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This study examined how a socially supportive Compeer relationship 

contributed to sustained, community based living and its impact on 

psychiatric hospitalization rate and length of stay. Participants were 

psychiatric patients divided into two groups consisting of patients who had 

been involved in a supportive Compeer relationship and patients who had 

not. A therapeutic Compeer relationship was defined as an ongoing 

Compeer match lasting for a minimum of one year. 

Results of two.! tests indicated no significant difference in regard to 

number of incidents of psychiatric hospitalization and the total number of 

days spent in the hospital for mental health patients who do or do not have 

a supportive Compeer friendship. A correlation for the data revealed that 

number of admissions and length of stay were significantly related. 

Additional research was suggested to investigate other variables such 

as previous hospitalizations, managed health care, attendant care, and 

intensive case management as they pertain to psychiatric hospitalization. 

Also, further research should focus on the practical aspects of a Compeer 

relationship investigating perceived quality of life and social support for 

psychiatric patients. 
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CHAPTER 1 

INTRODUCTION 

The importance of social support in the lives of persons diagnosed with 

mental illness has been a focal point in the research literature for the past 

20 years. Researchers have acknowledged the life enhancing effects social 

support provides for persons with chronic mental illness (Schoenfeld, 

Halevy-Martini, Hemley-Van der Velden, & Ruhf, 1985). The past two 

decades have evidenced a steady deinstitutionalization of the mentally ill 

and a great need for efforts to establish viable community supports which 

enable the mentally ill to sustain independent living (Stroul, 1989). 

Patients once considered as only appropriate for long term inpatient 

hospitalization, as well as those thought of as never being able to leave the 

confines of a state mental hospital, are being discharged into the 

community. It is imperative that community-based supports are in place to 

promote a successful transition. 

Community based supports are those resources enabling the 

mentally ill person to function in society. These resources include 

relationships with family, friends, mental health professionals and 

self help groups. This social network is then available to help with 

life areas such as housing, income, transportation, recreation, 

medication management, socialization and legal issues. Inadequate 

support in any of these life domains would hinder community 

adjustment (Freddolino, Moxley, & Fleishman, 1989). 

For persons with mental illness, a lack of adequate support in any 

of these crucial areas may create stress, which can contribute to an 

individual reaching the point of feeling overwhelmed. This sense of 
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overwhelming stress is a major contributor to mental decompensation 

leading to psychiatric hospitalization. This precursor of hospitalization 

can be substantially reduced if the mentally ill persons know about and 

utilize community supports that are available to meet their needs (Sokolove 

& Trimble, 1986). Utilizing community resources may lead to reduced 

incidence of psychiatric hospitalization with fewer days spent in the 

hospital. 

Review of the Literature 

Social support refers to a network of individuals who interact within a 

supportive framework to meet the needs of a mentally ill person. O'Connor 

(1983) defined a social support network as "the emotional, informational 

and material support provided by friends, relatives, neighbors, service 

providers and others with whom one has an ongoing relationship and to 

whom one can turn in times of need or crisis" (p. 187). 

According to Kayloe and Zimpfer (1987) and Stroul (1989), two of the 

most successful professional mental health services for socially engaging 

mentally ill persons are case management and psychosocial rehabilitation. 

Psychosocial rehabilitation is often incorporated in recovery efforts of self

help groups for the mentally ill. 

Professional Mental Health Services 

Recently discharged mental patients without support, as well as 

marginally adjusted mentally ill persons already living in the community, 

are at risk of rehospitalization. In 1977, to combat this problem, the 

National Institute of Mental Health designed the Community Support 

Program. Community Support Programs provide a broad range of services 

for mentally ill persons beyond traditional mental health services (Turner & 
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Tenhoor, 1978). Patients also need community outreach services that 

provide assistance with such practical matters as finding a place to live, 

getting a job, applying for and managing entitlements, obtaining health 

care, and socialization (Biegel, Tracy, & Corvo, 1994). 

Deinstitutionalized mental patients are characterized as passive and 

lacking motivation to seek out and actively utilize community resources 

(Stein & Test, 1980). Case management links recently discharged 

psychiatric patients and mentally ill persons living in the community to 

community based resources (Baker & Weiss, 1984) such as Social Security, 

the Department of Social and Rehabilitation Services, the Resource Center 

for Independent Living, ECKAN, Salvation Army, Vocational 

Rehabilitation, Job Service Centers, and technical schools and colleges. 

Baker and Weiss (1984) interviewed patients receiving case management 

services to determine how case managers assisted clients with their daily 

functioning. Patients felt at ease with their case managers and attributed 

this to their case manager's nonthreatening demeanor and peerlike 

friendliness. Case managers helped patients with such issues as getting 

involved in social activities, providing transportation, acquiring housing, 

mediating disputes with landlords, arranging medical services and teaching 

appropriate hygiene. Knowing their case manager was available to help 

when needed decreased vulnerable feelings and contributed to the success 

of community adjustment. These authors suggested the success of case 

management is due to working with patients on solving practical problems 

and developing life maintenance skills instead of focusing on 

symptomatology. Lamb (1980) stated "the goal, then, is to expand the 

remaining well part of the person and thus his functioning rather than to 
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remove or cure pathology; the focus should be on the healthy part of the 

personality and the person's strengths" (p. 763). 

Goering, Wasylenki, Farkas, Lancee, and Ballantyne (1988) reported 

the outcome of a rehabilitation-oriented case management program. Eighty

two patients discharged from an inpatient setting who received case 

management were compared to a control group of 82 patients discharged 

from the same institution prior to the implementation of case management 

services. At a two year follow up, the case management group improved 

occupational functioning, was less socially isolated, and lived in more 

independent housing than the control group. There was no difference, 

however, between the experimental and control group in hospital 

recidivism. This result was attributed to more attention being given to the 

improvement of daily functioning instead of crisis intervention. 

Medication, residential, case management and psychosocial support 

services must be maintained or relapse is almost certain (Test, 1981). 

Timms (1983) stated that recently discharged psychiatric patients lose 

the social supports of both patients and hospital staff. Mitchell and Birley 

(1983) addressed the benefits of a 24 hour continuously open hospital ward 

utilized for social support by psychiatric outpatients. Mentally ill persons 

at risk of decompensation were encouraged to attend the ward. Nurses 

kept track of the reasons ex-patients gave for coming to the ward. The 

need for professional help, material support, social support and acceptance 

encompassed the reasons given by ex-patients. These researchers 

identified two types of ex-patient groups. The socially engaged group had 

a later onset of illness, made fewer visits to the ward and had a larger 

social network than the socially unengaged group who had an early onset of 
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illness, made frequent visits to the ward and had an impoverished social 

network. The behavior of the socially unengaged group made it obvious 

how their social supports had diminished. Some ex-patients visited the 

ward to socialize while others used the ward as a social backdrop. This 

permitted ex-patients to interact according to their comfort level. Ex

patients were permitted to come and go as they pleased which allowed the 

ward to fit the patient's need for social support. 

Mentally ill persons often have social skill deficits which prevent them 

from initiating or maintaining personal relationships (Mitchell & Tricket, 

1980). Another psychosocial rehabilitation program described by Adler 

(1977) is the Michigan based Traverse City Friendship Center. This walk

in activities center was designed for use by prerelease inpatients as well as 

those already discharged into the community from the Traverse City State 

Hospital. It was created with the notion that many chronically mentally ill 

persons fail in seemingly adequate community placements because they lack 

social and decision making skills. This walk-in activities center provided a 

setting where patients could interact with others. Activities included 

drinking coffee and visiting, working on a craft project, and role-playing. 

Patient Driven Self-Help Programs 

Chronically mentally ill persons benefit from a variety of treatment 

options to avoid hospitalization and sustain themselves in the community. 

Patient run self-help programs are organized and operated by patients for 

patients. Patient self-help groups can offer a relaxed, less structured 

alternative or adjunct to traditional professional mental health services 

(Mowbray, Wellwood, & Chamberlain, 1988). Group members can facilitate 

the development of coping skills and methods of problem solving through 
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the sharing of mutual experiences. Wortman and Lehman (1984) suggested 

that people perceive the most effective support as coming from someone who 

has the same problem. Mathews, Mathews, and Pittman (1985) noted self 

esteem increased among patients who were helping other patients. 

Mowbray, Chamberlain, Jennings, and Reed (1988) reported on the 

benefits of the patient self-help networks. In the early 1980s, the 

Michigan Department of Mental Health allocated funds for patient run 

demonstration projects. These projects were intended to encourage mutual 

help among patients in promoting successful daily living. Also, it was 

thought that mental health professionals might refer their patients to these 

groups as an adjunct to professional treatment. 

Project Ease-Out enlisted four former patients to meet with 25 

hospitalized patients and to track them in the community upon discharge. 

These advocates assisted recently discharged patients in linking them with 

resources that provided social activities, medication management, 

transportation, housing, and income. A patient satisfaction survey 

indicated a positive outcome. There were no drop outs from the program, 

five patients graduated no longer needing services and only one patient 

was rehospitalized. Closely related, Project Stay involved ex-patient 

volunteers who responded to patient requests for assistance with daily 

living needs. These patients were similar to psychiatric inpatients in 

regard to level of functioning and were thus prone to hospitalization. A 

total of 9,560 patient requests were helped by the ex-patient volunteers. 

It is likely the ex-patient volunteers enhanced their own ability to maintain 

successful independent living by helping others acquire resources they 

themselves had once used. 
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Another pilot project, The Companions Program, matched 

community volunteers in one-on-one relationships with persons with mental 

illness to spend time together visiting and incorporating them in normal 

social activities. The importance of the need for this program was 

evidenced by few terminations and most matches lasting more than six 

months. 

There are several reasons why patients attend a drop-in center. 

Mowbray and Tan (1993) reported members' perception and evaluation of 

patient run drop-in centers. Members indicated that support was the main 

reason they came to the drop-in centers. The majority of members felt the 

center belonged to them and that they had input into what went on at the 

center. Most members went to the center because they made the "choice" to 

do so and felt accepted by one another. Members claimed the drop-in 

centers impacted their lives in positive ways. Some members had volunteer 

or paid jobs; others attended school. Since attending the drop-in centers, 

many members had fewer instances of psychiatric hospitalization, abused 

alcohol and drugs less, and did not use professional mental health services 

as often. 

Kurtz and Chambon (1987) examined three psychiatric self-help 

organizations: Recovery, Inc., Emotions Anonymous, and GROW 

International. The purpose of Recovery, Inc. is to control tension

producing self-defeating thoughts which accentuate symptoms. Seemingly 

insurmountable problems are broken down into small, achievable tasks. 

Recovery, Inc. is open to former mental patients and those who describe 

themselves as "nervous." Incorporating the philosophy of Alcoholics 

Anonymous, achieving serenity and peace of mind are the goals for 
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members of Emotions Anonymous. Emotions Anonymous believes peoples' 

severe emotional problems can be attributed to their focusing so intently on 

the negative aspects of life that eventually minor problems are considered 

devastating. GROW recruits hospitalized or recently discharged mental 

patients for membership. Members focus on becoming mentally, socially 

and spiritually mature. These self-help organizations promote cognitive 

change which helps members reevaluate how they view life's problems. 

Another component of a mentally ill person's social network is the 

family. A family's social resources influence its mentally ill relative's 

opportunity to develop interpersonal relationships. Brown, Birley, and 

Wing (1972) found that people with schizophrenia residing with their 

families experienced a more favorable prognosis when their parents had a 

sizeable network of their own. Also, families who possess greater external 

resources may be better suited to manage the stresses and strains and 

tolerate crises of a mentally disturbed family member living with them 

(Mitchell, 1982). 

Family members should be more than passive bystanders regarding 

their relative's mental health treatment. This starts with educating family 

members about their relative's mental illness and incorporating them in 

assisting the case manager in accessing community resources. Family 

members should have a part in connecting their relative to services, 

checking to see how their relative is doing, helping with daily living, 

intervening when problems arise, and advocating for consumer rights 

(Biegel, Tracy, & Corvo, 1994). 

Family members who provide support to their mentally ill relatives also 

need support. Family members can be employed to solicit other family 
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members of persons with mental illness to come to a family support group 

(Intagliata, Willer, & Egri, 1986). Craig et al. (1987) suggests gathering 

family members together to discuss ways to support their relative, relatives 

having a getaway time while another support fills in, and hooking families 

up with support groups like the National Alliance for the Mentally 111. 

Crotty and Kulys (1985) reported that caregivers felt less burdened when 

they were part of a mentally ill person's supportive network that had many 

members. 

The research literature on persons with mental illness and social 

support contains a significant number of ways both mental health 

professionals and patients can enhance the structure and function of 

patients' social networks. Mentally ill persons have a substantially smaller 

social network than persons who do not have a mental illness (Hammer, 

1963-1964). This small social network is associated with multiple 

hospitalizations. Members of a small network may not be available during a 

crisis (Cohen & Sokolovsky, 1978). Repeated hospitalizations decrease the 

number of social supports for a mentally ill person. Network members may 

drift away after the patient has been absent from the community for some 

time (Lipton, Cohen, Fischer & Katz, 1981). 

Atkinson (1986) believes it is not so much the size of a person's social 

network as it is the internal structure of the network which determines its 

effectiveness. A similar opinion is shared by Baker, Jodrey, Intagliata, 

and Straus (1993) who found it was not so much the amount of support 

available that contributed to improved functioning but that the support fit 

the person's needs at the time support is needed. In a previous study 

Baker, Jodrey, and Intagliata (1992) used the Bradburn Positive and 



Negative Affect Scales and the Satisfaction with Life Domains Scale (SLDS) 

to assess the adequacy and availability of social support. These authors 

found a significant correlation (! =.21, E < .001, !! =657) between 

availability of social support and positive affect. Although there was a 

significant relationship between adequacy and availability of social support 

to the SLDS, adequacy of social support was related to a lesser degree than 

availability of social support. This higher degree of availability of social 

support was attributed to mentally ill persons having opportunities for 

socialization wherein they can observe others' behavior to determine 

appropriate social interactions. 

Biegel, Tracy, and Corvo (1994) discussed ways to strengthen social 

networks through constructing new network ties. Network strategies 

involved in strengthening social networks include creating a flexible 

network, adding clusters to an existing network, and connecting network 

members. 

A flexible network contains members who are capable of performing 

more than one task. A flexible network member may provide emotional and 

instrumental support. For example, the network member may comfort a 

mentally ill person during a time of crisis as well as provide transportation 

to the grocery store. Adding clusters to an existing network increases the 

size of the network. Clusters are added by introducing the patient to a 

group of people such as a church, a community group, or volunteer 

project. Connected network members know and support one another in 

meeting the needs of the patient. A connected network facilitates 

communication and enhances service delivery. Reissman's (1965) helper

therapy principle postulates that network size can be increased through 
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reaching out and helping others. 

The Compeer Program is a prime example of network linking. Compeer 

believes that people recovering from mental illness need the type of social 

support a friend would provide. Compeer matches persons suffering from 

mental illness with a non-mentally ill person in a supportive friendship 

relationship (Tulumello, 1990). The Compeer Program grew out of what 

was originally known as the "Adopt a Patient" project. After reading a 

magazine article entitled "Adopting Forgotten Mental Patients," concerned 

citizens contacted the Mental Health Association, which in turn formed a 

committee to access the need for a friendly visitor program (Skirboll & 

McLaughlin, 1990). Established in 1973 and sponsored by the Rochester

Monroe County chapter of the Mental Health Association, the "Adopt a 

Patient" project matched 12 community volunteers with 12 psychiatric 

inpatients at a local state hospital (Skirboll & Pavelsky, 1984). In 1976, 

under the direction of a progressive leader, the "Adopt a Patient" project 

was renamed Compeer, which according to Webster's dictionary, means 

companion, equal, or peer. Promoting a relationship of equality was 

considered a more effective marketing strategy to recruit volunteers 

(Skirboll & McLaughlin, 1990). 

Mental health professionals have been pleased with the positive ways 

the Compeer match has benefited their patients. Therapists have noticed a 

decrease in feelings of loneliness and isolation while self-esteem and 

confidence in social relationships has improved. Therapists also viewed the 

Compeer match as a positive supportive relationship which was available for 

their patient on a regular basis and helped to increase knowledge of 

community resources (Skirboll & Pavelsky, 1984). A 1991 survey indicated 
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that out of 152 therapists, 89% viewed their patient's Compeer relationship 

as helpful. Nearly 33% of therapists remarked that their patients matched 

with a Compeer evidenced a reduction in psychotic symptoms and two

thirds stated their patients felt more secure due to the relationship. 

Improved self-esteem was noted for 54% of patients participating in the 

Compeer Program (Skirboll, 1994). 

The purpose for conducting the present study was to determine 

whether or not rate of hospitalization (number of admissions) and length of 

stay (number of days in the hospital) are affected by being matched with a 

Compeer individual in a supportive relationship. The hypothesis was that 

chronically mentally ill persons who had been matched with a Compeer 

individual in a supportive relationship would have fewer incidents of 

psychiatric hospitalization and would spend fewer days in the hospital than 

chronically mentally ill persons who do not have the socially supportive 

benefits of a Compeer relationship. 
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CHAPTER 2 

METHOD 

Participants 

The sample for this study was comprised of 32 chronically mentally ill 

adult Kansas residents, 8 men and 24 women, aged 35 to 68 who had 

received mental health outpatient services at the Mental Health Center of 

East Central Kansas, Emporia, Kansas. Their primary diagnoses, as 

defined by the DSM-IV, were schizophrenia, personality disorders, 

schizoaffective disorder, bipolar disorder, and major depressive disorder 

(American Psychiatric Association, 1994). One group of 16 participants 

were involved in a Compeer friendship for a minimum of one year during the 

1991-1998 time frame. The participants who had a Compeer were identified 

by information provided by the local Emporia, KS Compeer program. A 

second group of 16 participants were not involved in the Compeer program. 

The two groups were matched for age, gender, and diagnosis. 

Procedure 

Statistical information needed for this study was obtained from two 

different agencies. A computer-generated printout was obtained from the 

Mental Health Center of East Central Kansas. This printout contained the 

age, gender, and diagnosis of all chronically mentally ill persons currently 

receiving, or who had received, mental health services. The Director of 

the Emporia Compeer Program provided a computer-generated printout 

indicating the name of the Compeer volunteer, and the name of the patients 

who had been matched for a minimum of one year. A review of patient 

charts, specifically the emergency contact sheets and chart summaries, 

provided information as to the number of hospital admissions and length of 
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hospital stay during the year of Compeer involvement. In some cases, it 

was necessary to contact the social worker at the psychiatric hospital to 

provide information regarding number of admissions and length of stay that 

was not recorded in patient charts. 
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CHAPTER 3 

RESULTS 

The number of psychiatric hospital admissions and length of hospital 

stay for mental health patients who did or did not have a Compeer 

friendship were obtained. These data were used to investigate differences 

between the two groups. 

Since there were two dependent variables, two! tests were conducted 

to determine if there was a significant difference in regard to number of 

incidents of psychiatric hospitalization and the total number of days spent 

in the hospital for mental health patients who did or did not have a 

supportive Compeer relationship. 

The outcome of two! tests revealed no significant difference in regard 

to number of incidents of psychiatric hospitalization and the total number of 

days spent in the hospital for mental health patients who did or did not 

have a supportive Compeer relationship. The Compeer relationship had no 

effect on number of admissions between patients who had a Compeer (M = 

.25, SD = .77) and patients who did not have a Compeer (M = .69, SD = 
1.2); ! (32) = -1.23, £ > .05, two-tailed. The Compeer relationship had no 

effect on number of days spent in the hospital between patients who had a 

Compeer (M =10.88, SD =39.68) and patients who did not have a Compeer 

(M =16.19, SD =40.12); !(32) =-.38, £ > .05, two-tailed. A correlation 

for the number of admissions and length of stay for the Compeer group was 

significant, !: =+.98, !! =16, £ < .05. A correlation for the number of 

admissions and length of stay for the non-Compeer group was significant, 

!: =+.76, !! =16, £ < .05. 
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CHAPTER 4 

DISCUSSION 

The purpose of this study was to determine whether or not rate of 

hospitalization (number of admissions) and length of stay (number of days 

in the hospital) would be affected by being matched with a Compeer. 

Participants were divided into two groups consisting of patients who had 

been involved in a Compeer relationship and patients who had not. A 

Compeer relationship was defined as an ongoing Compeer match lasting for 

a minimum of at least one year. No significant difference was found 

regarding number of admissions and length of stay between psychiatric 

patients who were or were not involved in a Compeer relationship. 

One limitation of this study is the size of the sample. Compeer is a 

relatively new program and the majority of Compeer matches exist less than 

a year. As a result, the data set was limited to 16 participants who had 

been matched in a Compeer friendship for a minimum of one year. It is 

important to note that only limited conclusions can be drawn from such a 

small sample size. This nonsignificant finding may be related to limited 

statistical power because of small sample size. Drawing the conclusion that 

there is no difference with regards to number of psychiatric admissions and 

length of stay between patients who did or did not have a Compeer may be 

premature. 

Another limitation of this study is examining only one source of social 

support. Since Compeer is a type of friendship referral service, patients 

referred for a Compeer may be individuals who are unable to sustain 

friendships without the structure of a professional agency that monitors 
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frequency of social contacts and promotes agency sponsored social outings. 

Patients involved with Compeer may actually have limited social contact. 

Patients who have additional social supports likely have increased 

opportunity to further enhance their social networks. More recently, 

mental health services such as attendant care and intensive case 

management have offered psychiatric patients additional support. 

For some individuals, the severity of mental illness combined with 

inadequate coping strategies may override even the best support system. 

Persons with mental illness often have to deal with the cyclical nature of 

their specific illness. Persons suffering severe mental decompensation, 

triggered by biochemical abnormalities, are typically stabilized through 

inpatient hospitalization and medication adjustments. These incidents may 

be unaffected by any degree of social support. 

Another explanation for the results is that Compeer does not work. A 

Compeer relationship may have no bearing on the number of admissions or 

length of stay for psychiatric hospitalization. 

This study offers suggestions for future research. It would be 

interesting to look at previous hospitalizations prior to Compeer 

involvement to determine if Compeer involvement reduced the number of 

psychiatric admissions as well as length of hospital stay. Other variables 

to consider with regard to psychiatric hospitalization are the current trend 

towards managed health care and the recent implementation of attendant 

care and intensive case management as additional supportive mental health 

services. Further research could focus on the practical aspects of a 

Compeer relationship investigating perceived quality of life and social 

support for psychiatric patients. 
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