess clients' preferences for
alternative accommodation; their network of social
contacts; and the way in which they spend their
day.

The Environment Checklist (EC; Knapp et al, 1992)

An assessment of the quality of the living
environment was carried out based on researcher
observation and discussion with residents. The 50-
item checklist provides information on the physical
and social aspects of settings. It also includes the
Sheltered Care Environment Scale (Lehman, 1983)
which provides further information on the nature of
the regime in hospital and community settings.
Each item is coded I for a desirable feature and 0
for an undesirable feature to give an overall score
for each setting ranging from 0 to 36. Higher scores
indicate more desirable environments.

Results

The Kolmogorovâ€”Smirnov test for goodness of fit
showed that, in most cases, the pre- and post
discharge scores were not normally distributed.
Thus, unless otherwise stated, non-parametric tests
were used to test for differences between the pre
discharge and 12 and 24 month scores.

Daily living skills and social functioning (SFQ)
A substantial proportion of those discharged had a
â€˜¿�majorproblem', both in hospital and 12 months
later with at least some of the 51 items included in
the SFQ. For example, at 12 months, more than
half experienced major problems with cooking,
using the telephone and using public offices. The
greatest skills deficits both before and after
discharge, as indicated by global ratings, were in
the areas of domestic and community living skills.
Analysis of the component skill measures using
matched 1-tests revealed little or no overall change
in the generally low skill levels between the hospital
and 12-month assessments (P<0.l0) (see Table 2).
Skills scores after 12 months did not differ by either

age or gender, with the exception of social skills
which were significantly higher for females (Mann
Whitney U-test, P@0.05). Analysis ofthe 24 month
data revealed a slight, but not statistically sig
nificant, improvement in overall skill levels
(P@0.l0) and no changes on individual skill
dimensions.

Behavioural problems (PQ)

More than two-thirds of those for whom data were
available at 12 months did not have 50 of the 59
behavioural problems listed in the PQ. Behaviours
which did present some difficulty included, for
example, verbal abusiveness, poor concentration
and attention-seeking behaviour. While the overall
mean rating of problem behaviour showed no
change between the hospital and 12-month assess
ments, the global rating provided by key workers
showed a significant improvement (see Table 2).
Examination of the composite scores on each
dimension showed no change between hospital
and the community except for a slight but non
significant decline in socially unacceptable beha
viour (P@0.l0). However, the global ratings by
staff of psychological problems showed a statisti
cally significant improvement (P@0.01) between
the pre-discharge and 12-month follow-up assess
ments. The lack of change in the overall mean
ratings of behaviour was sustained for those for
whom data were available 24 months after
discharge (n 118), although there was a significant
deterioration in attitudes towards involvement in
activities and relationships with other people
(P@ 0.05).

A particular source of concern was the finding in
relation to dangerousness â€”¿�defined in the PQ as a
tendency to violence, self-harm, sexual assault,
arson, suicidal preoccupations and threats of
violence. Twenty per cent of the group were noted
to have a problem with regard to dangerous
behaviour at either the hospital or one year
assessments. Furthermore, 25 people whose beha
viour was not considered dangerous in hospital
were rated as dangerous one year after discharge.

Morale and life satisfaction(RI)
There were no significant differences between the
hospital and 12-month assessments on the â€˜¿�scaleof
faces' or the PFI. However, scores on the DI
indicated that people were generally less depressed
after spending 12 months in the community (paired
1-test, P@0.0l) (see Table 2). During the second
year of community living, no further changes were
recorded on any of the three instruments.
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InstrumentIn hospitalbefore
dischargeAfterl2

monthsin
communityChange

between
hospitaland 12monthsSocial

FunctioningQuestionnaire:Overall
measureof daily livingskillsMeanglobalscore'11.7111.43â€”0.25(NS)Number

ofrespondents209208200Problems

Questionnaire:Overall
problembehaviourMean

globalscore'3.392.87â€”0.502â€•Numberof
respondents211209205â€˜Faces'Mean

score4.334.56+0.39(NS)Number
ofrespondents9911584Psychosocial

FunctioningInventoryMeanscore21.1422.07+0.79(N5)Number

ofrespondents667452Depression

InventoryMean
score26.2228.95+2.21Number

of respondents657553
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Table2
Overall daily living skills, problem behaviours and morale/life satisfaction

1. Global ratings were based on a key worker's overall impression of their client.
P@ 0.01;@ P@ 0.05; NS, not significant

Nature of hospital and community
accommodation (EC)
Statistically significant differences between hospital
and community settings were found on all environ
mental features included in the EC (McNemar test,
P@0.0l). For example, almost all former patients
(98%) were living in community settings located
near â€˜¿�ordinaryhousing', while 79% were living
close to public amenities.

Comparisons of the social aspects of settings
showed that community facilities were better than
hospital wards on a wide range of characteristics
(McNemar test, P@ 0.01). However, there were
some mixed findings in this respect. For example,
40% of people were living in settings where staff
wore uniforms. Almost all settings had a separate
staff room or office (although 74% of residents had
access to these rooms). On the other hand, high
proportions of residents called staff by their first
names (83%) and were encouraged to join in
activities (93%). Despite some variation, only
27% were reported to be living in settings where
the â€˜¿�generalregime' was judged, overall, to be
institutional in nature. However, in most settings,
there appeared to be a general mix of institutional
versus â€˜¿�home'approaches to care. For example,
although three-quarters or more bought their own
clothes and over half could choose their bedtimes,

only 2% were allowed to have their own front door
key. Furthermore, only small proportions of people
shopped for their own food (4%) or cooked their
own meals (11%), although 75% had a choice of
food at mealtimes.

The Sheltered Care Environment Scale (Lehman,
1983) also showed that, on average, community
facilities provided significantly greater opportu
nities for client autonomy and clientâ€”staff interac
tion (P@ 0.01). For example, two-thirds of residents
in the community were learning to do more things
on their own compared to only a fifth in hospital
(see Table 3). Overall, the community accommoda
tion was judged to have features which were
generally indicative of a favourable regime,
although only around 15% of residents set up and
took charge of their own activities (see Table 3).

Clients' own views of their community
accommodation (RI)
Clients were also asked for their own views about
their current place of residence. The data, available
for only about 40% of the entire sample, showed
that people's views about their accommodation had
improved since leaving hospital, although there
were some deteriorations, most notably those
related to neighbours, access to town and facilities
and having enough money (see Table 4). The
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Featureof environmentPositive views(%)Change sincehospital(%)In
hospital12monthsImprovedDeterioratedHome/hostel/ward8295156Comfort8998110Bedroom949754Enough

space949921Food899674Surrounding

area8786811Neighbours69661627Accessto

town70811713Rules
ofestablishment8394127Enough

money64731915Feelings
aboutpossessions959674Enough

possessions949237People
livewith8897124Staff949753Number

of respondents1071108484
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Table3
Selected items from the Sheltered Care Environment Scale

(Lehman. 1983)

Environmentalcharacteristic

Residentsreceiveindividualattention
Residentssetup theirown activities
Staff arestrictaboutthe rules
Furniture is comfortable
Staffspenda lotof timewith residents
Residentscanget alongwithout

doingmuchfor themselves
Residents have privacy whenever they want
Plentyof socialactivities
New skillsaretaught
Residents just seem to be passing the

time
Residentsarelearningto do more

thingson theirown
Residentsencouragedto maketheir

owndecisions
Residentshavesayin makingtherules
Residentssometimestakechargeof

activities
Residentscanchangethingsif they

really try
Colouranddecormakethisawarm

andcheerfulplace
Mean scoreShelteredEnvironment

Scale(forall36 items)

overall rating of satisfaction with living environ
ment showed a statistically significant improvement
at the 12 month follow-up (P@0.05). However,
20% indicated no change between the hospital and
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12-month community assessments while 27% were
less satisfied with their accommodation. Given that
90% were living in highly staffed homes, it was
impossible to tell whether or not alternative
accommodation might have been rated more highly
by respondents. Furthermore, it was difficult to
conduct tests of difference between types of
community accommodation. However, three-quar
ters of respondents indicated that they were happy
to stay in their present community accommodation
while the same proportion, when in hospital,
expresseda preferenceto liveelsewhere.Analysis
of the 24 month data showed that people continued
to express significantly higher levels of satisfaction
with their environment in the community than
when in hospital (P@0.0l).

Social network and daytime activities (RI)
Overall, social networks and activities were unal
tered following relocation to the community. The
majority of people reported that they did not have
any friends outside their place of residence in either
hospital (74%) or the community (86%). Approxi
mately 40% had no friends inside their place of
residence either before or one year after discharge.
However, themajorityof peoplewere in contact
with relatives, though there was considerable
variation in the frequency of visits to and from
relatives. The most common activity in hospital was
â€˜¿�workshopactivity'or occupationaltherapyfol
lowed by attendance at clubs and shopping. The
same three activities were also the most common in
the community, though participation rates were
slightly higher.

Hospital
(n@214)

(%)
19
15
20
25
38
58

18
31
16

78

Community
(n=190)

(%)
88

15

19

96
93

60

68

87
48

34

20 66

20 53

5 25
19 12

1 19

18 87

15.14 23.44

Table4
Satisfaction with home environment
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ExplanatoryvariableOveralI skiNsBehaviouralproblemsBPBPConstant

term1.630.003.180.00Overall
skills0.840.00â€”0.060.05Behavioural

problems(pre-discharge)0.190.03No
mobilityproblems0.720.05Profoundly

handicappedâ€”1.330.02Age-inappropriate
possessionscommon0.700.02(hospital

environment)Structure
anddecorpleasant(communityâ€”0.440.03environment)Samplesize119142R20.780.09F-test98.720.004.610.01
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Table5
Regression analyses of overall daily living skills and behavioural problems 12 months after discharge from hospital

Explaining changes over time
Multiple regression analyses and analysis of
variance were used to examine the relationship
between (a) overall daily living skills and (b)
behavioural problems 12 months after leaving
hospital, and a range of potential explanatory
factors including: socio-demographic features (e.g.
age at admission to hospital, gender and length of
stay); pre-discharge scores on the SFQ and PQ;
environmental features of community accommoda
tion; service use in the community; community
costs; and type and sector of community accom
modation. The measures of morale and life
satisfaction were not included in the set of
regression analyses because of the reduced number
and potentially biased nature of the subsample of
people who completed an RI. Component measures
of daily living skills were also excluded from the
regression analyses because the subscores did not
approximate to a normal distribution.

Strong links were found between skills when
assessed in hospital and a year after discharge.
After all other variables were held constant, skills at
12 months were higher for people without mobility
problems and lower for people with a â€˜¿�profound
mental handicap' (see Table 5). The analysis also
suggested that settings which encouraged residents
to set up their own activities (P <0.14) and allowed
residents to entertain their own guests (P <0.08)
tended to produce higher (albeit not statistically
signfficant) level of skills.

Only 9% of the variation in PQ scores was
explained. People with better skills in hospital had
fewer behavioural problems in the community; and
a more pleasant environment was associated with
fewer behavioural problems (see Table 5). The

relationship between skills and behaviour and the
type and sector of accommodation was difficult to
unravel because of the significantly skewed dis
tribution toward highly staffed homes.

The research context

Discussion

Comparatively few studies provide comprehensive,
prospective evaluations of quality of life and
welfare, but available evidence indicates that
relocation leads to improvements in functioning,
most notably in overall skill levels (Felce et a!, 1985;
Eastwood & Fisher, 1988). However, Cambridge et
a! (1994) reported apparent, although not statisti
cally significant, deteriorations four years after
discharge in behaviours such as odd gestures!
mannerisms and attention-seeking. The evidence
from this study indicates that former long-stay
patients experienced few major problems adapting
to community living. However, they had a generally
low level of ability to perform basic activities of
daily living and tended to be discharged to highly
supportive accommodation where their skill levels
remained largely unchanged. Community care in
Northern Ireland for former long-stay hospital
residents usually means 24-hour highly staffed
homes â€”¿�mostly provided by the private sector â€”¿�a
proportion of which appear to differ little from
hospital environments. Although community
homes were less institutional in character than
hospital environments, people's lifestyles were
similar in both settings in terms of the pattern of
social contacts and daytime activities. Integration
into the wider community was far from being
achieved. There is a need to develop a fuller range
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ofcommunity environments based on the principles
of normalisation as well as encouraging current
settings to implement approaches to care which
further develop people's skills and autonomy. The
predominance of highly staffed settings precluded
any meaningful analyses of possible differences in
outcome across a range of accommodation.

Despite a modest increase in socially unaccep
table behaviour after 12 months, there was a
significant improvement in overall behaviour.
However, this overall improvement concealed the
fact that 25 people whose behaviour had not been
rated as dangerous in hospital were so rated at the
12-month follow-up assessment. This may have
been due, in part, to the fact that some people were
placed in accommodation which was not entirely
appropriate to their needs. For example, the
capacity to tolerate more challenging behaviours
may be lower in more intimate community settings.
However, it also suggests that dangerousness tends
to fluctuate over time and, therefore, that certain
â€œ¿�at-riskâ€•individuals may need close monitoring in
the community.

Skill levels and behavioural problems after 12
months in the community were directly linked to
those exhibited in hospital; this is predictable from
the chronicity of the problems experienced by the
group. While the variables included in the analyses
explained approximately 78% of variation in skills
levels, only 9% of variation in problem behaviours
was explained suggesting that other factors may be
at play.
The peoplein thisstudywere similarto those

dischargedintheEnglishCare intheCommunity
DemonstrationProgramme (Knapp etal,1992)on
which the current study was largely modelled. For
example, most were aged over 40 and had a
â€˜¿�mediumgrade' mental handicap (or IQ score of
20-49). However, in the English study there was
evidence of a deterioration in behaviour 12 months
after discharge although clients made notable
improvements in their skills. In addition, this was
one of only four studies which assessed, and
reported significant increases in, morale and life
satisfaction (Emerson & Hatton, 1994). Impor
tantly, the findings presented here are based on an
evaluation of people who were receiving only
routinely available forms of support and care as
opposed to the special demonstration projects in
the English study. This may explain, in part, the
better outcomes reported by Knapp et a! (1992)
which may have been the result of deploying a
larger volume of resources to meet client need.
Furthermore, the group of people discharged
during 1990â€”1992 appeared more able than the

remainder of the long-stay hospital population
suggesting that the more dependent people who
leave hospital in the future may have very different
outcomes to those reported here. For example,
antisocial and dangerous behaviour appeared to be
the major factors influencing hospital staff recom
mendations for continued hospital placement
(Donnelly et a!, 1994). These findings provide
support for the need to determine whether commu
nity-based provision is feasible for all those with
learning disabilities (e.g. Department of Health,
1993).

Normalisation

In order that relocation and, to some extent
â€œ¿�normalisationâ€•(Wolfensberger, 1972) is success
ful, it is important that people, at the very least,
retain the skills they possessed when in hospital and
then have opportunitiesto use them when they
move to the community. Furthermore, any dete
rioration in problem behaviour may jeopardise a
stable community placement (Emerson et a!, 1987),
particularly since the opportunity for, and social
consequences of, certain aspects of behaviour
(including dangerousness) may vary greatly be
tween hospital and community settings (Emerson &
Hatton, 1994). Kleinberg & Galligan (1983) noted
that the move to community living alone was
insufficient to generate an improvement in skills
and that the quality rather than the location of
support was an important issue. The multivariate
analyses suggest tentatively that those care settings
which actively encouraged people to do more for
themselves were more likely to promote skills
development. Conversely, placements which failed
to encourage mature behaviour were more likely to
reduce skill levels relative to hospital. Clearly the
more domestic settings represented a closer approx
imation to â€œ¿�normalâ€•living and were more likely,
therefore, to promote improvements in skills.

Policyandpracticeimplications
It is likely that the pattern of relocation from
hospital to private sector accommodation was
influenced by the, then, impending changes to the
system of funding community care. However,
Health and Social Services Boards in Northern
Ireland received special â€œ¿�bridgingâ€•funds between
1987 and 1992 to facilitate the development of
appropriate community provision in anticipation of
hospital run-down. Information about how this
money was spent is difficult to obtain.

Quality community care means offering people
the opportunity to move as their needs and
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preferences change. Emerson & Hatton (1994)
noted that while the majority of studies reported
an increase in â€˜¿�personalcompetence' associated
with relocation to smaller community-based provi
sion, a third found no significant differences in skill
levels across all accommodation types. The evi
dence from the study reported here suggests that
greater effort should be made to expand the
currently limited range of mainly residential
provision. In addition, current accommodation
could be enhanced by providing care regimes which
further facilitate the development of skills and
autonomous behaviour. It is likely that staff â€”¿�
many of whom have worked continuously for many
years in hospital â€”¿�require further support and
training in order to provide a community service
based on the principles of normalisation. The
findings also indicate an increased need for
clinicians and other care staff to give greater
consideration to ways in which people might enjoy
more of the kind of opportunities which lead to
personal development but which involve a degree of
risk. Possible fluctuations in dimensions of
behaviour such as dangerousness also suggest that
a sub-group of former patients may require careful
pre-discharge assessment and ongoing monitoring
after leaving hospital. It is likely, therefore, that
the process of implementing community care will
place considerable and continuing demands on
clinicians and other care staff for some time to
come.

Conclusion

There are a number of factors which should be kept
in mind when interpreting the findings presented
here. Firstly, the study was not an evaluation with
clearly defined experimental and control groups.
Former patients acted as their own controls.
Assessments were carried out when both hospital
and community settings were â€˜¿�intransition'. It was
not possible, therefore, to determine whether similar
client outcomes to those seen would have occurred
had people remained in hospital. Secondly, owing to
the skewed nature of the discharge process and the
lack of scope, therefore, for sub-group analysis, the
research could not take account of all the factors
which may influence client outcome. Finally, some
of the findings were biased in favour of people with
better communication skills.

In sum, there were no dramatic changes in the
level of functioning or quality of life. However, it
was not to be expected that relocation alone would
produce marked changes in skills, behaviour and
quality of life. The findings, therefore, provide some

support for Allen's (1989) conclusion that
â€œ¿�simplyrelocating people with mental handicaps
into community settings is unlikely to have any
lasting positive effect on their quality of lifeâ€•.
The only personal benefits of community care,
at least after the critical first 12 to 24 months,
were observed in the fact that people reported
feeling less depressed and preferred their new
homes in the community.
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Clinicalimplications

â€¢¿�There is a need for all health and social services
staffto encourageandfacilitatethedevelopment
ofcareregimesbasedontheprinciplesofnormal
isationin currentcommunitysettingsas well as
developinga rangeofâ€˜¿�ordinaryhousing@

â€¢¿�Thesuccessfuldevelopmentofcommunitycareis
influencedbystaffattitudesaswellasappropriate
resources.Thereisa needforstafftogiveparticu
larconsiderationto ways in whichpeoplemight
begivenmoreopportunityforpersonaldevelop
ment,mindfulthat thismay involvea degreeof
risk.

â€¢¿�Certain â€˜¿�atrisk' individuals may need closer moni
toringinthecommunityowingto the fluctuating
natureof theirpotentiallydangerousandchallen
gingbehaviours;and assessmentsof futureco
hortsofdischargesshouldtakeaccountof those
aspectsof behaviourlikelyto jeopardisecommu
nity placement.

Limitations

â€¢¿�The evaluation did not include clearly defined ex
perimental and control groups â€”¿�patients acted as
their own controls.

â€¢¿�Theskewednatureof thedischargeprocess(to
ward highly staffed forms of accommodation)
prevented the kind of sub-group analysis required
to exploreina detailedmannerthe relativeeffec
tivenessofdifferentformsofcommunitycare.

â€¢¿�Findings related to client& own views and self-re
ported morale are biased in favour of those with
better communication skills.
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