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Abstract

The AmericanWork, IncSupportive Living Program is a residential program for the
severe and persistent mentally ill. This program evaluation sought to determine the variables
which impact the&eonsumetransitioning out of th@rogram into independent community living
among participants both currently living at and graduating from the program since its inception
and ending November 30, 2011 (n=12%he goals of thprogram are to reduce need of
inpatient psychiatric hospitalition and increase independent living within the commurfity.
logistic regression is utilized for data analy§iseadmission, Secondary and Prograpecific
variableswereevaluatedvith programspecific variables being found to have a significant
impad on the outcome of theonsumein transitioning into community living. More
specifically, identified discharge barriexgrefound to negatively impact successful transition of
the participants. By determining those variables which impact transitibpasticipants into
community living, program improvements can be suggested to address these variables (i.e.,
natural supports) with individualized treatment planning to improve successsiimer s wi t h
severe and persistent mental iliness in obtainmbraaintaining independent living within the

community.
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CHAPTER |
INTRODUCTION

AmericanWork, Incisdrivenbytheogani zati on’s Mission of pr
maximize the ability of those receiving treatment services to live and thrive independently within
the communitfAmericanWork Inc., 2011). The mission of the AmericanWork, .Ipcogram
continues to state that as a consumened and operated prograamdthe goals run parallel
with the recovery and resiliency model that the state of Georgia has adopted. (AmericanWork,
Inc., 2011). AmericanWorkinccas an or gani zation, i s aware of
consumer’ s perspective and t he-hdpggpiritwality, es of i
education, meaningful employment, the importance of medications a@skilinanagement, and
the need to buil d supvhorl tes phoasrseekird) @ betfirected s u me r
i fe.” (Ame r201¢ dame/parak)l, AmérinaoWork Inc.was started in 1999 by
Ken Whiddon as an agency to provide individuadizare to consumers within the community to
meet the consumer where they are at. AmericanWockhas grown over the years and has
expanded to have facilities throughout the state of Georgia. Services provided include outpatient
care (e.g., doctor sep8s, case management services, groups, individual counseling), peer
support centers, supportive employment, psysbaal rehabilitation day services, group homes
and supervised aptment living. The Columbus, GAmericanWork Inc. program began in July

2006 with the community based supportiveng program opening in May 2007

(AmericanWork, Ing 2011).



The Columbus AmericanWorknc. supportivdiving programwasdeveloped and
initiated in May 2007or communitybased supportive housing supporide facility is funded
via a state contract for treatment under the Department of Behavioral Health and Developmental
Disabilities of Georgia (DBHDD) . DBHDD’' s mi s
accessibility and choice of services and programs fovicheals, families and communities
through partnerships, in order to create a sustainablesigétfient and resilient life in the
community” (Adult s, 2011, About DBHDD, par a.
treatment that is embraced diodtered within treatment providers (Adults, 20180)pportive
living within the AmericanWork, Incagency is designed to assisnhsumes with developing
daily living skills, interpersonal skills, an
manage symptoms and regain lost functioning due to mental iliness, substance abuse, and/or co
occurring disor de.2011, HondenRana.ilicoasuriés gigk a leakertoc
rent their individual apartments with the landlord. The state contradsfa totabf 50 long
term or multiple admission consumé$ civil and 15 forensic consumers). However,
AmericanWork Inc. currently havehe staff and facilities to oveservetheir contract numbers
by serving total of 60 consumers (40 civil and 2@fsicconsumes). The average amount of
consumers at the supportigng program is 58. Forensic consumers have various court
mandates in place for treatment. These differing types of legal involvement will be discussed
laterin this introduction Thisfacility is supervised 24 hours per day 7 daysyeek 365 days
peryear. Staff is onsite to provide for supervision, ensure safety, and provide skill building for
independent living. The various services provided at the site will be disdatseidthis
introduction as wilkhe criteria for admission and discharge iriis program. AmericanWork

Inc. is supportive housing with structure to allow for independent living and consumer



preferences, which has been an increased topic in related litetattuetso with support and
structure of treatment team within the communitiherewerenumerous ways thabnsumes

can transition into the supportive living program.

The AmericanWork, Incsupportiveliving program utilizes the transition planning
process by maintaining a collaborative relation
of referrals to the programerefrom this hospital; however, the program does receive referrals
from all state hospitals throughout the state of Georgia.réfeeral process is initiated by the
hospital that the consumer is currently residing. The criteria that has to be met in otider for
referral tobe initiated include either (#e consumer is currently residing in thaspital and the
consumer has fowor more admits to the psychiatric hospital within the last 12 months (30 day
readmitswerealso looked at) ofb) the consumer has been hospitalized for longer than 30 days
within the last 12 month§heconsumemust have a primary diagnosisapsychi#ric disorder;
however, a saandary diagnosis of substance use is acceptabéreforethe primary problem
cannot be substance abuse howevenamrring disordersiereacceptableThese criteria have
been determined by the state of Georgia for whiehctintract for supportivieving originated.

This contract is developed at the state level and the individual treatment providers agrees to the
provisions, policies and procedures of the contract for providing treatment services in
conjunction with receimg payment for the services providedpon hospital staff determining

that the consumer at hand meets the criteria for the supploringeprogram the referral is

madeto the programThere is a referral packet that is completed. The community lifason
AmericanWork Inc. attends and is present daily for various transition and admission meetings at
the hospital is then given the packet. The liaison reviews the packet and presents it to the

director of the supportivieving program, as well as the @onbus area director of



AmericanWork Inc. The consumer’ s hi s t-aoaurying digoslersc(ih i at r i ¢
applicable), legal concerpand other extenuating factors to deterenacceptance into the
programwerereviewed.The supportivdiving program is considered a voluntary placement

option and must be agreed upon by all agencies as well as the consumer themselves.

Upon the acceptance of the consumer to the suppdisting placementthe consumer
will transition from the hospital to the apaient setting. The apartment setting consists of
individual apartrents or apartments with oneommate.Aspects of the prograrmcluding the
services and treatnt regimenwill be discussed indditional detail later within this
manuscript The consumehemselves also must be in agreement to not only live in the
placement but comply and cooperate with the implemented individualized treatment plan that is
developed with theonsumepresent. The living atmosphere is considered to be independent
living however theravererules and expectations of the consusn&he handbook for the
program is reiewed and signed hiye liaison andonsumerThe liaison maintains this
relationship throughout the hospitalization and transition process. This allows fonthener
to build rapport with someone within thpégacement program to reduce degr and uncertainty
related taransitioning to a new place. The liaison is critical in this process to ensure an efficient

transition into community services.

Often times consumerw/erenervous or intimidated when moving into a new placement,
particularly when the consumer has spent a long period of time inside an institution such as the
psychiatric hospitalThe AmericanWorkInc. program attempts to address this cond®rn
providing various social activities, encourage socialization and supports arttengshsumers
and the other resideras well as staff supports. Staff is not only there for treatment and

psychosocial learning/teachirgyt they are alsthere to proide support, encouragemeand



empowerment during this placement and process of independent living. The individualized
treatment plan developed for the consumest ofteraddresses socialization and isolation

concerns. Due to loneliness often resulimgicreased symptomology and higher possibility of
decompensatig and readmission tihe hospital this aspect of the treatment plan is imperative
Therefore, this is a critical issue addressed by the treatment team and housing staff to ensure that
all efforts and suppomvereput into place for eacbonsumerduring the transition and ongoing

treatment process.

AmericanWork Inc. supportivdiving differs from independent housing, group homes,
personal care homes, and other types of supportive hoasing independent apartment living
with staff on site. The apartment complex is located in a residential neighborhood within the
community. The apartmentireowned by a landlord and the lease is signed between the
consumernd the landlord. However, AmeanWork Inc. provides the staff and there are
offices and other community rooms (e.qg., televisions, laundry, etc.) within the condiex.
handbookas mentioned aboyis completed by all consumers with staff present for review of
the handbook and exgiation of its contents. An overview of the program and a welcome
statement are included within this handbook. Program description and the goals for the program

wereoverviewed as welFollowing is an example of this as stated in the handbook:

Acquiring Kills and resources needed in order to obtain and maintain permanent housing.
Thisistheverygoalanddr ect i on i n whi c lprogkamevasi c an Wor Kk,
developed. For those residents who have experienced instability because of mental health
and/or addition issues, along this part of your journey you will be given the tools to

learn how to live and thrive in the community. For others who are confronting different

issues, new tools and directions will be offered in place of the old ones with which you
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have been surviving. Part of this journey will be the process of becoming more self
sufficiency you move along. The salfifficiency may involve finding and keeping a
steady job and income. Others may become involved with education or vocational
training. Al residents use their time in the supportive living program to learn different
skills, depending upon their individual needs and goals for their journey. You will be
required to pay fees and follow certain rules. Everything here has been put in place in
order to Help you obtain your goals and move successfully along your own paths
(AmericanWork, Ing 2011 p. J).
The individual consumer’'s case worker is |ist
discussion of medications, meetings, dagtireent program, apartment inspections, visitor rules,
telephone rules, fire safety, budgeting concerns, arf gift policies. Responsibilities and rules
of the residentsverealso listed and discussed as well as signed by bottotiimerand the
caseworker. Human rights and consent for treatment along awtimfidentiality agreement

(including limitations to confidentialityyverereviewed and signed.

Physician servicewereprovided weekly to altonsumes. AmericanWork, Inchas a
resident Psychiast (Medical Doctor) who provides these services including psychiatric
assessments, ongoing evaluatiamd prescribing medications as needed. The psychiatrist

assesses the person’s symptoms, | evelistowyf r i sk
ofconsumeér s c onc er ns andiedical histpry \whicls dllawvs thie, psychiatrist to

diagnose and order services by determining appropriate level of care. Nursing care involves
monitaring selfadministration of medicationproviding medicabn injections (if prescribed), as

well as educating consumers on their medications (e.g., risks/benefits, side effects) and

ensuring/encouraging compliance. Nursing serweeeprovided daily with orsite nursing



staff. The program director is also-site daily to ensure the supervision and maintenance of the

program. There is clerical staff that assists with the administration aspect of the program.

Case management, also referred to as community support (CS) services; provide skill
building to theconrsumes. Thereverenumerous aspects to this service. This is a community

based services to increase the consumer’s ind
and adequately using learned skills to increase quality of life and decrease dependesace on

mental health treatment system. Case management seveiagsovided within the

community to focus on restoration@insumes to their highest possible functioning level while

reducing psychiatric symptoms. By identifying barriers that impedda@went of skills

necessary for independent functioning within the commu@i8/canassist withmprovement in

skills for increased independence within the community (AmericanWork,2@t1). Itis

important for the case workers not to enablecthresumers as this will increase their dependence

on the treatment system rather than decrease their depentleaqrirpose of this service

according to AmericanWork, Inc guidelines is as follows:

This service is provided in order to promote stability andddimivards functioning in

their daily environment. Stability is measured by a decreased number of hospitalizations,

by decreased frequency and duration of crisis episodes and by increased and/or stable
participation in community/work activities. Supporsbed on t he person’ s
used to promote recovery while understanding the effects of the mental illness and/or
substance use/abuse and to promote functioning. The Community Support staff will

serve as the primary coordinator of behavioral healthicgess and will provide linkage to

community; general entitlements; and psychiatric, substance use/abuse, medical services,



crisis prevention and intervention services (AmericanWork, Bl1 Services

Provided, para. J1
CS workers teach and demonstnagtieabilitative skills, daily living skills, independent living
skills as well as linkshe consumewith resources within the community for basic needs and
supports. Thisincreasestbensumer s abi | ity to utilize skills
independently without prompts and assistance to improve their ability at maintaining
independent living. CS is provided to all residents of the supportive living program to increase
skills and encourage independence within the community. Important asp€8#afude
empowerment, respect and a clear emphasis on meeting basic needs of the consumers including
homes, jobs, and friends (Carling, 1990). With additional skills and increased ability to maintain
their independence within the community it allows forsuamers to feel increasingly self
sufficient and ability to maintain own living placement with reduced likelihood of losing
adequate housing and readmissions to hospitals. The goal is to increase their skills to adequate
levels to eventually transition oat supportive living into complete independent living with

ability and skills to maintain this living arrangement.

In addition to CS services, housing staff at supportive living provide for leisure activities
and additional supports within the living émnment. Theravereextra activities (e.g., going
shopping, going to the movies, exercising, going to community activities such as the local fair,
etc.). CS and residential staff work together to provide added support, encouragement and skill
building forwrap around supports and services. Psychosocial Rehabilitation (PSR) is an
additional aspect of the supportive living program. Each resident is required and strongly
encouraged to participate in this day treatment program. This is a 5 day a week phagtiam t

from 9:00 am-2:30 p.m. Transportation is provided as it is located at a different



AmericanWorkInc.f aci | i ty. According the Georgia FY201

therapeutic, rehabilitative, skill building and recovery promoting serfacindividuals to gain

the skills necessary to allow them to remain in or return to naturally occurnmguoity

settings and activitiégp. 265). Individual counseling and groupgerefacilitated for skill

building activities to improveonsumer skillssn living, learning, social and working

environments (Georgia Department of Behavioral Health and Developmental Disabilities, 2011).
Psycloeducational and therapy grougmnsist of building social skills, problem solving, coping
skills, illness andmedication seHnanagement, vocational skills, recreational and leisure skills

to promote sefesteem and independence.

PSRis a day program that addresses the areas as mentioned in primary group settings.
This service is provided for individuals taciease and maintain competence in normal life
activities and gain the skills necessary to allow them to remain in or return to naturally occurring
community environment (AmericanWork, ln@2011). As the consumers go through the
program there are updatasd revisions made to their treatment plan to ensure that the plan
meets theonsumer s needs wher e t hcengumaprogresses less intensivei me .
treatment services may be requieadl they can be stepped down to lower level of care. An
exanple of PSR and step down could be reducing dapsarticipation at the day program to two
or three instead of five days a weeledRcing the intensity of treatment services allows the
consumeto have other responsibilities such as community involvemehinteer activities,
employmentand additional socialization and supports. These geaisidentified in their
transition plan on their treatment plan at beginning/admission to treatment. As the treatment
plan is reviewed and revised at the longestg®% months. The transition plan is also revised to

allow for what goals need to be met to step down to lower level of care.



Group counseling is provided for those diagnosed witbamurring disorders. Groups
weref aci |l i tated t o abltytofuccgon mdreendependestly byencréasing
theconsumers abi |l ity to manage triggers of substan
sobriety within the community. Individual counseling is another service that is available for
consumes of the sipportive living program. Various therapeutic interventiaeseutilized to
restore, enhance, and/ or maintain the consume
2011). Additional services that can be included within the individualized treatmant pla
comprise othe legal skills group for those deemed incompetent to stand trial for the goal of
gaining competency to stand trial. Legal aspects of treatment will be discussed in more detail at a
later time. Medication administration can also be admiradté a medication is ordered by the
psychiatrist on staff. A combination of these services can also be provided amongst the

consumes.

As mentionegdtransition planning is included on the individualized treatment plan for
each consumer. The leveladre currently needed as well as demographics and higévey
included on this plan as well. Treatment gaedseidentified and individualized for this plan
and these goalsererequired to be SMART (specific, measureable, achievable, realistic, and
time-limited). Treatment planaererequired to include individualized and specific goals as
related to the individual. The importance of treatment goals is to clarify an objective for the
consumeto obtain as well as identify ways to measure progress madeeToals alseere
addressed during the review of the treatment plan at least@xenpnths, at times sooner, to
determine if adjustments need to be made, new goals need to be added or to determine if goals
have been met at which time these geadseremoved from the treatment plan. Ongoing review

and assessment of treatment plan and geateimportant aspects of the treatment process. This



entire process is aapleted by the treatment team whiobludes the physician, counselor, case
manager, PSRaff, and the consuer. It is important to remember that the combination of both
medications and counseling with therapeutic and psychosocial aspects is fundamental in

achieving desired treatment goals. There is extensive research literature showing that

psychosocial treatmentgereanessential component along with medications for persons with

severe mental illness (SMI) (Anderson, LyoasdWe st , 2001) . The Surgeon
related to mental health, documents the crucial role that mental hexadites play in assistance

of persons with schizophrenia to maximize functioning and recovery (as cited in Anderson et al.,
2001). An important aspect included within both the literature and the supportive living program

is socialization and the emphasis adequate social supports that can ultimately reduce feelings

of loneliness and increase quality of life within integration into the community.

Social supports can have a great influence on level of participation in the community
activities for individués with mental illness residing in residential settings (Gulcualgt2007).
The support from friends and staff can be beneficial foctimsumeto motivate and encourage
participation in social and leisure activities within the community. This ey&S steps in and
can provide for teaching of skills as well as accompaniment and encouragement for use of skills
in community settings. These skills daa taught individually or in groupsith multiple
consumes to allow for social supports amongstleather in the community social atmosphere.
According to Granerud and Severinsson (2006), it is suggested that there is a link between social
support and psychological wdleing. The connection between social contact andlvedtlg is
too critical to ignoe. The connection to psychosocial wa#ing and symptomology proves that
social supports should be an essential component of any treatment plan with those diagnosed

with a mental iliness not excluding those in supportive living programs. This includes

10



AmericanWork Inc.consumers within the program at hand. Positive social interactions and a
strong support network have been found to have positive impact on illness resulting in relieving

psychiatric symptoms, and positively influencing outcomes and rec@ieiner et al., 2010).

AmericanWork Inc. supportive living prograns a voluntary prograngs consumer
choice is required when developing transition plan into the program and ongoing treatment
planning throughout the program. Consumer choice is esiggthwithin the AmericanWork
Incmi ssion as wel |l as the individual apart ment
the treatment team to determine treatment transition between levels of care as well as the
ongoing goals within the program. Theiwiduals vary in what is important to them in the
treatment process. This occurs in all treatment settings and does not exclude the supportive living
program. It is important to remember that not all consumers have the same goals and not all have
the goalof private independent living. Examples of varying ge@sethat someconsumes
may have legal involvement and a history of criminal behaviors that would be addressed in the

treatment plan.

Therewerediffering aspects of legal involvement foonsumes including being under
various types of court orders. Drake, Morrissey, and Mueser (2006) point out that the mentally ill
population involved in the criminal justice system has become an increasing dilemma for
treatment of both comunity mental health @hlocaljails. Jails can often become a revolving
door for those with mental illnesses resulting in numerous arrests and incarcerations. Within the
supportive living program thergerea number otonsumes with legal involvement such as
outpatient commihents, not guilty by reason of insanity status (NG&ig incompetent to
stand trial status (IST). Outpatient commitment is initiated by community mental health agencies

for thoseconsumes whowerecontinually going in and out of the hospital with a bigtof

11



noncompliance resulting in unstabilized mental illness and concerns with safetycohsuener
and others. Theonsumeis then mandated by the court to attend treatment with conditions
individualized to theeonsumeincluding medication complianaes well as compliance with the

treatment plan.

NGRI is initiated by the courts after thensumeis charged with a crime. The public
defender and prosecutor both agree on a plea of NGRI with conditions of their release. The
conditions of the personslease varies by individughowever it most always consist of a
supportive living program and adequate treatment for mental health and substance abuse if
applicable. When a person with a mental illness is arrested and charged with a crime there is
oftena competency evaluation ordered at their first court appearance. The competency
evaluation is to determine if the person is competent to stand trial. This consists of if the person
is knowledgeable and has an adequate understanding of the court procarediocgsrt
personnel. This is important as ttensumemust be able to assist with his or her own defense
during their court proceedings. The competency evaluation can take aasnl@imonths or
more to obtainlf the person is determined competent ttiencourt proceedings continue as
normal. However, if the person is considered incompetent then competency restoration is
ordered. Competency restoration also includes a significant wait that the person must serve in
the Muscogee County Jail. Once tlergon begins their restoration, thegrethen moved to the
psychiatric hospital forensic unit. AmericanWphkc. supportive living program participates in
a new program that has recently tbiegn the state of Georgia. This allows those found IST to
be obtain competency restoratiaithin the community in a supervised program rather than the
forensic hospital. This allows the wait time for beginning the process of competency restoration

to decrease. Competency restoration is continued with groupidadivcounseling, day

12



treatment programs, psychiatric care and medicationscdiimeperiodically returns and

gets reevaluation for competency. Once becoming competent, the person returns to court.
However, if the person is deemed unable to restocertgetency due to severity of psychiatric
illness then the court can decide to go a different route with the criminal charges including an

NGRI option.

An additional component of legal involvement within the supportive living program is
Mental Health Cort (MHC). MHC is a concept of treatment rather than jail time. Due to the
lengthy amounts of time and incredsxpenses that SMI population incur while incarcerated
the goal of the MHC program is based on the idea that someone with a SMI would benefit fa
greaterfrom treatment thafrom beingin jail. Not only does this benefit tlmnsumerbut also
society as a whole by promotistability of theconsumerreducing the risk of further crimas

well as financial savings for the department of correstion

All of these various types of legal involvement within the SMI population are a concern
with any community mental health treatment agemstuding the supportive living program.
Each of these types of legal involvement has been and/or is curegntbgented in the
supportive living program. Each of these has to be addressed throughowt thes u me r ’ s
treatment, included on their treatment plan as well as court hearings to be attended. This is an
additional aspect of treatment for SMI in the commyait top of the numerous other factors
associated with treatment and housing of this population. These factors also impact the goal of
transitioning from the supportive housing program into independent housing as often times the

courts have to approve tleegansitions.

13



Transition from supportive living program to independent housing in the community is a
goal that i s addressed based on each individu
treatmentveremet, the person can transition to the communiftyis could mean the consumer
is transitioned to living with friends or family or living in their own apartment or house. The
consumerupon meeting treatment goals, may then begin the transition process. With supportive
living the first goal is to detarine what type of living arrangements tensumewmill transition
to. Once this is determined the transition plan is put into placecditgimenften continues to
attend the day treatment program, typically in a reduced capacitytlieegdays a weeknstead
of five), once moved into independent living to continue with a supportive environment.
Outpatient case management servigegzalso put into place and tlwensumers visited within
their home by a community support worker approximatelgetimes a week or as needed with
frequency of visits decreasing over time. Toasumerlso continues to see the psychiatrist and
receive medication monitoring. The goal is to ensure support and encouragement during this
transition stage. The level of carentinues to be reduced as tesumercontinually decreases
dependence and need of the community mental health treatment agency. Although this is
important to a number aonsumes within supportive living, alkonsumes may not desire or
have the functining level to live completely independent within the community. Varying levels
of care and servicagereneeded for varyingonsumes depending on functioning level, severity

of iliness, and coping ability.

Although, one of the goals of the AmericanWdrkc. supportive living program is to
increase skills to maintain independence within the community, this may not include complete
independent living for all individuals. Some individuals may require ongoing supervised living

arrangements and may prefer thesrangements above other options. This should be taken into
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consideration when planning transitions, discharges and ongoing treatment goals for all
consumes being admitted and ongoietientelewithin the supervised living program. Majority
of clientsprefer their own apartment, however it is also important to keep in mind that as
consumes progress through treatment their preferences on living arrangements may change.
Consumes have identified their goal of some form of independent housing in the futur

independently with a family member (Tsai, Bond, Salyers, Godéreyavis, 2010).

There is an assumption that all consumers want independent housing, however Tsali, et.
al. (2010) found that even though the majoritgohsumes preferred independehousingup
to 41% were interested in alternative forms of housing as well. It is important to remember that
despite literature, mental health incentives, and states emphasizing independent living, this may
be unrealistic or unadvisable for ainsumes. Supervised independent living settings may be as
independent as sontensumes wereable to adequately function in, due to the severity of the
illness and varying other factolSonsumes may need ongoing consistent supports within their

living environnrent due to their illness.

Purpose

Despite a significant decrease in number of consumers in mental health hospitals every
year since 1955 (due tbedeinstitutionalization movementhere has been a concern regarding
increased number of readmissidaasnental health hospitals (TestdStein, 2000). There is an
ongoingand increasing neddr improvedeffective community resources for treatment of those
with mental hellh and substance use concer@sly by having adequate community resources
the needor psychiatric hospitals will be reducedth the severely mentally ill populatioiihere

continues to be an increased rotating door of psychiatric hospitals with shorter stays, however
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often more readmits. The average stay in a psychiatric hospifémsrmt effective in building

skills for theconsumeto maintain stability of illness and prevent future hospitalizations. An
alternative to hospitals when there is not sufficient community supports is the jail or prison
system. There is an increasingmber of mentally ill peoplencarcerated withifails as they

can be viewed as a safe place which particularly occurs when comshaséy treatment
servicesvereinadequate or unavailable (Severson, 2000). Downsizing of psychiatric hospitals
continuedmnt o t he 1990’'s. However, this continues
continues to push community treatment; however there is an ever decreasing budget for
outpatient care which impedes the assurancectresumes, including SMI populationwill

have adequate care within the community. Lack of adequate community services has resulted in
an increase in homelessness and severe stress on families (Friedrick, Hollinsworth, Hradek,

Friedrich,andCulp, 1999).

There has beemecent developmestithin the Georgia mental health system and state
psychiatric hospitals that affect closings of these hospitals and a need for increased community
based services such as the AmericanWork,dagportive living programGeorgia has recently
reached a sé¢iment agreement relating to the American Midtkabilities Act (ADA) after
investigations found inadequate care at state hospitals resulting in this settlement pushing for
increased community service®n October 19, 2016he settlement was put into pawith the
Federal Government and State of Georgia as related to thecamerith Disabilities Actlue to
a lawsuit against the mental health treatment system in the state of Georgia. This settlement
focuses on a lawsuit emphasizing moving Sihsumes out of the state psychiatric hospitals
and into community based treatments. The settlement resulted from a federal investigation that

began in 2007 after articles in the Atlanta Jouahstitution reported more than 100
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consumes from the state hospitatlied under suspicious circumstances since 2002 (Judd, 2009).
The settlement puts in place types of services as well as the way these services are implemented
within the community throughout Georgia. The ADA settlement covers both developmental
disabilies as well as mental health disai@kt The following services have baanreased and
closely monitored as a result of the settlement for those with &88krtive Community

Treatment Teams (ACT), Community Support Teams (CSTs), Intensive Case Mangageme
Crisis Service Centers, Crisis Stabilization Programs, Mobile Crisis Services, Supported
Housing, Supported Employment, and Peer Support Services (United States v. The State of
Georgia, et al., 2010). The settlement further explains what servicesjaneed as well as other
considerations such as transition planning. This change is and will impact all aspects of
community mental health treatment within Georgia including the AmericanWarksupportive

living program.

This program evaluation foréhAmericanWorkInc. supportive living program
considered all aspects of tbensumer s curr ent treatment plan, hou
functioning level, diagnosis, history of treatment and hospitalizations, legal corextnsther
variables that may hawn impact on treatment of the® with SMI. This evaluation attemptexd
determine the effectiveness of this type of supportive living for those with SMI diagnosis within
the community. Are hospitalizations (amounts and frequencies) decreased? Is |dgairienb
decreased? Are tttonsumer s bet t er abl e to manage their i1/
Has community integration been addressed and sought (e.g., looking at socialization, consumer
preference, leisure activities, immersion into the commuhiDgtermininghe answers tthese
guestionsaand how differing variables impact successful transitiocotamunity independent

living werecrucial for this evaluation to allow for improvement of supportive living programs
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and ongoing operation and effe@ness of this program. With the increased need for

community based services as a result of the reduction in hospital settings and the implementation
of the ADA settlement, adequate community based services are needed. To determine adequacy
and effectivenss of these programs, evaluations suchiasied to be conducted for

improvement within these programs as well as development of more of these programs

throughout the state.

Significance of Study

AmericanWork Inc. supportiveiving continues to opeta with an ever increasing need
for community based living for the SMI. There is a need, however to determine and ensure that
the services provided within this program are adequate for ongoing stability and increased
independent living within the communpitThe goal is to ultimately result in community
integration with independent housing and the least amount of dependence on treatment resources
that is within the capability of the individuabnsumes. Carlin (1990) points out thaithout
adequate treatemt services individuals lack the skills and supports that are needed for living
within the community as well as a negative impact on independent housing as a result of
reoccurring readmissions to psychiatric hospitdlse lack of adequate community sees has
resulted in an increase in homelessness, jailed mentally ill persons and severe stress on families
of the mentally il!/l (Friedrick et al ., 1999) .
life that are impacted with the lack of adequatatment resources within the community. The
ever increasing number of severe and persistent mentally ill consumers incarcerated in the local
jails and prisons is often attributed to the idea that these are safe places for these consumers as a

result of irmdequate and/or unavailable community resources (Severson, 2000).
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Although the supportive living program may not be impacted as a result of changing in
need of community based services, it will be needed to continue its operation within the
community forthoseconsumes being released from state hospitals under the ADA settlement
agreement. The decreased need for state psychiatric hospital admits will allow for improved
services for those with mental illnesses as the resources will be adequate addawsut dele to
overpopulation of admission§he ADA settlement has been designed to ensure that the state of
Georgia provides adegigacommunity based resources withreased support for the mentally
ill. However, the Mental Health and Substance Abuséntiesa budget has not increased despite
this expan®n of services. Withthe budgetontinuing to be strained, timeandate for increased
community esources/treatment, andlecrease in hospital bettse need for adequate

community based treatment has reveen greater

The AmericanWork, Incsupportive living program is a program thais been in
operation for over fouyears and due to current situatioimsthe psychiatric treatment area of the
state of Georgia, there is an ever growing need for pmgysaich as these. However, there is
also a need to determine the effectiveness of programs such as these. The need for these
programs are evident, however the success of these programs and how to implement programs
such as these in other places is in n&fdakeing determined. This evaluation will attempt to
utilize information and to provide ideas for program improvement and program deficiencies
along with program successes to ensure effectiveness and provide for ideas of implementation of
these types gfrograms elsewhere in the state of Georgia. All of this will ultimately allow for
theconsumeto receive the most sufficient care and treatment to allow for the quality of life that

is deserved.
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Research Questions

The research questions for this pgrevaluation and study are:

1. What is the level of effectiveness of the supportive living program at increasing transition
to community living among severe and persistent mentaltpisumes?
2. What preadmission, prograrspecific and secondary variablee aelated to the outcome

of the supportive living program?

Definition of Terms

Supportive Housing Prograrim this study theerm supportive housing will be in
reference to the AmericanWork, Irsupportive living program. Supportive living and
supportivehousing are used interchangeably. This is in reference to an apartment complex
within the community that is leased from a landlord and onsHeo24 supervision is provided
by the AmericanWork, Indreatment facility. Treatment staff includes housepts, case
workers, and nurses. A variety of treatment services are provided including medication
monitoring, leisure activities, social supports and skill building. Psychiatric treatment services

are provided along with crisis intervention services.

Community Living: For the purposes of this study community living and integration is in

reference to living independently within the community without in house -sitersupport
services. Although treatment services and case management will be availadté\aeig

involved with theconsumertheconsumemill live in an independent housing setting. This could
be on their own or with family or other supports such as friends.c@imumewvill be

responsible for maintaining this living via housekeeping elé & paying their own rent, bills,
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etc. Theconsumewill have access to support services, treatment service, crisis intervention

services and other community resources for assistance with their independent living however.

Severe mental illnegS$MI): In the case of this study is defined usthgeecriteria:

diagnosis, disability and duration. Diagnoselsited to SMkonsist ocommon disorders that are
severdancluding: schizophrenia spectrum disorders, Bipolar DisorderdMajor Depression.
Disability consists of impairments in functioning areas (e.g., social, relationships, work, leisure,
self-care) and duration which is when t@nsumeias received intense psychiatric treatment

for significant length of time such as multiple hospital adniotsy hospital stays, and intensive
outpatient treatment (Bond et al., 2000). Duration is looked at mostly within the AmericanWork
Inc. supportive living program as the qualification for admission to the prograondimachultiple
hospitalizations (fouor more during a 12 month period), long hospital stays (more than 30 days)

and 30 days readmissions to the state hospital after discharge.

TransitionalConsumes: In reference to this study transitiom@insumes are used to

identify thoseconsumes that haveompleted the supportive housing program and have

transitioned into independent living within the community.

Non-transitionalConsumes: For the purpose of this study ntnansitionalconsumes

are determined to be thosensumes who have been dischadyfrom the supportive living
program but not into community living as well as those that have remained within the supportive
living program for a determined amount of time without being transitioned out into community

living.
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CHAPTER I
REVIEW OFTHE LITERATURE
AmericanWork, IncSupportive Living Program’'s main ¢
hospitalizations and readmissions of those diagnosed with SMI along with increasing
independent living skills within the community to increase their independetitdecrease their
dependence on the treatment system. The high percentages of the SMI population going in and
out of the hospitals, jaileind inpatient treatment settings is a growing concern and the emphasis
on adequate community based supports coasirta rise in many states, including Georgia. The
unproductive cycle of admits and readmits to psychiatric hospitals negatively impacts both the
quality of life for the persgrbut alsoraisesbudget concerns for the public (Benefits of
Residential Treatrmd, 2011). However, there is also a declining budget and to continue to
provide this adequate community supports new innovations and programs need to be developed.
Supportive Living programs are an aspect of this community support and to ensure they are
meeting their desired goals ongoing evaluations are needed for program improvement as well as
program development of programs such as these throughout the state. Too often once a person is
released from the hospital setting they do not receive follow ygatent care and return to
i solation and without the needed treatment th
medication noncompliance occurs and often times rehospitalization occurs (Benefits of
residential treatment, 2011). This cycle needs todygpst] and with adequate treatment and
community based treatment servicgpositive impact can be made for tmmsumethemselves

and the treatment system as a whole.
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Supportive Living Programs

Supportive living programs can be defined in various veaybsstructured in a number of ways.
AmericanWorkInc. s program i s an apartment setting wh
operated by AmericanWorknc. There are single and double occupancy apartments with staff
rooms and offices as well as commuratyd laundry rooms. There are various studies within the
literature that discusses the most beneficial ways of setting up and structuring this type of
program. Mares, Young, McGuiemd Rosenheck (2002) maintain thergler homes provide for
greater oppdunity for development of friendships and socialization activities outside of their
own apartmentlt is also pointed out bhese authors that facilities in lower income
neighborhoods may experience less stigma from the neighborhood as opposed tosefghbor
higher income neighborhoods which allows for tbasumes to feel more comfortable in
establishing social relationships within the community outside of their home setting. This has
also been found on othewuslies including Yanos, Barrow, aifdembeis (2004) who found that
programs set withidiverse workingclass neighborhood as well as rtomidtional

neighborhoods are welcominggsibly due to differing types of people as well as provide for an
atmosphere for tolerance of differendée idea osupportive living programs increasing a
consumérs i ntegration within the community and i
community can be increased by the idea of having larger living programs in a lower income
based neighborhood for increasacceptance. Mares et. al. (2002) found that those living in
larger homes as well as lewcome neighborhoods reported an increased amount in contacts
with friends and significant others than those living in smaller residences. However,

Mares et. al.Z002) also points out that it has been found that residents of smaller care homes

reportsafamihyf i ke setting which i mproves the mentaldl
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of life and increased integration the residential setting and livingemaent is crucial. Mares
et.al. (2002) found that there positive social climates are positively associated with both
subjective quality of life measures utilized in this study. To develop a supportive living
program, research is important to review tted@ine what the desirable environment setting is

for theconsumes and how to achieve this to reach goals of increased quality of life.

An important aspect of the living environment is resident satisfaction as this will make a
difference in the compliarcand progress of ttewnsumer Picardi et.al. (2006) found that limits

to residents privacy are associated with | ow
within their own living quarters. Yanos et. al. (2004) also discussed privacyiioreto
resident’s feeling of privacy within support.
include frustrations with limitations of privacy as well as independence often related to

strickness of rules which can be disadvantageous to integratioin ¥ie community (Yanos, et.

al., 2004). These concerns and frustrations may often resultéoriameteaving the program

without completion and risking readmission to psychiatric hospital and decreased integration nd
guality of life. Living with aroommate with separate rooms seems to maintaimesidents

privacy. However, severabnsumes i n one room correlated with r
ultimately related to facility size (Picardi et.al., 2006). Therefore a larger facility may hage mo
opportunity to allow foalower number otonsumes in a single apartment, larger privacy

measureand i ncreased resident’s satisfaction. E m
physical amenities is found within the literature base (Picaali,c2006;Weiner et.al., 2010).
Picardi et . al . (2006) discussed how progr ams

were more involved in selfhitiated and community activities and were more likely to

successfully complete the program and beldisged to independent living situations and paid
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jobs” (p. 273) . By maintaining comfortable a
maintaining compliance with the program increases ultimately increasing the treatment

effectiveness due to the proleawysty at the program. This allows additiorskills to be

developed and greater success in other areas of life including independent living, yaodtion
socialization realmsT’hegoal of theliving atmosphere of theupportive housing prograis to

allow for higher levels of independence which is most beneficial for psychological and

developmental impacts on its residents (Chen, 2010).

There is an ample amount of studies within the literature refatén various types of
housingwithin the communig for the SMI population. Studies tend to separate group homes,
personal care homes, independent living with treatment staff,\ésdsown housing. Residential
arrangements which are more independent and m

population s i dea of nor mal housing” i mprove commu
population(Gulcur, Tsemberis, Stefancic, aBdeenwood, 2007). Community integration is a
widespread topic among the current literature related to community living among the mkntally
population. Yanos, Barrow aficdemberis (2004) note that services within the community

should facilitate SMtonsumér s i nt egr ati on within the communi
in the whole community including the same activities and opporesras the general

population For example, the AmericanWork, Ireupportive housing program attempts to

incorporate this idea by allowing for a number of activities and encouraging these activities for
increased participation within the community. Aciieg such as church or other religious

activities, volunteer opportunities, employment, social/leisure activétresfamily events are all

encouraged. These are not only encouraged and allowed but are also included in the treatment

plan of the individuabased on their individualized goals and readiness related to these areas.
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There may often be initial goals within the treatment plan that are later changed and/or adjusted

to fit the needs and goals at the time for the individual.

Test andStein (2000) foand in a study that consumers in the apartment condition showed
a significant greater performance behavior than individuals in boarding situations. Weinman
Kleiner, Yu, andTillson found that individuals placed in settings in the community that require
sone form of independence will manifest more appropriate instrumental functioning than those
who are in total care facilities and this was empirically validléses cited in Test arfstein,
2000, p. 52). The i mportance isefidedinthelicatureier ' s
The value of feeling independent and part of the community is critical for treatment and ongoing
stabilization of mental illness. The more independence a consumer has the more progress
towards complete integration can be mdgldsting research on homelessness and mental illness
has shown evidence of a number of beneficial effects of supportive independent housing
including reduced homelessness, increased residential stability, reduced hospitadiadtion
fewer service gapsesulting in reduced symptoms, improved social and personal functioning,

improved quality of life and increasedtisfaction with housing (Wong ar&blomon, 2002).

Staffing requirements and skills are also discussed within the literature as discussed in th
impact on successful supportive living programs. Working with those who are seriously
mentally ill requires many skills to adequately treatdbesumebut also remembering setare
as burnoutvithin this field can be common due to the high presstiteeojob. As Picardi et. al.
(2006, p. 275konclude* Wor ki ng with the most severely di st
facilities requires high skills in psychological and social treatment strategies, and this can only be

achieved with comprehensive aoilgoing training
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Trainingof staffis imperative and utilized often within the AmericanW,ric.
supportive living program. Training requirements come from various oversight agencies that
audit and monitor AmericanWorknc. but also from their own pigies as well. Training
requirements such as CPR/First Aid, crisis intervention, suicidal education and prevention,
mental health 101, dual diagnosis, satiministration of medications, and numerous other topics
are required typically on ayearlybastsoal I st aff of the supportive
training, lack of emotional support and supervision to the staff were found to be associated with
high expressed emotion attitudes by staff mem
tobeinol ved in rehabilitation activities” (Picar
attitudes and skill all impact theonsumes on a daily basis in relation to theatisfaction with
treatment andlso their compliance and participation in treattrfer ongoing progress.

Therefore without the most effective staff within the facjlibe progress theonsumemakes is

negatively impacted resulting in lack of success of the program and@usumec a r e . “For
many of them, these settings mayrepeent * homes for | ife,’ adequat
of staffing is equally crucial to maximize th
p. 276).

Supportive LivingStaff

Program Staff

Within the AmericanWork, Incsupportive livingprogram there is a total of 47
employees. Amongst this staff there is one Residential Manager who is licensed as a Practical
Nurse (LPN) as well as a Certified Addiction Counselor (CACII),one full time LPN, one part
time Licensed Professional CounseloP(l) and one part time Licensed Associate Professional

Counselor (LAPC). The program maintains twefttyr hour onsite supervision with three
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shifts of case managers. On shift one there are 9 case managers, with shift 2 eight case managers
are employed ahshift 3who employs 6 case managers. There are three shift supervisors for
these case managers. A Community Support Individual (CSI) Supervisor provides oversight of
15 CSI workers. There is also a secretary on site for the program as a@dsdenanags
provide watchful oversight of thr@onsumes as well as monitor sedfdministration of
medications. Requirement is a high school diploma with a preference for some college and
experience CSI workers prome psychoeducation aneaching of skills for aariety of
treatment goals. Requirements include minimal of a high school diploma with a preference for a
bachelor’”s degree and experience. Majority of
are working towards t hfeldr master’s degree in
Day Treatment (Bxhosocial Rehabilitation) Staff

All consumes of the supportive living program are also required to attend the day
program (PSR) where psychoeducational groups are facilitated as well as other services
including individual counsling for specificconsumes. A total of nine staff work with PSR
including a Director, 5 case managers who facilitate the groups, one Certified Peer Specialist
(CPS), one Food Service Technician and one Administrative Assistant. Case Managers conduct
psychoeducational groups throughout the day whilectinesumes attend the day program along
with the Peer SpecialistAt the PSR program it is @quirement to have a CR8 staff. Also the
PSR Director must also be a certified psychiatric rehabilitatiancpt i t i oner and have
degree. The director is required to be on site at least 80% of the time and is required to have

ongoing training in addiction. It is a preference for the director to also be a licensed counselor.
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Other Related Staff

Indirect staff that also have direct contact with¢basumes of this program include a
Medical Doctor who specializes in psychiatry, a Registered Nurse as well as the Area Director
who supervisors the entire program and is also an LPC.
Staff Training

All staff are required to be at least 23 years of age, have a clean criminal backanound,
clean driving record. All of these paraprofessionals are required to have a total of 46 hours of
training within 90 days of date of hire. This training includes cafe compliance, cultural
competence, documentation, first @8R mental illness/addictive diseases, pharmacology and
medication seladmin, professional relationships, recovery principles, safety/cristsscigation,
explanation of services, serviceardination, and suicide risklssessment. Most of these are
required yearly or biyearly for each employeelhis is in accordance with the state of Georgia
and the contract that is agreed upon by the state and AmericanWorkT hiese are
requirementsimilar to other mental health and substance abuse treatment programs throughout

the state that also receive contracts through the state of Georgia.

Consumer Preference

Granerud and Severinsson (2006) emphddize importance of encouragement and
empaverment among persons with mental health concerns to achieve independence through
making their own decisions regarding their own lives. Empowerment and choice is crucial when
working with mental healtbonsumes as this allows them to own their treatmé&@unsumers

who feel they have a say so in their treatment and feel that it is their recovery as opposed to the
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staff indicating every aspect of treatment will have increased motivation and care as to where
there recovery goes. Mental health consumers typicave the same goals as the general
population such as having satisfactory employment, adequate independent housing, friendships,
health, financial stabilityand a high quality of lif¢Bond, Salyers, Rollings, RappndZipple,
2004). Consumers who Yathese goals as well as an individualized treatment plan that they
participated in developing have increase motivation for treatment and increased likelihood of
maintaining stability of illness while living within the communifysai, Bond, Salyers, Gdrey,
andDavis (2000) conducted a study on housing preferences for those with dual diagnosis and
f ound t h adonstmesewanteld ywdeehdent housing in the future, many described
needing supervised housing at some point in their recovery. Marsymess talked about how
supervised housing provided structure and sup
Shared decision making is found to be crucial in increasing treatment compliance and progress
allowing forconsumes to be held with t responsibility of their own treatment outcomes which
makes it ever more important to allow the decision making to be incorporated in housing
placement (Tsai et.al., 2000). The importance of alloworggsumes preference into their
housing placement igitical as it allows theonsumeto be empowered and held responsible for
their decisions which will impact their participation and compliance with the treatment regimen.
Friedrich Hollingsworth, Hradek, FriedriclandCulp (1999) conducted a study on
consumes who lived in group settings aridund that theseonsumes were significantly more
likely to be older, less educated, unemplgyedl diagnosed with schizophrenia as compared to
consumes in other settings. It was also found tbabhsumes who werdiving in housing with
twenty-four hoursupervision preferred this type of residence and often reported less social

isolation with those living in own homes without staff supportemret this option (Friedrich
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et.al., 1999). This may be a good sigrihas could indicate thatonsumes are more than not

having an option to live in a residence of their prefereHogever it is also noted in the

literature that there are negative impacts of supervised living environments. Chen (204.0) note

that residentsvho live in supported housing with twerftyur hour onsite staff have often

reported feeligs of loneliness and isdian. There seems to be inconsisteircthis area as there

are some studies indicating more isolation and others indicating lessisoldtis could impact
theconsumes within these programs and their treatmentslstore emphasis on improved
socialization within the treatment environment, despite what kind it is, should be a crucial focus

of their treatment plas Often timexconsumes may not feel as they “fit
setting or within the community (Yanos et. al., 2004). It was also founddhatimes were in
residences that their families preferred although it was also indicated that families often preferred
higherlevel of care than theonsumethemelves preferred (Friedrickt. al., 1999). It is

something that all programs such as supportive living must keep in mind and that is consumer
preference. This may make a difference indblesumer s s u c ¢ e s enfofule pragoamp | e t i
or not as they may be more likely to stay in the program if they feel like it is their preferred

choice.

Supportive independent housing which Wong and Solomon (2002) identified as
“independent community | ihepravigon afcamemuniyesupgorit s c o
services that has been considered a hdusing m
13)into the community. Maintaining community living within a supportive environment is
imperative to maintain living withithe community along with maintenance of mental health.

The supportive living environment provides ttensumemvith skills needed to maintain

independent living as well as the support system to allow for prevention of hospitalizations. This
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is an importanstep to living independently within the community with the least restrictive

means necessary teaintain this stabilizationLariviére, Gelinas, Mazer, TallgrandPaquée

(2006) assert that inadequate placement and care within the community afteng@&om a

lack of variety of services which possibly leads to deterioration in health status and functioning
level resulting in increased rates of admissions to hospital increasing the costs to the healthcare
system and societyThe crisis of consumswith severe and persistent mental illness rotating

and in and out of the hospital is not only a concern for human beings but also to the costs of

healthcare and society as a whole.

In the United States the cost of mental health treatment in 2001 wen$ap4 billion
(Cawthorpe, 2011). The cost of treatment for both mental health and substance use continues to
rise including all levels of care within the treatment system. This can include residential costs,
hospitalization costs, mental health treatimeithin the judicial system, outpatient treatment,
emergency room costs, medication costs, and all areas that impact the rise of costs related to
mental health/substance abuse treatment. When healthcare costs increase, the priority of policy
makers becors these costs and how best to allocate the available resources within the budget
towards the mental health treatment system (Cawthorpe, 2011). There a variety of reports both
federally and on the state level that discusses the cost of mental healtentesgwell as some
that discuss the role supportive housing plays on these cost. Supportive housing for homeless
people with serios mental illness has been shawmeduce costs on publicly funded programs
resulting in reduction of shelter use, hosptatiions (both psychiatric and physical health
admits) and involvement within the judicial systeational Alliance on Mental llines007).

As a result of supportive housing the reduction of burden on these programs as a result of this

type of housing limately reduces the cost of publicly funded program for the mentally ill.
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There is a large amount of inmates within the judicial system who have diagnosed mental
illnesses which increases the cost within the sysiati¢nal Alliance on Mental llinesg007).

The judicial system is not the only system whom has an increased cost because of the treatment
of mental illness. The emergency rooms at local hospitals also have a burden of increased costs
related to treating the mentally ill population. Betw@800 and 2003, emergency room visits of
those with pimary diagnosis of psychiatric disordérad increased at four times the rate of other
emergency room visits (Mental lliness, 2007). With adequate treatment however, these costs and
burdens have beenahin to decrease as there is a lack of need for these programs as a result of
adequate treatment services for ongoing stabilization and management of mental health
disorders. It is estimated that the annual economic cost of mental illness is $79 bilkexagho

with psychiatric rehabilitation models it has been shown that effective resuttsfeumes

show an average reduction of more than 50 percent in costs of care directly as a result of reduced

hospitalizationsNational Alliance on Mental llines2007).

There is a large amount of literature focusing on the reduction of costs as related to
adequate treatment. The Georgia Rehabilitation Outreach program began a program and
provided an evaluation of this program to show the reduction of coststimérga The program
Forensic Assertive Community Treatmgearid focused on the forensic population due to history
of being released from jail/prisons and being underserved resulting in a cycle of homelessness
and recidivism (Georgia Rehabilitation Outrea20042005). The ppgram hopes to provide
supportand recovery based services for treatment to increase stability and stop the perpetual
cycle. Within this program, the first year in review showed that they were successful in
decreasing number of jail garesulting in a savings of $400,600 to the criminal justice system

as well as reduction of hospital admissions resulting in a $1,245,012 savings to the state hospital
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system (Georgia Rehabilitation Outreach, 2Q0405). Due to adequate treatments withie
community the costs of treatment, hospitalizatji@msl incarcerations for the mentally ill

decrease, specifically with the forensic homeless population. Savings from reduction of
emergency room visits, inpatient medical hospitalizations, crisis erngons, use of shelters

and these costsgW enforcementand other interventionsere not included in this report.
Therefore, the cost savings would substantially increase if taken in these variables (Georgia
Rehabilitation Outreach, 202D05. A different study focusedn some of the same variables in
this one was conducted by Basu, Kee, BuchamatSadowski (2012) that looked at housing

and case management intervention and how its savings could impact the homeless with
diagnosed mental health disorsle The findings from the cost analysis determined that an
estimated $6, 307 per homeless adult was saved with adequate housing and case management
services (Basu, et.al., 2012). Those who experienced chronic homelessness had the highest
savings at $9,8Dper year per person with the estimation of these authors of saving $5.5 billion
over the next 10 years (Basu, et.al., 2012). The possibilities of savings with the adequate
treatment interventions is astounding. This particular study excluded the fcestsrgency

room visits and psychiatric hospitalization admits which would impact the savings ardoants

to the large use of hospitalizations as a result of lack of adequate community services for
treatment as well as the vicious cycle of going in ancdbhbspital settings within the mentally

ill population. To consider the tremendous costs of psychiatric hospitalizations and emergency
room visits would be beneficial in determining the cost savings with adequate community

services and programs suchsagportive housing.
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Hospital Admissions

Sincethelatd 950’ s t he emphasis on deinstitutione

psychiatric hospitals and an increased urgency on expansion of community based services.
Downsizing of psychiatric hgstals continued into the 1990s nationally, however in the state of
Georgia the closing of these hospitals continue to this day. In Georgia, there is currently an
upcoming closing of one of the seven state psychiatric hospitals. The continued closasgof t
hospitals has put the emphasis on community baseitegrHowever, the question is tihe
statemental health system learned from lessons of the past. Are there adequate community
resources to serve the mental health population with limited hbsgstaurce® The othe

guestion remainsrethere adequate funds to support these resources that are so desperately
neede® In the state of Georgia there is a continued reduction in buagyat most areadue to
recent economic crisis. The continued cfibbudgets for outpatient treatment commycdre is
impeding the assuranoé continuty of care for SMI consumerslhis reduction in community
based services also impatiie number of readmissions to psychiatric hospitals. There has been
a renewed fort on increasing community services as is related to the closing of the state

psychiatric hospitals.

Readmissions to psychiatric hospitals have become a graWwalignge that has been
mentioned within the literature as well as one that is seen aityébdsis when working with
mentally ill consumersBoydell et al. (2004) points out that 28% of patients discharged from
psychiatric hospitals were-gamitted within three months of that discharge (as cited in
Reynolds et al., 2004, p. 83). Only candascular illness exceeds mental iliness in acute hospital
care costs (Reynolds et al., 2004). This is a relevant and continually increasing area of concern in

the community mental health treatmenmmunity The idea is to provide adequate treatment
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resouces within the community asgoal to reduce these admissions to state hospitals. However,
on the opposing side, there is also a need for crisis stabilization. As with any mental iliness,
particularly SMI, even despite effectiveedication and treatmendvmpliance there are times

that the mental iliness becomes overwhelming and may cycle to the point of being unable to
handle amongst the consumers. This is when crisis stabilization is needed to allow for immediate
stabilization for the consumer and to pgat’harm being done to themselves or others. In the
Columbus, GA area hospital emergency rooms are utilized for assessment (by crisis mobile
teams) and medi cal clearance for admission in
often these crises atdl be managed within the community with the adequate resources. If
adequate resources were available and effectively utilized than the need for these hospital
resources could be reduced. Although, these radgmt assessment resourcestinue to be an
important need, it is and should be used in a manner that is more cost efficient and beneficial for

theconsumer

Hospital emergency rooms have become inundated with these crises resulting in
overwhelming numbers and resources that are miegutilized, when there could be alternate
forms to prevent this from occurring. Readmissions and utilization of emergency rooms can be
reduced in number with the sufficient resources within the community. It is also important to
mention that even with adequateaesces available within the community there will still be
those that do not use available resources when needed and could end up in the emergency room
or hospital in cases of extreme need. It is important at these times to have good working
relationships mongst the psychiatric hospitals, hospital emergency roammasmental health
treatment agencies to allow for supports and engagement of these partioslanes to

prevent these episodes from continuously reoccurring. Despite the increasing need for

36



community resources for treatmettiere continues to be a need for hospitals possibly in a

reduced role. As Test and Stein (2000) ndéspite there being a significant decrease in the

number of consumers in psychiatric hospitals every year since thétdémsalization

movement in 1955 there has been a concelintrgasen number of readmissions to mental

health hospitals. There is ongoing need for sufficient treatment agencies and teams to address
this concern at pr es swotthwhiletoreduee mehlthicare costsby f ut ur
Substituting expensive hospital care with app

al. 2007) when beneficial for the consumer.

Anderson, Lyons, and West (2001) argue that significant predictoesadmissions to
hospitals for persons diagnosed with schizophrenia were persistence of psychiatric symptoms.
These symptoms can often be treated adequately within community based services however with
their ongoing reduction of these services these syngptwmnot treated effectively resulting in
increasing hospital admissions. Atiease in psychiatric symptoms and substance use often
results in medication noncompliance which increases risks of hospitalization (Anderson et. al.,
2001). This emphasizesdiidea that medication treatment as well as additional therapy and other
psychoeducational services would positively impaccthesumer s | i f e as wel |l as
risk of hospitalization. Within the supportive living program at American\\Vioik a reaanit to
the hospital after 30 days or less of being within the community is considered a requirement for
admission to the program initially. Multiple hospitalizations (four or more within the last 12
months prior to referral) or multiple readmissions (witBD days of discharge into community)
are criteria for admission to the program. This is also included in the goals and purpose of the

program to prevent these reoccurrences by providing adequate community based services.
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Community bases services candbective at improving functioning level and quality of
life for those diagnosed with SMI according to Lariviere, Gelinas, TalladPaquetteZ006) as
they performed a study on elderly population who have been within the community various
lengths of tme for up to 2 years after discharge from psychiatric hospital. These authors found
that there was a strong preference by this population to live within a community facility and
found that they “did not show aogstveamdi fi cant d
activities of daily livingf unct i oni ng and expressed a positi Vv
194). There were feweehospitalizatiorand the admits that did occur were generally shorter in
duration and followed by return to communityidesice (Lariviere et. al., 2006). In summary
these athors found that there were negative impacts on welleing, functioning levelor life
satisfaction initially or over time and it appeared that these citizens were happier in their
community setting4006). This is an example of how with community resources available and
properly structured and funded that there can be a greater benefit on SMI population within the

community versus ongoing hospitalizations.

Transition Planning

In an attempt to redecthe readmissions rates from the beginning is the transition
planning. This is a plan that is put in place at the time of the initial admit to the psychiatric
hospital. It is important to transition consumers from the hospital to residential placement
maintaining a good relationship with hospital staff. Upon admission to the state hdbpisthff
needs to begin addressing the transition and discharge plan. In the case that the consumer could
benefit from supportive housing upon release the referrddl t@made at that time. This
referral will allow for the supportive housing staff to begin building a relationship with the

consumeprior to the transition even occurring. Reynolds et al. (2004) emphasizes the
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importance of this connectionasitcanred t he consumer’'s fears and
transition occursultimately reducing the chance of a readmit within thirty days of discharge.

Thirty day readmits are a concern of residential treatments as this is an increasing problem. With
adequate transiin and relationship amongst the program and consuheeprobability of

readmits within the first month could be reduced. Transition implies that all treatment providers
will coll aborate even when speci fcomusierof consu
transitions from one level of care to another (SowedRohland, 2004). The cooperation

between staff at the referring facility, staff at the treatment facility being referred to as well as the
consumer themselves is imperative to ensure smoatsiticn which will impact the remainder

of their stay at the residential plansitienment .
partners irtransition planning which is required for a successful progression throughout the

servi ce ¢ onrsandRahland; 2004)S o we

AmericanWorkinc, s supportive | iving program attem
into consideration as transitioning to the program from the hospital is completely voluntary.
Although, theconsumemay be under various court ordersmandates this does not indicate
that consumer is required to move to only the AmericanWatkprogram as there are several
options and being able to make the decisions themselves to come to the program is important in
their transition planning. Saws and Rohland (2004) give a guideline for mental health
consumegle moving in and out of various levels of care with each plan being individualized.
This plan of facilitating transitions includes 13 steps of developing and facilitating a transition
plan. Following these steps provided allows for a solid transition plan. American\Wark
appears to follow these program as the transition planning begins immediately upon acceptance

into the program. Discharge barriers, family supports and previous platseane identified to
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determine future transition plans upon completion of the program. Along with the discharge
plan there is also services and treatment planning that is involved immediately upon acceptance
to the program to allow them to meet the triams plan goals. This also includes planning for
prevention of crisis and readmissions to hospital as well as future integration into their
community with independent living with an adequate treatment plan for ongoing treatment

needs.

Treatment Services

Lariviere et al. (2006) show that counseling, onsite rehabilitation, medical and nursing
treatment along with recreational activities fulfills the needsooumes in a supportive
housing living environment. Th&mericanWork, Incapartment program prales these
services and more to all residents/consumers, as mentioned in the initial introduction. Along
with psychiatric treatment from a medical doctor, all consumers also receive nursing care with
onsite 24hour nursing staff as well as case managemsemwices. Day treatment programs are
utilized as are medication management and monitoring services. Bond, Salyers, Rollins, Rapp
andZipple (2004) identified and discussed eigktvices that are important to be included within
treatment of those diagnosetth SMI. Supportive Housing is discussed along with supportive
employment, assertive community treatment teams, illness management and recovery, family
psychoeducation, integrated dual diagnosis treatment, medication management and supported
education.Within the AmericanWorkInc. program aspects of these are included within the
treatment plan. Treatment plans are developed along withtioanglans initially upon
admission Treatment plans are specific and individualized for eacisumeand it isrequired
to be developed with theonsumernd clinician present and involved. The treatment plan

includes discharge planning, goals as quoted bgahsumerand specific, measureable,
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attainable, timdimited, and realistic goals, objiges and intergntions. Every sixnonths the
consumernd clinician revisit the treatment plan and completeauthorization of this plan to
update, identify progress towards goals, identify goals that have begsmncheletermine new

goals. Discharge planning is aldeveloped at this point based ontomsumer s pr ogr ess a
transition planmg. Day treatment programs grevidedfive days a week taconduct

psychosocial rehabilitation. This includes psychoeducational groups, individual therapy,
medication educatigrvocational training, illness managemearid skill building,andincreased

skill building of daily living and independent living skills. Supports within the supportive living
site provide various services as well includingoogurring groups, individuaounseling, skill
building services with case management, resource linkage, educational linkage for furthering
education, volunteer activities, employment opportunities, socialization and leisure activities.
These are available as tbensumeprogressethrough treatment and these services are
provided based on tteonsumer s needs, ski l |l l evel , functioni
been made within the program. The idea to include all these types of services within the
community is repeated frequentiithin the literature (Bond et. al., 2004; Anderson, Lyamsl
West, 2001; TesandStein, 2000; Peebles et. al., 2009). Peebles et. al. (2009) assert that
emphasis of recovetlyased services should include broad treatment goals far beyond symptom
reduwction including a genuine collaborative relationship between the consumer and treatment
provides as well as a treatment team which includes not ontptieimebut also family

members and otheonsumerdvocates.There are various methods utilized tolude all

aspects of adequate community treatment into services for the SMI population. Test and Stein
(2000) give guidelines for treatment of SMI to maximize effectiveness of treatment to increase

community living, elevate autonomy and ensure satisfacfoality of life. These are guidelines
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that could be utilized within outpatient community setting to increase independence within the
community as well as within a supportive living program to increase in obtaining and
maintaining living within the commutty with lowest amounts of supports possible to ensure

stabilization. These guidelines are as follows:

1. Focus on Treatment: basic coping skills; typicatpsumes who present with SMI
for treatment have severe psychiatric symptomatology and have liahiiédces to
problemsolve behaviors and meet demands of life; inadequate social and vocational
skills are available; lack of leisure, social and interpersonal skills; these skill
impairments will impact institutionalization and lengths of stay, indicadimd)
increased need for these factors to be focused on within community treatment.

2. Site of Treatment: treatment for SMI population is most effective if it takes place
within the natural environment of tikensumerwith this a concern of not allowing
theservices to occur within the walls of the living placement allows for more
therapeutic environment and reduced thoughts of hospitalization without actually
being hospitalized.

3. Methods of Treatment: directive and assertive approach by treatment staff, not
waiting on theconsumeto be motivated for treatment, provide encouragement,
behavioral approaches and social learning techniques, support and reinforcement, and

allowing theconsumes to maintain personal responsibility. (p-34).

These guidelines seam align with AmericanWorkinc. treatment planning. However, as there
are always ways for improvement farther assessment of how this can be utilized and how it
impacts theconsumeis continuously needed. Treatment planning with skill building aspeats in

variety of areas depending on the consumer’ s
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Treatment. Test and Stein (2000) discuss how allowing for the site of treatment to be away from
the home of theonsumestating that the less services providethwi the home the less it will

feel like a hospital setting without it being one which is reason for their argument that limiting
number of services provided within the facility will increase the feelings of being
institutionalized Converselytheir mainconcern of feeling institutionalized is related to the fact
that theconsumewmvill not have to meet their own needs as the staff will be prepared to do these
tasks for him preventing them from skill building and developing their own abilities. However,
within the supportive living program of AmericanWptRc. the goal is to teach trensumes

how to perform these skills themselves, not to do it for them. This teaching and skill building
occurs with demonstration, prompting, redirecting, encouragememamnitoring from staff
members. These guidelines appear to relate to the provided services of the supportive living
program and appears to be effective treatment guidelines based on the literature. Treatment
planning begins at time of admit all the wayoiingh wntil discharge from the program,

nonethelesg does not end there as transition and follow up treatment is still recommended and

facilitated.

Factors Influencing Community Placement

Community Integration

Integration within the community is impaive for ongoing supports, socialization and to
increase sense of belonging which will ultimately increase mood and increase management of
symptomology when it does occur. Yanos, Barrow, and Tsemberis (2004) conducted a study to
explore the response tolising and experience of community integration of formerly homeless

persons with diagnosis of SMI whom had been recently housed in residential settings. This study
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found that individuals who moved into housing felt an improvement in sense of safetys in sel
esteem and increased feelings of being part of the whole community (Yanos et. al., 2004).
However, it was also found that some residents in an independence apartment setting may adjust
into comfortable social routines and a sense of belonging int@thmanity, but others will

begin isolating themselves and have a difficult time adjusting and will not feel a part of the
neighborhood or community (Yanos et. al., 2004). The reasons for these feelings of not
belonging are not discussed or expanded on. Mekyéhe importance of feeling integrated

within the community is evident as the importance of feeling as one belongs within their own
neighborhood allows for increased feelings of support and increase purpose in feeling as they
also can contribute sometigi to society. Often times those diagnosed with SMI present with low
selfesteem and low selforth which impacts their feelgs of belonging and often fess they
cannot contribute to society. Yanosivet. al . (
relationship between negative interactions and a measure of community integrations which
suggests that negative relationships are associated with diminished subjective quality of life
among persons diagnosed wi t h m8ngdttheofspmer 107 ) .
neighbors and community can distancedbesumefrom their community farther resulting in

isolation and lack of integration, which will ultimately lead to farther complications and

psychiatric difficulties for theonsumer *“ Whngparedavith hospital care or highly

structured residential care, supported housing seems to improve functioning, permit higher
autonomy and economic viability, facilitate social/community integration and gain higher
residential sat i.8%8p Suppodive living eGviranments Badelth@, p
opportunity to increaseonsumer s f eel i ngs of i ntegration withi

feelings of independence and participation in community activieesienced based practices
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are often emph&ed as they go beyong maintaining the clients within the community but also
endeavors toward entirely integrating them into all of the spheres of the society (Bond et. al.,

2004).

An example of these types of activities within the supportive housirggarothat
encourages community integration includes allowing consumers within this setting to vote in the
last presidential election. Representatives from the local arena who were running for various
positions were invited and agreed to visit the apartsiemtind speak with the consumers to
give their stances on various issues. This alloweddhsumeto have knowledge and insight
into what they were voting for. This allowed them to feel a part of the community and have a say
so in the politics and fute of the city that they are a part of. Most of thesesumes grew up in
the area their entire life and never once had the knowledge or the chance to vote in an election.
Allowing this sense of being a part of the community and the city allowed foasexute
empowerment, informed decision making process, and future knowledge for ongoing support of

the community in which they live.

Poverty

There arenumerous negative impacts one with a mental illness may experience in their
lifetime and there is a hidikelihood that more than one of these impacts will be experienced.
Most people with mental health disabilities are living in poverty which ultimately contributes to
homelessness and multiple admissions to psychiatric hospitals (Carling, 1990). Hoesslessn
a real concern that the SMI populations have to face. Not only does increasing chance of poverty
impact the risks of homelessness, the conflictual relationgigysoften have with friends and

family as well as thé&ck of social supports may coitiute to this issue as well. The likelihood
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of substance abuse-cacurring with mental health issues may also contributeoc@arring

disorders will be discussed later within thesiewas this is a concern often associated with

treatment of the SMpopulation “I'n addition to the challenge:
consumers encounter structural barriers including poverty, social, stigma and lack of affordable
accommodations and | imited employment nlpportu
healthdisordersoften are faced with a multitude of challenges that the general population does

not face on a regular basis. On a daily basis a SMI consumer can face problems meeting their

basic needs (e.g., food, shelter), accessing adequate mmeatsmurces, experience social and

family conflict, experience social isolation due to stigma or due to their own mental health

symptoms, as well as the mental health symptoms themselves that impact adequate ability to

cope with these challenges. Theballenges themselves in turn make it difficult to find

placement within the community as there is a stigma with mental illness and landlords and staff

of available boarding or group homes are cautious when renting to someone who has a mental
illness. Manyconsumers diagnosed with schizophrenia have particular behavioral problems

which may make it even more difficult to place and maintain this placement within the

community (Lay, NordtandRdssler, 2007).

Poverty as mentioneds often times a major chenge for someone diagnosed with a
serious mental illness. Although, many may have certain state benefits such as social security
income or social security disability income this is often minimal income and additional benefits
and resources are neededh@®s, may have no benefits, and many lack additional sispjpom
family and friends. The factors increaspovertyand reduce accessgervices that are
available for treatment as well adeguate housing optionsn furn thismay intensify the

stgmpg of the person suffering from SMI. Wilson
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bizarre actions and inadequate socialization skills may be exaggerated by poverty where the lack

of resources results in tlkensumervearing old and unmatched clothingcking personal care

items, which may exacerbate the stigma of mental illness despite the cause of this condition may
actually be poverty. These effects of poverty on dress, hygiene, grooming and lack of resources

will ultimately increase the stigma asated to mental illness and bizarre behaviors that people

identify with mental illness. The lack of material resources also negatively impacts the

consumérs empower ment and sense of being a part
(2003) also foundhat the extent to which people are unable to meet their basic needs was a

predictor of overall quality of life and peophath the lowest incomes we less likely to report

high levels of quality of life along with a low support system. The lack ohiecand access to

resources and supports will not only increase stigma but also the support system, housing
opportunities and social opportunities for improved community integration, social integration

and increased independence. Lack ofincomeandpaveatp | mpact peopl e’ s ab

decent housing in safe neighborhoods (Wilton, 2003).

Poverty may also impact family ties as it is commorctorssumer s t o f e el burde
those supporting them such as parents, sihlargs adult children (Wilton,@3). The strain on
the family relationships as well as the feelings of being a burden on others impacts negatively on
theconsumer s f e e | iwarth and indepesdence which will ultimately impact psychiatric
symptoms and progress within treatmenhis impact is also felt on tr@nsumer s
socialization interactions and | eisure activi
worked directly against their participation in meaningful activities, their ability to build and
sustain social tationships, and opportunities to enhanceseft eem and reduce s O

(Wilton, 2003, p. 152). Not only does lack of resources and finances impact relationships,
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housing and adequate resources, the lack of finances also impacts the oppdhanities

consumehas for participation in social/leisure activities and other activities to feel a part of the
community. Consumes often have problems in participating in meaningful activities on a

limited budget resulting in increased time withintrem ppor ti ve | i ving progr e
meaningful activities may make social integration for people with mental illness more difficult

and it has particular implications for people in congregate living facilities. Many respondents felt
they spenttoommc h ti me at their facilities”™ (Wilton,
isolation of theconsumems well as less integration within their own community and having

reduced opportunities for increased social supports, particularly for thosargvheing

discharged into the community. Having this additional social support already accessed in the
community will make the transition that much easier. However, this researcher would also like

to point out that within supportive living programs asenf community is built amongst the
consumernd staff at the program and they build their own support systems amongst each other
within the program as well as upon reled@@ensumes continue to maintain their friendships

and supports of each other eadter the transition into independent living occurs which offers
additional supports to each other allowing for a more effective transition and support of

mai ntenance of treatment compliance. “Rel at i
activities on aoutine basis provide a solid foundation and enable the participants to feel whole

and equal andSewerinasone 20Q6dp. 291).

Socialization

Individuals who have mental health concerns often struggle withlsot@gration in the
community.One explanatiothe authors Granerud and Severinnson (2006) offer are the reported

experience of living with shame and loneliness. Often times those with SMI live with shame as a
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result of the stigma directed towards the SMI population resulting in scatios and feelings

of loneliness. Another explanatiomay be thathe symptoms related to various mental ilinesses
such as depressive mood from major depression or bipolar diagnosis could result in social
withdrawal. Paranoia related to schizophreniguisis could also result incansumer

withdrawing oneself due to lack of trust in others. These actions result in feeling lonely which
are often linked to low selésteem, anxiefyand depression (GraneraddSeverinnson, 2006).
Persons who exhibit mopsychiatric symptoms experience more negative reactions from others
as well as fewer supportive interaction which in turn makes social integration that much more
difficult (GranerudandSeverinsson, 2006). Therefore, an adequate day program or support
organization (e.g., national alliance for mental illness) or even satisfactory employment may
reduce the stigma and ultimately reducing the feeling of alienation (Graaed$®verinnson,
2006).GranerucandSeverinnson (2006) found that approximately hadfréspondents

diagnosed with SMieported conflicts aong their family relationships which they believed had
these conflicts were felt to have a bearing on the ability of the participants to lead a meaningful
life. Family conflict and social isolation rdssiin increasing feelings of loneliness, inadequacy

related to the stigmand feeling alone in day to day lives due to lack of support not only

financially but also emotionally. “The qualit
experiencegd f f ect one’ s sense of |l oneliness; Lonel i
and somatic ail ments, |l ower | evel of satisfac

(Weiner et al., 2010). As Weiner et al. (2010) pointed out often tinese feelings can trigger
increase in other mental health symptoms such as increasing depressive mood or suicidal
ideations. Physical ailments such as stomach aches or headaches can occur as a result. As related

to feelings of loneliness one may begirf@el helpless and hopeless, may feel there are not
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adequate resources for help and may often become uncooperative or unmotivated in improving

mood.

The impact on the psychiatric symptoms from negative relationships with others will in
turn affect the dationships among others. Within the process of integrating in the community
consumers often seek supports and relationships with family, friends and other health services
(GranerudandSeverinsson, 2006). The amttisupports and relationships henefical for the
consumernot only for their own emotional wellieing but also for their continued independent
living, compliance with treatmerdéind ongoing psychiatric stabilization. Social support and
relationshi can play essential radén improving thelives of those with SMI (Yanos et. al.,

2001). The importance of positive social interactions and supports is evident throughout the
literature and is evident when working in the treatment field. This is an important aspect of
treatment, in outpatient $ietys or supportive living settings, and it is important to include these
on treatment plans and within all treatment modalities and settings. Those persons who have a
positive social support system recover quicker from serious mental illness than ltioode mot

have as strong of a support system (GrananaSeverinsson, 2006).

Social relationships among those diagnosed with SMI impact all aspects of their lives this
includes quality of life. Yanos et. al. (2001) within their study of this topiaodahat negative
interactions socially may have a causal role in determining the quality of life and that this effect
can not be explained only on the basis of mental health symptoms, such as paranoia or
depression, causing the person to interpret sot&actions in a negative light. This suggests
that the impact that social relationships have on mentally ill persons is significant and cannot be
explained away by the impacts that psychiatric symptoms may have on their quality of life.

Typically the teatment of persons with a mental iliness takes place within the community and
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social integration is imperative to this treatment to improve mental health and symptomatology
(GranerudandSeverinsson, 2006). However, this type of treatment and the impedésocial
integration should also be included within treatment of mentalyprksumes in all treatment
settings including supportive living environments. Chen (2010) maintains that highly structured
residential settings including supportive housimgioves functioning, permits for higher
autonomy and economic viability, facilitates social and community integration and gains higher

resident satisfaction.

“1'n conjunction with skil Ilconsumesinadjustiggs, pr ac
family relationships and developing new social connections in order to make independent living
a positive attribute ofonsumer s psychobh oigngal (@Weéh, 2010, p.
relationships and social relationships are once again emphasized to mecktatabilize
psychiatric symptoms and wddeing of SMIconsumes. Programs were encouraged by this as
supportive living programs can foster social interactions and increase feelings of acceptance and
integration within a social setting. There is adh&®increase social supports within the SMi
population. Those working within the community mental health are encouraged to ensure people
with mental illness experience a sense of belonging within the community enabling them to
develop a positive social tveork, learn adequate social skills and ultimately achieve social
integration (GranerudndSeverinsson, 2006). These ideas have great implications amongst
supportive living programs. This is imperative for housing programs to foster these relationships
and teach adequate skills for this population. Increase in socialization is not only important for
those within these settings but also to prepare them with skills once they transition to their own

independent living environment (Tsai et. al., 2000).
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Quiality of Life

Quiality of life is another topic that often shows up in the literature related to residential
and supportive housing treatment modalities. Due to deinstitutionalization there is a concern in
quality of life amongst the SMI population. TestdStein (2000) indicate that it is often

“

considered patients have simply been moved f

all eys of the community.” The quality of [|if
reduced. Adequate skillge not developed and adequate resources are not available. Quality of
life impacts a variety of life domains including social and family supports, independent living,
employment, symptomology and other areas of functioning. As mentioned when socialssuppo
are affected this also results in a diminished functioning capacity. Yanos, Rosamiikld,

Horwitz (2001) found that the degree in which basic needs are not met with those diagnosed with
SMl is an important negative indicator of overall quality &d.liFactors associated with living
situation, poverty, physical health limitations as well as poor management of symptoms and lack
of social supports will negatively impact quality of life. Poverty is a variable that is often
overlooked as a variable thas an effect on quality of life as well as low social status of the

SMI population (Yanos et. al., 2001). There is a large need for transitional programs and
housing programs for the SMI population, specifically in Georgia where deinstitutionalization
continues to occur. Therefore, it is important to recognize how various types of housing

programs can impact quality of life of those transitioning into these types of housing.

Specifically when looking at a supportive housing program. Weiner et. al. (Rodpleted a

study for a preliminary investigation of how the type of housing, levels of loneliness and social

supports impacts quality of life. Two different types of housing were looked at including group

homes and supportive community housing (Weintlesle 2010). These authors found that
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“soci al |l oneliness I mpacted the quality of |i
homes” (p. 395). The authors of this study (
“t he mor e nodivemading commmunitiep greate opportunities for more

independence and autonomy, which in turn, help them become less vulnerable to a reduced
guality of Iife” (p. 395). This is important
should be a mitive environment for improved integration and social supports within the

community. This allows for skill building and support system development which will continue

when integration within the community occurs. These issues should continue to beettidres

all treatment settings and within the support living program as a large part of the housing setting.

However, it should always be kept in mind that all treatment capacities and goals
including improved quality of life and socialization is ultimMatg t he consumer’ s ch
et al. (2007) emphasizes that consumer choice has been associated with positive outcomes
related to community integration such as increase in residential stability and a decrease in
psychiatric symptoms. This finding isoskely related to thAmericanWork Inc. supportive
housing program as consumer choice is required when developing transition plan into the
program and ongoing treatment planning throughout the prodisam.Bond, Salyers, Godfrey
andDavis (2010) point duthat there is an assumption that all consumers want independent
housing, however it was found within this study that althahgimajority of consumers
preferred independent housing, as many as 41% are interested in alternate forms of housing as
well which includes supportive housing options. Therefore, it is important in developing
transition plan at beginning of treatment as well as treatment goals throughout treatment to not
allow assumptions to get in the way of identifying the individualized tre@tgeals. The

individual needs to identify what is important to them and the treatment team should recognize
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this and not jump to conclusions that all consumers want the same, in this case individual

independent housing.

Other Treatment Considerations

Co-Occurring Disorders

Thus far mental health diagnoses have been mostly discussed. However, there is another
aspect to those receiving mental health treatments and thavcswoing disorders. Wilton
(2003) found that along with cigarettes those diagthegth a SMI are at a greater risk for
substance use and problems than the population as a whaledDaing disordersra
identified as havingpoth a mental healttiisorderand a substance use diagnosis. Although,
diagnoses of both disders are commonith SMI, co-occurring disorders bring new set of
challenges in treatment. Both need to be addressed but which way is most effective? It was
previously debated which disorder should be treated first. Should the mental health concerns be
addressed prioptsubstance abuse problems or should the substance abuse be addressed to
ensure sobriety before mental health could be assessed and treated? However, the most recent
research has indicated that treatment of both mental health and substance abd$=sbatéd
at the same time. People witbraccurring disorders should receive@ocurring treatment. On
top of treatment for both disorders there are numerous other concerns related to those having
substance abuse and mental hedisbrders Substance alse is associated with a number of
social and financial costs for those also with a SMI diagnosis including homelessness,
incarcerations, limited supportnd psychiatric relapse (Wilton, 2003). Therefore, the need for
supportive living housing as well &aansition plans for those hospitalized does not lie only with

the SMI population but also the-cecurring population. Tsai et al. (2000) found tt@aisumes
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with a ceoccurring disorder can benefit from supervised housing and their study found that
appoximately half of those diagnosed with-aocurring disorders in this study preferred
supervised housing at the onset of treatment with future hopes that independent living would be
achieved. These participanédthough wanting independent housingresatisfied and

preferred supervised housing, particularly at the start of treatmeiicc@ioring has typically

been connected with numerous other negative outcomes including increase in relapses and
hospitalizations, instability of housing often resultindiomelessness, increased incarceration
rates, violence and economic burden on others such as family (Bond et al., 2004). It is also
thought thatonsumers diagnosed witl-occurringdisordersare responsible for creating a

higher demand for treatmerdrgices in local jails and may impact the perceived high recidivism
rate among the mentally ill (Severson, 2000). This indicates an even greater need for adequate
community based services not only to reduce hospitalizations but also to reduce legal

involvement among both SMI and -@xcurring populations.

Drake, MorrisseyandMueser (2006) suggests that there is a tendency for diagnosis of
conduct disorder, antisocial disorder and criminal behaviorsermgumes with ceaoccurring
disorders before there isdeagnosis of schizophrenia or-oacurring disorder rather than as a
consequence of these disorders. This impacts not ontptisamebut how theconsumers
clinically treated. There are typically no standard treatment recommendations for dually
diagno®d forensiconsumes. At the same time that there is an increased incarceration rate of
theseconsumes there is also a decrease in funding for developmental treatment research for the
forensic mentally ill which impacts developing adequate treatmentreendations for this
population (Drake, MorrissegndMueser, 2006). However, these authors also sugggtt a

specific model of combining the @mcurring treatment with traditional criminal justice system
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interventions may be effective when treatihg population (2006). This could include

cognitive behavioral interventions which is often recommended for antisocial behaviors. A
variety of techniques may be useful with theomzurring forensic population however

additional research is needed tetmine effectiveness of these treatment interventions. This
population presents additional challenges in treatnk@ménsic consumers with a-ogcurring

diagnosis have been found to have less psychosis, more depression and trauma, more childhood
condut disorders, and more adult antisocial personality disorders along with violent behaviors
and severe substance abuse than thdgrensic ceoccurring study samplgB®rake, Morrissey,
andMueser, 2006). These challenges in themselves need to be iniciuckstment on top of

the treatment for SMI and substance abuse. This within a supportive living program can prove to
be complex and challenging for staff and the program as a whole. Drake, MoarssEyieser

(2006) offer suggestions for treatmentoh es e i ndi vi dual s including *
and criminal justice sanctions (e.g., court stipulations, probation revocations, jail time,

emergency detentions), therapeutic communities, medications that may diminish disruptive,

violent, and crirmal behaviors, or newer interventions to help individuals move towards

recovery” (p.430).

Legal Involvement

In 2006, there were at minimum 341,000 incarcerated individuals with diagnosis of SMI
in the United States, representing approximately 15%dwigtuals incarcerated in that same
year (Bloom, 2010). “Researchers have found
mental disorders, is significantly higher than the percentage of persons with mental disorders
residing in the general populabn” ( Sever son, 2000, p. 574). T

individuals d the SMI population may be due tmmamber of reasonsiowever it continues to
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impact the criminal justice system ultimately affecting the treatment system. Bloom (2010)

offersan expl anation of the increasing incarcerat
now have the lowest number of beds in decades, and over the last decade we have been losing
community hospital beds, even .828610)oetermingppoop ul at i
this era the “incarceration revolution” due t
The link between incarceration and hospitalization is evident within the literature. Chaiklin

found an association between length ofetigpent in jail and a history of havingdn in a mental

health hospitajas cited in Severson, 2000, p. 576). This connection has a major impact on the
community based mental health services and specifically on those within the supportive housing
program However, this is not the only issues related to forensic involvement within the

community mental health treatment environment.

There is a vast amount of literature related to various legal concerns and involvement
with the SMI population. This conaerlso applies to the supportive housing program. Test and
Stein (2000) emphasidéreating this population the same as the general population allowing for
natural consequences; without natural consequences people become irresponsible for their
behaviorsand reinforces deviant behaviors which ultimately can increase the frequency of these
behaviors. This is addressed within the supportive housing program asdhesenes who
break the law are held responsible for their actions. Although all factoskareinto
consideration (e.g., if delusional or psychotic and reacting on these delusions or psychosis an
alternative option is hospitalization or crisis programs for stabilization) legal involvement is
sought for safety and to ensure that the consumlezgé¢aponsibility for their behaviors.
Consumes who break the law should be arrested, prosecatetheld accountable for their

sentence (e.g., jail, fine, probation) just as any other citizen wouldgiéStein, 2000).
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However, clinical judgment isracial when determining how tleensumer s cr i mi n al

should be managed.

There are numerous ways thatamsumemvithin the supportive living program of
AmericanWork Inc. can be involved with the legal system as discussed in the introduction.
Mental Health Court, Not Guilty by Reason of Insanity status, Incompetent to Stand Trial as well
as Incompetent to Stand Trial nrogstorable status as well as civil/outpatient commitment status
are all ways in which aonsumewvithin the program can have ldgavolvement. This is on top
of probation and parole involvement from previous criminal convictions. Hospitals are
increasingly housingonsumes with forensic involvement for the state resultimglecreased
beds for voluntary admissions those withoticourt order (Bloom, 2010). This poses an
additional problem with ever decreasing crisis stabilization availability as related to the
deinstitutionalization in most states. With thesasumes found incompetent to stand trial they
often wait in jails fo a period prior to this status as they await the official evaluation. Then they
may wait in jail after the evaluation to gain a bed opening within the hospital to begin the
competency restoration process. On top of this the hospital stays may be langexgbcted for
all those with forensic involvement as placement is more difficult than someone without legal
involvement. Often, there are limited options for this clientele. The courts have to approve their
release plan and their chosen placement therdifits may limit the opportunities available.

Bloom (2010) found in the state of Oregon that SMI individuals were incarcerated in jails for
abnormally long periods of time awaiting evaluations and beds in the state psychiatric hospitals.
These stays mayot always be the best of conditions as jails often are not set up for treatment of

the SMI population including adequate medication resources.
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“The degree to which forensic outpatients
psychological social, anchpy si cal di mensi ons was also fairly
Supportive Living programs are increasingly needed for placement of SMI population with legal
involvement which is an ever expanding population. Bloom (2010) offered that communities
need an adequate number of beds within acute care facilities for necessary backup to the criminal
justice system and SMbnsumes, this includes ongoing transition housing within supportive
living programs. Taking legal aspects and the numerous otherdagtolved in the supportive
housing program into consideration as well as treatment for SMI, often times the ultimate goal of
theconsumers independent living within the community. Tsai et al. (2000) found that majority
of consumes in their study prferred their own apartment as ttensumeprogressed through
treatment. Preference in living arrangements may change as treatment progresses and this is
addressed with eadonsumewvithin the supportive housing program. There is a need for more
structued supportive living arrangements whensumes transition into the community and
studies have found that this is often preferred¢drysumes. However the goals and desired
living arragnements may be adjusted ascttressumebegins to meet treatment geand

becomes farther stabilized with their mental illness.

Transitioning from supportive living environment to independent living residences is a
move that requires careful planning and adequate follow up supp@®s, Barrowand
Tsemberis (2004) cwlucted a study as related to independent living apartments for mentally ill
consumes. The authors found that within this population the challenges presented were
difficulty coping with loneliness and adjusting to new tasks of living alone. Correlationa
analysis of these researchers indicated persons discharged from state psychiatric hospitals were

particularly likely to face these difficulty immediately prior to being discharged. This is
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consistent with gevious findingswhich suggest a prolonged intsitionalization actually
decreaseseonsumer s prepar ation for returning to indefg
cited in Yanos et. al., 2004). Yanos et. al. (2004) also found in this study that feelings of

“cul ture shock?” eaoudlivingmarraegement decreaseaover timg hopaver it

is important for these issues to be addressed and preparations for managing these concerns need
to be included in transition planning. Asnsumes are preparing to leave a supportive housing
programand gaining independent living environments alone or with family/friends it is

important to have adequate frequent support systems within the community to prevent feelings of
being abandoned and “dumped” by t hcensumereat ment
and encouragement to maintain compliance with mental health treatment with amount of

supports diminishing over time will benefit tbensumeand allow for increasing chance of

success living independently within the community.

Program Evaluation

Need for Evaluation

Within program evaluation of programs like these it is imperative to ensure that the goals
of the programs in improving quality of life for tkensumems well as reducing need for
hospitalization, however there is a lack of thegetyf evaluations. The increasing need for
supportive living programs in Georgia as a result of the ADA settlement and impending closing
of state psychiatric hospitalization is indicative of increasing need for evaluation of effectiveness
of programs suchs these. Program improvement of existing programs and determining aspects
of the programs that are effective for development of additional programs can be gained from

program evaluations such as these. Determining variables that allow for successfidriran
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from supportive living programs to independent living within the community as well as
determining variables that negatively impact this successful transition will benefit community
based treatments such as these greatly. However, often timesypsgiaations are not

completed on state funded programs or programs not developed from a grant in which an
evaluation would be manttay. Bloom (2006) offeredn explanation of reasons for lack of

t hese eval uat i-fendes by béthgstate dreodinty govennchent and if not

extremely well managed, these programs will run into trouble such as lack of knowledge as
related to problems of the programs as too little attention is paid to program evaluation and
oversight”™ (p. 7 8umgrousagéntids providiggovetsighe of gtatedunded
programs including state agencies, accreditation agencies and payment sources there is minimal
actual formative structured evaluations performed. These types of oversights are typically audits
in whichthere is an evaluation after the service is provided. However, there is no information or
evaluation completed to determine what makes
providing for suggestions of program improvement and suggestions for progratopeent.

Kirsh, Krupa, HorganandCarr (2005) suggesteatdat such processes are often viewed as a way

to meet requirements of accreditation or other funding sauregsthe benefits of program

evaluation go beyond funding and professional standadlalbow for improvement of
implementation and ongoing operation of programs for community participation and quality of

life for those needing these services.

The determination of shared purposeful goals is difficult among agencies as the goals are
often determined not by the agencies but by others sources. This makes program evaluation
further challenging. There are additional concerns including funding and political concerns as

related to program such as these. Kirsh et. al. (2005)edseit a t  “nt tdwéhicheprogram
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evaluation drives policy and funding decisions influences the ability of community mental health
programs to establish their own goals” (p. 24
done internally as well as externally throughthe development and implementation of the said
program. Kirsh et. al. (2005) assert that there is an assumption that community mental health
and addiction programs are able to participate in evaluation activities for accountability, public
relations ad improved service delivery purposes. These can be used internally for informed
service delivery and improved treatment services with ongoing program improvement (Kirsh et.
al., 2005). The need for ongoing evaluation of programs is needed for fartrssnaesseof

what is working and what is not. By determining successful aspects of supportive living

programs than these can be implemented within other programs such as these throughout the
state. Also, by determining what is negatively impacting the prografrgoals of the program

by an evaluation than changes can be made for the program to become more efficient in meeting

their goals, specifically with supportive housing, meeting the goal of community placement.

Evaluations of Communifglacement

There hae been prior evaluations located within the literature that discusses program
evaluation on supportive housing programs as well as community placement programs. Although
these types of evaluation are limited, overview of these types of programs are miiporta
developing an evaluation model of a similar progrdmtze, BouffardandFalconer (2009)
compl eted a program evalwuation on the Washing
took high risk offenders from prison or jail and provided wraadoservices, treatment, and
affordable/safe housing during reentry into the community. The housing program lasted
approximately 12 months with ongoing supports to gain treatment, employment, and self

sustainability (Lutze, BouffardgndFalconer, 2009)This program was in its infancy at time of
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review and despite inability to deteine its effects on recidivisnmospitalizationsor other

variables the evaluatiometermine through the program and literature review that access to
stable housing is an portant aspect to assist offenders with transition from prison to
community (Lutze, BouffardandFalconer, 2009). A similar evaluation was conducted by
Wilson andDavis (2006) on the Project Greenlight reentry program which was also a prison
based reemgrprogram. This evaluation ass=tthat the program was implemented primarily
based on current literature and found that correctly matching offenders with services is just as
critical as the services provided (WilsandDavis, 2006). In other words, nhonly is important

to link these participants with treatment services and community resgoutedso to ensure

that the offender is linked with these services that match the offender and their needs. This is
similar with individualized treatment plamg as it is important to match the treatment needs and
stated goals/objectives are individualized todbesumeand correctly matches their particular
needs. WilsomndDavis (2006) also found that services provided needed to be the highest
quality, however even with the quality of services being taken into consideratia@otseamer
needed to be matched carefully with all services being implemented properly. These evaluations
determined that the need for adequate treatment services as well as itideddisumer

needs including stable and affordable independent housing within the community is of upmost

importance.

Within the literature there are also various evaluations as related to placement of
homelessness within supportive housing prograntkaris et.al. (2010) performed an
evaluation on the Collaborative Initiative to Help End Chronic Homelessness coordinated by
several fedmal agencies. The program svaitiated to provide housing and supportive services

for individuals with psychiatric d@gnosis, substance use concerns, health and related disabilities
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who experienced chronic homelessness (Rickards, et.al., 2010). This evaluation discussed and
determined that for those who are homeless to completely engagement in mental health and
substancebuse treatment and recovery services, stable and safe housing is a necessity.
Immediate access to housing, choice with living arrangements, supports with intensive case
management and linking to treatment services is essential for housing stabiligrécigation

in treatment according to Rickards et.al. (2010). This particular evaluation is pertinent with the
current evaluation as implementation and program improvement based on identified variables
that negatively and positively impact the succesoaimunity placement from the supportive

living program relates to homelessness factors. Within this evaluation challenges of providing
housing and services to those with complex issues and needs are discussed in relation to success
within the program as @l as the multifaceted process of program/services improvement and
systems change that are related to homelessness and the mentally ill (Rickards, et al., 2010). The
growing body of literature related to supportive housing as well as the increasirggiatiliaf

program evaluations within this area will continue to increase the knowledge of implementation

and improvement within supportive housing programs.

Conclusion

It is emphasized in the current literature that social integration, autonomy anoy/@rea
preferences ofonsumes living with SMI within the community (Santone et al., 2005).
However, barriers to community integration exist which include stigmatizing attitudes of staff
and practitioners, segregated services, fragmentation within gl lack of access to
adequate services (Bond et al., 2004). It is important within community treatment services,
including supportive housing, that all aspects of services ensure suitability and effectiveness for

each individual and that these barsiare addressed and eliminated. Previous research and
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literature show that community based treatment is as effective or more effective than hospital
based treatment in helping people with psychiatric disabilities to gain employment, acceptance in
communit, and reduce use of medications and outpatient servi@silting in less dependence

on mental health system and more dependence on self (Carling, 1990). The goal of the
AmericanWork Inc. supportive housing program is to meet these requirements offiegfe

treatment to reduce hospitalizations and ultimately improve quality of life. By determining
specific variables that both positively and negatively impact the successful transition of
consumes into community integration and independent living, adhBn can program

improvement be gained as well as improvement in developing future programs such as these.

There is a lack of utilization of program evaluation within state funded programs for a
number of reasons; however, the need for these evalu&tiopgrams such as supportive
living facilities continues to rise. With the continued emphasis on community based treatments
without the use of psychiatric hospitalizations the need for supportive living programs is
increasingly important. However, withbprogram evaluations it remains unknown if these
programs are successful in meeting their goals. By completing program evaluations on programs
such as these there is the ability to identify variables that positively and negatively impact the
outcomes ofhe program. In this case a program evaluation is needed to determine those
variables that positively impact successful transition to community living and those that
negatively impact successful transition to community placementoBguctingevaluations
further implementation of supportive living programs in other locations have information to draw
from in its implementation as well as additional information for program improvements and

changes.
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CHAPTER IlI
METHODOLOGY
This chapter will discuss ¢#hresearch methodology and design used by the researcher to
evaluate aspects obnsumes within the AmericanWork, InSupportive Living Program that
allow for successful living within the community after completion of the program. The ultimate
goal of the AmericanWork, Incsupportive living program is to decrease hospital admissions and

readmission®y increasingtability with independent living placement within the community.

Research Questions

1. What is the level of effectiveness of the supportiventiprogram at increasing transition
to community living among severe and persistent mentaltprisumes?
2. What preadmission, prograrspecific and secondary variables are related to the outcome

of the supportive living program?

Participants

The articipants for this studinclude consumers from the supportive living program that
continue to live at the residence, that have graduated from the program or that have been

discharged from the programtixeen the periods of May 2007 thilovember2011.

An exhastivesamplewastakenbased on the program participamsluding participants
currentlyenrolled inthe program as well as those that have been discharged to the community

and other referral placemersisice the beginning of the programin May 20B@t i ci pant '’
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wasgathered from existing records maintained by the supportive living program. Weekly
reportsweremaintained of altonsumes that have been with the program since its inception.
Approval from the area director of Columbus, Ga, Ann Rallegt program director, Charlotte
Wenzell, were obtainedSéeAppendix A). A total of 140 participant datasavailable
through already existing data. This datasmaintained by the program amnésprovided
anonymously without identifying information tfeconsumes. The data wasaintained via
excel spreadsheet amdsupdated weeklwith changes. This information wayiven to this
researcher via the spreadsheet without the names cbtisemes to maintain this

confidentiality.

The M0 participantsvereall adults ages 18 and older, ranging from agegR2®ith the
mean age of 45.6 Ages 30 to 44 are more likely to experience mental illness (55%) with ages
4559 (46.5%) being at a higher rate of seeking mental health treatment according todhalNati
Institute of Mental Health (2005)T'he participants wereoth male (96, 68.57%) and female
(n-44, 31.43%) and all have primary diagnosis afental healtldisorderas this is the criteria of
being in the programThe National Institute of Mentédealth (2005), however, reports that
women are no more or less likely to experience mental iliness in their lifetime as compared to
males.Of the sample ofonsumes 100 (71.43%identified as African AmericarB8 (27.14%)
identified as Caucasiaandtwo (1.43%) identified as Asiant wasalso reported that African
Americans are 30% less likely to experience mental illness than Caucasian, despite the
differences within this population (National Institute of Mental Iliness, 2005). It is important to
notethat this populatiomvasgained from a program which accepts consumers who have no or
low income as well as those with disability benefits from the stEte. National Alliance on

Mental lliness have found that African Americans are at a disadvantageessang mental
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health care and it was found in 2001 that 20.2% of African Americans were uninsured.
Therefore, this program along with other community mental health treatment facilities may see a
higher rate of minority consumers who are at a disadvargagoeconomicallylherewas an

average of 7.04 days back into the hospital after admission to the program amongst the 140
participants with a 99.51% rate of community days compared with hospital days since admission
to the program. Themwasa total 0f82,705 days within the community and 993 hospital days

amongst all 140 participants since the inception of the program in May 2007.

Participants wereategorized by their status in the program. Groupchudesconsumes
who have successfully transitiah&om the supportive housing program to independent living
within the community. Independent living can include own apartment/housing placement as well
as living with family or other support systesuch as a friendGroup Bwasdefined as those
consumeswho have been discharged from the program. Thesedefined as those being
discharged from the program and no longer living within the residence, other than successfully
transitioning to the community. These could includevieerte not limited to those wo have been
discharged to higher level of care such as personal care for medical needs, incarcerations, or
return to hospital for farther stabilization. Higher level of caasoften needed and these
consumes returredto the hospital or other placemefdr the care thawvas needed. These
consumes may have returned to jail due to new charges or vioktibprevious court order
No follow up wascompleted or maintainegpon their discharge. This group alsoludedthose
consumes that continuato live within the supportive living program and have been with the

program for greater than or equal to 18 months without discharge into the community.

Other groups includkthoseconsumes living within the program for less than 18 months

that have not beattischarged into the community, those that were discharged out of town
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therefore no follow upvasavailable as well as those tlaae deceased. These groups wete
included in the data analysis as the goal of the evaluatsito determine the variabléisat
impact those successfully discharging within the community and maintaining this placement
within thecommunity. The evaluatiosoughtto determine which variables positively and
negatively impa@dthose successfully graduating as compared to thaseaimaiedin the
apartments. The goal of the programasto successfully transition trensumes to independent
community living.Determination ofvhich variables play a part sconsumes not transitioning

out and those whevho havetransitiored out andweresuccessful at maintaining this community

living is imperative for farther success andjoimg operation of the program.

The sample includes majority of participants (n=71) within g®uyth group A
totaling 30 participantsOther groups as mentioth@bove include those who are deceased (n=5,
3.57%) and those that were discharged without follow up out of town (n=14, 10%). There remain
20 participants (14.29%) thaterecurrently living within the supportive housing program and

have been there lessathh 18 months.

Program Evaluation Model

A Logic Model for prgram evaluation identifies stdyy-step what a program will do
and how their goals will be accomplished. This ultimately allows for evakiatadentify goals,
theories, population, inputsyategies, outpuigind outcomes of the program (Unitéthy,
2008). This allowdfor the program evaluator to determine the intent of the program and what
has been accomplished at adequately implementing these intents and meeting the desired
outcomesofther ogr am. Wit hi n t hjthe progeaswasalreadgier * s eval

existence thereforihese aspectserereviewed as thewerealready in place within the
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supportive housingrogram. The outcomeagere identified to determine what has been
acconplished and the evaluatialetermine those variables that assisted with meeting these
outcomes and those variables that were not a positive impact on meeting these outcomes. As an
outcome based odel the Logic Model assistaa evaluation of determining hoand if the

program goals were met and how the program can ultimately improve to meet the desired
outcomes. The United Way publishes a Logic Model Handbook (2008) as a guideline in

applying for a grant for starting and implementing a program and then d@npéa program
evaluation. This guidele washow this researcharganizel and complete the evaluation of the

AmericanWorksupportive housing program.

The Unitel Way Handbook (2008) identifieskveral steps in completing an evaluation
including detemining various aspects of the program: goal, theory, population, inputs, strategies,
outputs, outcomes and indicatoFie current evaluation wasnducted on an already existing
program and therefore this researcher gained the cooperation of the Ave@mfand Program

Directorand assistance and determinleglse various aspects as follows.

Goal

The goal otthe supportive living program was reduce hospital admits of those within
the program and to ultimately improve their skills to successfullyiidependently within the

community.

Activities

The theory of the program wao provide adequate community mental health treatment
services and supports for increase of skills ofcthresumeto reduce crisis needing
hospitalization as well as improvaadiependent living skills and illness management to allow for
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theconsumeto maintain independent living. By providing the appropriate treatment services

and supports theonsumeyrin theory,will improve management of their illness and learn daily

living skills for managing their own independence within the community without having to rely

on the hospital system. This program is needed as hospitals and crisis stabilization units continue
to decline in numbers. Tlewnsumewill need to learn to rely on gpdtient treatment services to

decrease the dependence and need of these hospital stabilization units.

Populatioriinputs

The poplation of this program includeatlults age 18 and over that have primary
diagnosis of mental illnegsxcluding developmentalisabilities and those with primary
diagnosis of substance abuse). thasumemust havéhad(a) four or more admissi@to the
state psychiatric hospital within the 12 months prior to their referral to the prograray30 d
readmitswerealso looked at)or (b) greater than 30 days in the hospital within the 12 months
prior to their referral. Strategies of the program which inaudputs as in resources thaere
needed to operate the program and servicesviraprovided by these resources for treatment

of theconsumer

Strategies

Strategies includkthe psychiatric treatment received (i.e., doctor services with
medication management, psychosocial rehabilitation day treatment services, case management
services, and nursing management with medicationtororg). The specifics of each of these
treatment modalitiewerealso included in the strategies with interventions such as, but not
limited to, social skills, vocational skills, independent living skills, and illness management

skills.
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Outputs

The outpts wee identified as the direct results of the interventions and wast
actuallycompleted and accomplished based on the treatmentipiaroverall objective of the

program as identified in the strategies with the specific intervention as provittedaaotputs.

Outcomes

The last step of the Logic Modeiss identified by the Logic Model Handbook provided
by the United Way of American (2008) is the outcomes. Due to the supportive living program
being alreadyn existence the outcomes was what feassed on within this evaluation.

Although, the above criteriaeregathered to allow for farther understanding of the program to
develop the adequate evaluation model and variables for which should be measured, the
outcomesverewhat this researcher focused. To determine what impacts the successful
transition into the community from the program and what negatively impacts those who do not
complete the program@n outcome based model svatilized Within themodel austcomes

includal indicators for which theutcomesveremeasured and how this researcher witvin
thatthe goal and proposed outcomeseavmet.Indicators for this particular evaluation indki

the variables that were measured. This allofeeagneasurement of the goals which incldde
reduction inpsychiatric hospital admits as well as improved transitioning to independent living.
This model wa used to organize the evaloatiand ensure all information wgathered and
measured to determe if the goals of the program meaccomplishedFigure lillustrates a

simple logic model based on this evaluation.
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Figure 1: Program Logic Model
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Identification of independent living have a positive and
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identified for the community. the goals of this
consumers for which program will be
they receive while in identified for
the program. additional
improvement within
the program itself.
Impact

Utilizing this outcome based Logic Model as proposed by United Way (2008) the

spportive

| i v i ngydentified alongawith eadntgreentin and atrategy that

was put into place. These include all treatment services provided. Other variablesvetech

described within this method sectionsreidentified as well as the step by step procedures that

werecompleted within this model.

Procedure

After obtaining approval by the Institutional Review Boéippendix B) the researcher

coordinatedvith the supportive living program director, Charlotte Wentegbtain the data
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from the supportive living progranilhis includedveekly reports of thaswithin the housing

program as well as additional dischargkdditional information includedhe supportive living
program handbook, policies and procedures, criteria for admissions and the mission/goals of the
program set forth by AmericanWork, lngere obtained via handbooks as well as interviews

with the Area Director, Ann Riley and the program director, CliarMVenzell. The reports e
condensed into the above mentioned groups as well as adtiteorables that we analyzed.

The reports werebtained via email from AmericanWork, Instaff and the data wasaintained

via Microsoft Excel spreadsheet. The dafatained wa existing data and wagrther analyzed

for the needs of the program evaluation.

Data Analysis

Multiple Regression wsaused vith the goal of identifying wich variables correlate with
success in discharging from the program into community independent living. The variables that
correlate wih Group Awereidentified as variables that assist in successful transition within the
community. Identifying variales that correlate with Groupd@soallowedfor increased
understanding of what variables have negative impact on successful completion ofjtaepro
The goal of the analysis w&o determine the variables that correlatgh those who have
successfully completed and have maintained independent living as compared with those
variables that correladevith those who have unsuccessfully completed the program. This
allowedfor improvementndsuggestions for changes in the progfama better chance of
success within transitioning to community living. The basic idea with using multiple regression
wasto look at several independent variables to determine predictsuscdss in the program

(Group A. By better understanding prettics of success, program improvements can be made.
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Thusby evaluating the program in this waguggestions of program changes be mad®

increase chance of successdachconsumein transitioning intocommunity living placement.

Preadmission vaables wee those variables that impadthe consumeprior to
admissiorto the supportive living progranthis included lengtlof stay inthe hospital prior to
admission to the program, prior placement type, prior community placement, and number of
admits to hospital prior to the program. Program specific variables wiecavariables that
impacedthe consumemvhile living at the supportive housing program in@ddervices
received while in the program, identified discharge barriers, length of dtag ptogram, and
number of days readmitted to the psychiatric hospital while in the program. Secondary variables
included legal status and diagnosis of t@nsumer The dependent variableasidentified as
the status of discharge from the program. Nieguthat thos&€onsumes discharged and living
within the community and those that have either been discharged without completing the
program or those who have yet to complete the program and remains living within the program

after a specified period ofntie (greater than or equal to 18 moiths

Summary

The progam evaluation wacompleted on the AmericanWork, lisapportive housing
program andietermine the variables that havmpactdthose who have successfully
transitioned into the community fromeiprogram and those that have not transferred to the
community for various reasons. By determining which variavlEr®associated with those
transitioning within the community and those thareassociated with those who hawvet been
transitionedt allowedfor recommendations to the program at adjusting variables and increasing

success of those participants of the program at successfully transitioning to independent living.
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The variablesvere based off of existing data and these variablE®those tlat wereviewed to
have the greatest impact on tesumein successful transition. Variables such as discharge
barriers, family supports and diagnosis can positively or negatively impact their transitioy and
determining which variables have what impean improve the success of ongoing operation of

the supportive living program.
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CHAPTER IV

RESULTS

This chapter includes the results of the data analysis for this program evaluation. A brief
description of the participants, statistipabcedures and the results of the data analysis
discussed. The findings pertaining to each research question will be summarized within this

chapter.

Participants

The participants includecbnsumes (n=129) who have been a resident at the
AmericanWak, Inc. Supportive Living Program since the start of the program until the last date
of data gathering on November 30, 2011. Adult residents, over the age of 18, with primary
diagnosis of mental health as well as meet one of the following criteriaorfooore admissions
to state psychiatric hospital in the prior 12 months, or long period of stay at state psychiatric
hospital (more than 3@ays). The dependent variablesndentified as the status of discharge
from the program. Thosmsnsumes who hae completed the program and have been discharged
successfully to independent living in the community were deemed sucaessfudre identified
as Group An=45, 34.9%). Unsuccessftbnsumes have not completed the program or have
been discharged from tipeogram without successful transition into the commuauitgwere

identified as Group Bn=84, 65.1%).
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Variables

Preadmission variableimcluded those variables that impa&cithe consumeprior to
admissiorto the supportive living prograand inclue the following Length of stay at the
hospital refeedto the length of time theonsumeresided within the state psychiatric hospital
prior to being admitted into th@rogram. Prior placement type svahere theonsumetived
immediately prior to thenegram where as prior community placement refers to the where the
consumelived within the community prior to the hospitalization. Numbesradmissions to the
hospital wee noted to identify how many adult admissionsablesumehad to a state

psychiatic hospital prior to supportive living.

Secondary variables indicatéhose variables that impa&ctthe consumeutside of the
program and treatment systems and indutithe consumemas involved in the legal system
(i.e., probation/parole, incomiant to stand trial, not guilty by reason of insanity). Primary
diagnosis of theonsumemvas identified as psychotic disorders, mood disorders or other
psychiatric dagnosis. Secondary diagnosisswdentified for those who have a secondary
diagnosis alng with their primary psychiatric diagnosi€c-occurring diagnosis refete those

who have a secondary diagnosis of substance abuse.

Program specific variablewhich werevariables that impaetithe consumewhile living at
the supportive housing pgram were also included within the analysis. These include additional
services theonsumereceived while a resident on top of the basic core services. Additional
services could include various types of groups (i.e., substance abuse group, competency
restoration groups), individual counseling, and medication administration. Disdberigss

were identified for eacliconsumeby the program staff upon admission and throughout stay at
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the program. Theseerecategorized into 13 areas listed within TadleLength of stay at the

program as well as number of days readmitted to the psychiatric hospitabwédrelent within

the program we analyzedn determiningmpact on dependent variable.

Frequencies and descriptive statistics were run to gaimipse statistics including

secondary variables which are included within Table 1.

Table 1 Descriptive/Secondary Variables

Group A Group B
Successful Unsuccessful
(n=45) (n=84)
Race Caucasian 12 (26.67%) 25 (29.76%)
African American 33 (73.33%) 59 (70.24%)
Gender Male 28 (62.22%) 61 (72.62%)
Female 17 (37.78%) 23 (27.38%)
Primary Diagnosis Psychotic Disorder 37 (82.22%) 77 (91.67%)
Mood Disorder or Other 8 (17.78%) 7 (8.33%)
Secondary Diagnosis  Yes 30 (66.7%) 62 (73.81%)
CoOccurring Yes 11 (24.44%) 19 (22.62%)
Legal Involvement Yes 20 (44.44%) 47 (55.95%)
Age Mean 46.00 44.82
D 10.766 11.042
Range 23-63 23-71

Frequencies and descriptive statistics were run onaaumefor preadmission and

program specific variables as welhese frequencies are shown in Table 2.
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Table 2 Preadmission and Program Specific Variables

Pre-Admission Group A Group B

Variables Successful Unsuccessful
(n=45) (n=84)

Prior Placement Psychiatric Hospital 42 (93.33%) 70 (83.33%)

Type Other 3(6.67%) 14 (16.67%)

Prior Community Independent Living 24 (75.56%) 40 (47.62%)

Placement or w/Family

Other or Unknown

Length of Stay at

21 (46.67%)

44 (52.38%)

hospital (days) Mean 211.18 545.42

SD 459.58 1065.37

Range 0-2555 0-5840
Number of Adult n=40 n=72
Admits to the Mean 10.15 10.25
Hospital

SD 14.18 9.24

Range 1-73 1-44
ProgramSpecific N Min. Max. Mean Std. Deviation
Variables
Length of Stay at Successful/Group A 45 1 48 14.78 12.642
program (Months) Unsuccessful/Group B 84 0 51 20.42  16.233
Days Readmitted to Successful/Group A 45 0 44 2.29 7.736
Psychiatric Hospital Unsuccessful/Group B 84 0 309 10.18  38.569
ProgramSpecific Group A Group B
Additional Services Successful Unswccessful

(n=45) (n=84)

No additional services

Medication Administration

Substance Abuse (SA) Group

Individual Counseling

Individual Counseling & SA Group
Incompetent to Stand Trial (IST) Group
IST Group & Medication Administration
SA Group & Medication Administration

20 (44.44%)
11 (24.44%)

R R RN D

(8.89%)
(4.44%)
(2.22%)
(8.89%)
(2.22%)
(2.22%)

41 (48.81%)
28 (33.33%)

P WERNDWS

(4.76%)
(3.57%)
(2.38%)
(1.19%)
(3.57%)
(1.19%)
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SA Group & IST Group 0 (.0%) 1 (1.19%)
IST Group, Individual Counseling & 1 (2.22%) 0 (.0%)
Medication Administration

Data Analysis

A Three backward elimination logistic regressions were performed to identify which pre
admission, prograrspecific, and secondary variablesshaccounted for positive anégative
program outcome (i.e., transitior@nsumes) within the supportive living prograriihe model
chi square was used to determine if each of these three models provided a better fit than that the
null model. A summargf the thredbackward elimination logistic regressions is provided in

Table 3.

Table 3 Logistic Regression

Model Pre-Admin Secondary Program-Specific

Full Model

# Variables 4 7 5

% Classified Correctly 64% 67.4% 69%

Model ChiSquare (Sig)  6.074(.194) 6.122 (.526) 16.591 (.005)

Restricted Model N/A N/A Discharge Barriers
(Yes/No

% Classified Correctly 65.19%

a. A restricted model containing one variable (progismecific discharge barriers) was retairfeit13.063,
p<.001).

While the preadmission and secondary models failed to reach statistical significance the

programspecific model was supported<£16.59, p = .005). This model was able to classify
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69% of the participant’s correctly, hian i mprov

model was further refined to include just one predictor, whether a person had discharge barriers
x2=13.06, p <.001). More specifically, of the 62 participants that had some type of discharge

barrier, 50 of these participants (80.6%) were not suadaaghe program.

Discharge Barriers

To further identify which discharge barriers were more likely to impact success in the
program a logistic regression was run using each of the 13 discharge barriers as predictors. The

overall discharge barrier mddeas able to classify 68.2% of the participants correctly and was
statistically significantx¢=27.89, p=.009). After a backward elimination model just one
discharge barrier (DC Support) was retained. This restricted model was able to classify 65.1%
correctly and was statistically significant£9.78, p=.002). Those who lacked support (e.qg.,

family) were less likely to be successful in the program. More specifically they had a .129
probability of being successful, compared to a .418 probability afjmiccessful among those
who did not have this barrier. From another perspective, those without this discharge barrier
were 3.24 times more likely to be successful in the program. This is further illustrated by the
program outcome numbers, specificatifthe 31 participants that had lack of support identified

as a discharge barrier 27 were unsuccessful, a total of 87.1%.
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Table 4 Discharge Barriers

Discharge Barrier Total Group A Group B
Successful Unsuccessful
n= 45 n=84

Lacks Independent & 36 6 (16.7%) 30 (83.3%)

Daily Living Skills

Lacks Natural Support 31 4 (12.9%) 27 (87.1%)

Psychotic 26 5(19.2) 21 (80.8%)

Needs Supervision 11 5 (45.4%) 6 (54.6%)

Noncompliance 8 2 (25%) 6 (75%)

Legal Involvement 7 2 (28.6%) 5 (71.4%)

Medical Issus 7 2 (28.6%) 5(71.4%)

Substance Abuse 7 2 (28.6%) 5(71.4%)

IST Group 6 0 (0%) 6 (100%)

Depressive Symptoms 5 1 (20%) 4 (80%)

Aggressive Behaviors 4 2 (50%) 2 (50%)

Other identified Barriers 3 0 (0%) 3 (100%)

Failed Prior independent 2 1 (50%) 1 (50%)

Placement

Consumes w/ldentified 62 12 (19.4%) 50 (80.6%)

Barrier

Consumes w/No 67 33 (49.3%) 34 (50.7%)

Identified Barrier

Within the participants that have identified discharge barriers (n=62, 48.06%), psychotic

symptoms (n=26, 20.16%), lackimgdependent and daily living skills (n=36, 28.01%), and lack

of natural supports (31, 24.03%) shenito be the most common, particularly within the

unsuccessful group. Sixgeven participants (51.94%) did not have identified discharge barriers.

In summay, the transitiorconsumes within the supportive living program that have

identified discharge barriers weeless likely to successfully complete the program and gain

independent living within the community. The most significant discharge barrierfiele iiat

negatively impacts successful transitiwaslack of natural supports. However, psychotic

symptoms and lack of independent/daily living skillsrealso indicated as a high frequency of

occurrence for those participants who were unsuccessfaingitioning to community living.



CHAPTER V

DISCUSSION

The AmericanWork, Incsupportive living program serves thasesumes whowere
the severest of the mentally ill population within their community. Theasumes have either
had multiple admisens to the state psychiatric hospitals or have been in the hospitals for a long
period of time. Theseiereconsumes with primary diagnosis of mental illness as well as have
severe deficits in skills to live independently within the community. The paatitspwithin this
evaluation include past and current residents that have successfully completed the program, have
been discharged but not successfully transitioned to community living, or remain living within
the supportive living program. The goal of fregramwas to reduce hospitalizations and
improve ability among theonsumes to live independently within the community with the least
amount of supports from and dependence on the treatment system as possible. Programs such as
these are rare and pragn evaluations even less common. Thereforgastimportant to see
whatwaseffective with this program in meeting its goals to provide for program improvements
as well as allow for suggestions for opening other programs such as these. This can provide a
foundation for improving this program and give suggestions for potential development of similar

programs.

It is important within supportive living programs such as these to focus on transition into
community, as successful transition is a primary gbdkgrating within the community in

relation to maintaining support system, social interactions and a sense of belonging within their
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communitywasa critical aspect of successful completion of this program. Upon completion, and

obtaining independent ling, these aspectgerean even greater component in maintaining the
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consumérs i ndependence within community | iving.
relationship between negative interactions and community integrations, with these negative
interactios having a result of decreased quality of life among those with severe and persistent
mental illnesses. Community integration and inclusion of these within individualized treatment
planningwasconsistent within this program and gaining positive outcon@sning community
integration with natural supports improves quality of life amongst those with mental ilinesses

resulting in sustained stabilization and independence.

The primary focus of the current study was consideration of the variables and ttaators
influence or contribute to the success of a program focused on the goal of increasing successful
integration of the severely mentally ill into the community. Based on these thegdamary
guestion othe current study, examingielevel of effectiveness of tis supportive living
program at increasing transition to commuitiiting among severe and persistent mentally ill
consumes. The findings demonstrated that among participants of this program there were 84
participants who did not succedéficomplete the program as compared to 45 who successfully
transitioned to community living. It is important to note that the history of most of the
participants, due to the severity of their iliness, often does not include community @¥ieqg.
timesconsumes weredischarged from psychiatric hospitals and residential settings without the
appropriate follow up or available community based seryressilting in inability forconsumer
to remain stable within community living (Feldman, 2003; MoxlaamdPeyg, 2000; Hamden,
Newton, McCauleyElsom,andCross, 2011).Therefore, having a percentage of those
consumes who complete this program and become successful at living independently within the
community is a positive for this progranihe revolving doophenomenon as it is often tezth

refers to rapid and repetitivdilization byconsumes with mental illnessof emergency room
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visits and need for acute inpatient units often resulting in the increasing need and demand for
adequate and available mentabhh care which has occurred at an ever increasing level since
the closure of institutions. (GirolanaadCozza, 2000; DixomandGoldman, 2004; Razali, 2004;
Sawyer, 2005; Hamden, et al., 201Mherefore, having successful outcomes at any rate is
indicaive that programs can be constructed to successfully meet the goal of transition into
community living forconsumes with severe mental iliness. Although the need for program
improvement is evident, ongoing evaluation and determination of how progranmsprame are

crucial.

When considering pradmission and secondary vaied) it was anticipated that these
variableswoulh ot have an i mpact on the program’ s out
include variables that impaadthe consumeprior to admssion to the supportive living
program, including length of stay in hospital prior to admission, prior placement and prior
community placement types and adult admissions to psychiatric hospitals. Secondary variables
include those variables that impact tossumeincluding primary diagnosis, secondary
diagnosis, cabccurring diagnosis and legal involvement. The supportive living program can
have no impact on these variables as they both have an impactcomslieneoutside of the
progr am’ s example, if ond of thesewariables were found to have a negative impact
on program outcome, there would be very little the program could change in regards to these
variables. Tk program evaluation looked at each of these variablast tonlylook atwhat
works and what does not work in terms of successful transition; it also addresses areas in which
the program can improve at meeting the program goals. Therefore, if program specific variables
are more successful at impacting program outcome, than thepragelf can make

adjustments and improvements. In many ways it is actually a positive indicator of the program
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that these variables, specifically theqadmission variables did not seem to influence program

outcomes.

Coupled with the investigatioof these variables it was also essential to examine the
impact of program specific variables or factors and their link to successful ¢mmpéthe
program. In regartb this program examined in the current study, program specific variables
were foundo have an impact on the outcomes. This occurred witkeiprogram specifically
with the variabladischarge barriers. Discharge barriers were divided into several categories:
legal involvement, found incompetent to stand trial, unstable psychotic sys)mE&oessive
depressive symptoms, honcompliance with treatment and medications, medical issues/concerns,
in need of supervision for daily living and medication compliance, substance abuse, lacks
independent and daily living skills, lack of or unavailaka¢unal and family support, failed
attempts at prior discharge and history of aggressive behaviors. Lack of natural supports
indicatesconsumes who lacksupports including family supports within the community as well
as thoseonsumes whose family is uride or unavailable to provide support for tesumer
Instability with psychotic symptoms include those symptoms which continue to negatively
impact theconsumesuch as delusional behaviors, auditory/visual hallucinations, and paranoia.
Lack of indepadent and daily living skills include those skills thatoemsumeneeds to maintain
their independent living such as cooking, cleaning, maintaining hygiene, grooming, budgeting,
etc. Aconsumewith an identified discharge barrier had a least likely chaf successfully

transitioning into community living.

It is found within this study, that discharge barriers make the biggest impact on outcome
of the program amongst tlkensumes. This is important and not surprising as an outcome

within this study.Discharge barriers in itselVereidentified as variables that impact the
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consumesuccessfully transitioningndweredetermined at the beginning as well as throughout
theconsumeérs enr ol | me nt . The terms timemdelkes, dipchaogg lvasgien
encompasses identified obstacles which hinder successful discharge and stabilization of iliness
and independence. Theserevariables that can have negative impact on obtaining community
living and stabilization of mental illness as well as mainteaarichis independent living and
stability. By having these identified, it is not surprising that tlessumes will have a lower

rate of successful completion of transitioning into community living. The discharge bareiers
developed to indicate toeatment planning that thegereareas that need to be addressed and
included within treatment services for th@ensumes. These barriers can be utilized as a means

to ensure that theonsumers receiving the most individualized treatment to focus eseh

concerns and progress within these matters. By inclusion of these variables within the treatment
plan for eacltonsumeindividually, the program can improve the treatment services provided to

eachconsumer

Consumes who have discharge barriers niewe a lower rate of successful discharge,
however, by identifying these concerns the treatment can focus on the concerns and address
these to decrease these barriers and improve abilibpfmumeto successfully transition out of
the program. The baers identified as having the highest frequency of occurrence within
consumes who had identified barriers included psychosis, lack of natural supports and lack of
independent/daily living skills. It is suggested by this author, as well as within tla¢uits that
these three barriemgerelinked to each other amongst mentallyciinsumes and it would not be
surprising for a&consumeto have all of these three variables (Wagner, 20063omsumemwith
three discharge barriers identified may have tésschance of stabilization and successful

transition into community living. It has been shown that a positive social relationship and a
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strong support network have a potential for decreasing and eliminating psychiatric symptoms
resulting in a positivenfluence on outcomes of treatment and maintaining ongoing recovery of
mental illness (Weiner et al., 2010). The connection between support systems and psychiatric
symptoms including psychosis is evident. The impact of positive social supports on psgchosis
advantageous to tltmonsumes and indicates the importance of supports. Gulcer et al. (2007)
suggests that individuals whizereseverely mentally illveremore likely to need the support of
others. Wagner (2006) found that there is a high prevalerszizl behaviors related to

negative symptoms of mental illness ultimately resulting in a longer length of stay in inpatient
programs. The supportive living program may also experience lengthier stays within their
program without successful discharge tluéhese identified barriers. Some studies have
suggested that diagnosis is not associated with length of stay, while others have found that
psychosis and major depressisarecorrelated with longer length of stay at inpatient and
residential placemen{&igantesco, et al., 2009). Treatment programs, particularly those such as
these that have goals of improved independence within the community, are in need of improving
their emphasis on these factors, not only to meet their own program goals, bubienaiiothe

consumenf ongoing recovery and stability.

Research amongst the mental health population has shown community living relies
heavily on treatment that includes daily living activities as well as social/emotional supports
(Mirza et al., 2008). There is a connection of these two discharge barriers, support systems and
daily living skills, which is needed to address within treatment programs. Focus on these two
barriers will improve treatment planning and progress amaagsumes within prograns who
are attempting to improve thaionsumer s i ndependence as wel | as

programs that are assisting thesasumes with maintaining community livindgsill and Hinds
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(2003) found within their study that twbirds of their sample dhose with psychosis reported

also having difficulty with one or more identified daily living skilidatural support systems as

well as independent/daily living skills both impact and are impacted by severity of symptoms. It

IS not surprising that psychesegatively impacts supports as well as daily living skills,

however improved support systems and independence can in turn decrease psychiatric symptoms
including psychosis. The feeling of empowerment and independence aomswnes allow for
improved nanagement of these symptoms ultimately reducing their severity. Wagner (2006)
proposed thatonsumes with severe impairments in social skills also have increased deficits in
autonomy resulting in a decreased involvement in socially specific actigspite the

connection between these three variables, the significant barrier for impact on outcome of

success within the program is natural support.

Lack of Natural Support

The discharge barrier termed natural support refers to tuoseimes identified a
having a lack of natural/family support, unavailable family support, unstable family support or
the family is unable to manage tbensumer Those identified within this discharge barrier,
within this study, have been shown to be less likely to disehsuwgcessfully form the program
into independent living. Evidently, having a natural support system that is able to offer adequate
support within the community is vital to successful integration within the community and
imperative for maintenance tifisindependent living. Mcrea arpravka (2008) suggest that
while medications are often emphasized within the literature, acmmumes supportive
relationships are a priority over these medications. cbheumes indicated within McReand
Spr av k 8)stady th& Beihg able to contact staff and having an ongoing support system is

crucial to theconsumemvithin their ongoing recovery. Additionally, McRaadSpravka (2008),
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argue that case management support systems with frequent contact withdimeers show to

be most effective in facilitating and maintaining recovery among mentally ill individuals. It is

apparent that providing tteensumer s wi t h skil Il s to maintain the
be developed in the program prior to dischargeergral to theeonsumer s -being dnd

ongoing stability of their illness. Not only is independent living within the community important

to theconsumebut also to the treatment system. The less dependetdnisameis on the

treatment system the bet for theconsumer s qual ity of | ife as well
whose resources are already limit€deen et al. suggedtsat social relationships impact a

consumeérs sense of | oneliness (as citeb@ in Weine
associated with psychologicahd somatic issuedecreased satisfaction with life, alcoholism,

suicide and physical health problems (DiTommaso et al., 2004; DitonranmdSpinner, 1997).

The sense of loneliness impacts various aspectsamisumer bfe and with the negative

impactsof supports on lonelinesk is evident that support with the severely mentally ill

population is crucial in most aspects of their ongoing recovery and stabilipaticess

Within program evaluations such as thesegtk of stay is often evaluated as well as
how this impacts the success of tmmsumein the program, and it is often assumed that the
longer the stay the more successful the program is at treatingrtkemerand improving their
independence. McGuir&osenheckandKasprow (2011) argue that the length of stay in a
residential program is a consistent predictor of improved program outcomes even after 1 year of
discharge from the program the benefits maintain. However, a prolonged length of stay at
treatment programs and inpatient stays have also been found to be connected to lack of social
and natural supports. Gigantesco et.al. (2009) also suggests that a decrease in psychososical

functioning was positively associated with longer stay in the hos@@hversely, these authors
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note that it is difficult to say whether this is due to difficulty with planning discharges and
community living concerns or if the longer stays decrease basic living skills and independence;
although these authors state it cooéda combination of both with these decreased skills this

could in turn increase thmnsumes time within the treatment program. Boettcher and Schie
(1975) found that hospitalization may produasasumerwvho has become dependent on rules

and structure of these programs resulting in poor motivation to leave with little potential for
discharge into community living. Routines and adequate social supports are emphasized as this
allows theconsumefor encouragement and structured transition planningdoessfully

discharge and maintain independent living within the community. With this noted, the length of
stay could be crucial as well in ensuring that the identified barriers are addressed and focused on
to improve theeconsumer s s ki | | s apactiof thesedbarceein dudtessful transition.
Treatment programs including supportive living placements need to address these concerns

within their treatment and discharge planning process.

Recommendations

Based on the outcome of this study it is rec@nded that this program provide
individualized treatment planning focusing on eechsumer s i dent i fi ed di schar
finding that discharge barriers may be related to program outcomes provides a foundation for
considering how it may influenceittomes or treatment. Specifically, research (He@Drury,
2007; Sharfstein, 2009) has demonstrated that it is critical to consider these type of individual
differences when developing and implementing treatment options, treatment planning and
treatmengoals with the severely mentally ill population. Discharge barriers were found in this
study to be indicative of less success in the program and therefore should be concentrated on for

treatment planning and services throughout the program forceasimer. Inclusion of these
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identified discharge barriers among eaohsumewvithin their individual treatment plans would

improve aspects of treatment for successful transition into community living. An integrative
individualized treatment approach is emgirad. TesandStein (2000) as well as Heamd

Drury (2007) both provided guidelines for increased effectiveness of living independently within

the community with inclusion of these within the individualized treatment plan. These

guidelines focus on dkbuilding, inclusion of an accurate diagnosis,, focus on the site of

treatment with inclusion of natural supports, allow for encouragement and support from the staff
andtheconsumer s i denti fied support systcensumerasnd mo st

goals and where they are at within their treatment.

An individualized treatment approach based on the above mentioned guidelines would be
beneficial to the program in meeting its identified goals. Focusing on the most frequent
discharge barriers, laof daily living skills, lack of natural support and psychotic symptoms
throughout the treatment process could improve the benefits of the program as well as improving
program outcome. Sharfstein (2009) suggests that treatment planning should notledéy inc
psychopharmacology aspects but also diagnosis and psychosocial components which in turn
identifies the appropriate therapeutic intervention and rehabilitations to promote recovery and
stabilization. By identifying eactonsumer s s p e ¢ i f mdiwvidualized tleatmentgdals i
and objectives a treatment plan can be developed to addresoeaacmer s needs and i n
case discharge barriers. Specialty treatment and residential care provides an opportunity to the
consumeto focus the treatment @ach individual for severe and often diffictdttreat mental
disorders (Sharfstein, 2009). Treatment planning teams should collaborate and consist of not
only the treatment provider/staff, but also domsumethemselves along with identified support

systems.
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Along with the individualized treatment plans, it is also suggested that an improved
evaluation could be conducted with additional data. To determine which variables impact
successful discharge from the program, all variables that could bgantineed to be included
within the available data. Eacbnsumewvithin the program receive a core set of treatment
services, however despite these services being availabledortbiemes it is not always equal
across the clientele. For example, gysocial rehabilitation day treatment program is a
requirement for eactonsumesvho is living at the program. Although this may be a
requirement, theonsumerdoes not always comply with this requirement. In other words, a
consumecan attend the day pgoam five days a week as required, three days a week or
sporadically as they choose. This is a prominent aspect of the treatment services for the
consumein improving their skill set for independent living and attendance at this is presumed to
be criticd for their progress, however without this data and evaluation of the impact of
attendance at the program, this statement cannot be validated. Additional assessment of the
varying aspects of this program and other programs such as these will bengétaha¢ as

well as the services that are provided in meeting the treatment goals.

Ongoing assessment of programs such as these with these additional variables will
improve the impact that the evaluation findings have on the success of the program. An
additional aspect could be to look atttnsumer s per cepti ve of the succ
meeting not only the program’s goosarhes but al so
Encouraging individualized treatment planning is important, nonethdd¢ssnining the
consumérs goals from their pcenswsngresc tpiewe eips i avles o fc |

program, what the program should help them with, wheedhsumethemselves feel they have
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met their goals and are ready for independent livirthiwithe community can be beneficial in

determining the success of the program at meeting their own identified treatment goals.

Theconsumeshould identify their own treatment goals and determine what they are
wanting at this time in relation to treatntemd outcomes. However, utilizing the support
system (i.e.,family) as well as all treatment providers that are working wittotisaimers
critical to treatment plan development (Sharfstein, 2009). The natural support system is
emphasized and importantthin treatment for the severely mentally ill. As mentioned above,
this is most significantly the reason for unsuccessful transition into community living within the
evaluated program. However, recognizing this upon admission to the program, alleving th
identification and maintenance of a support system throughout the treatment process, and
inclusion of this within the treatment plan, is imperative to allow for successful transition into

community living.

Limitations

This study included a large samplieparticipants, however, a significant amount of the
participants were unsuccessful in completing the program and meeting the goal of transitioning
into independent community living. Due to this it was difficult to determine variables that were
effective in successful discharge as there were a low percentage of participants that discharged
successfully. There was also large amount of variance within the identified discharge barriers
which impacts the identification of the barriers which had an impattamsitioning successfully
out of the program. The varying perceptions amongst therapeutic staff related to symptomology
may have caused a large amount of variability in the chosen barrier facaethmeror could

have impacted if a discharge barmeas identified in the first place. Furthermore, within the
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identified discharge barriers there was not a high representation across each individual barrier
among the successful and unsuccessful groups. Additionally stated, there were a large variety
amongsthe barriers there were not equal representation among the successful and unsuccessful
groups. This could have impacted the outcome as it was difficult to determine which variables
played a part in successful or unsuccessful transition to communitg bivie to the variance in
representation. Finally, it is important to emphasize that this evaluation was conducted on one
program in one state. The limits of generalizabivgreapparent. Programs such as the
AmericanWork, Incsupportive living programare uncommon which impacts program

evaluations completed on these types of programs. Additional research within supportive living
programs of the severe and persistent mentally ill would be beneficial to determine variables that

positively and negativelympact successful discharge.

In conclusion, the outcome of the program evaluation has identified the importance of an
adequate support system. By identifying@asumer s di scharge barriers
adjusting these throughout the treatment prmdbe individual treatment planning and care can
focus on what is most needed by each individi@isumerThis will in turn allow for positive
outcomes within the supportive living program. AssistingGoasumemwith developing and
maintaining adequatupport systems is crucial in ongoing care ofGbasumers well as
ongoing stabilization of theonsumewmithin community living. Discharge is often a stressful
event forconsumes, particularly those who lack supportive relationships to turn to indfme
need, therefore ongoing relationships with staff and developed support systems are critical with

successful discharge and independence within the community (MaGu&pravka, 2008).
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mericanWork, InC

Mental Health and Addictive Disease Services

March 25, 2012
To Whom it May Concern:

AmericanWork, Inc has approved the program evaluation of the supportive living program by Shelley
Reed of Auburn University. This agency collects data as part of internal and external program review.
The informed consent by all participants for program review and evaluation is obtained in writing prior to
admission to the supportive living program as a part of orientation and overview of the program
handbook. This information is obtained weekly on all participants within the program and maintained on
an excel spreadsheet which is beneficial for the program itself but also satisfies requirements of the state
agencies for which funding is obtained.

Shelley Reed is employed with AmericanWork, Inc outpatient clinic, however she is not connected with
the supportive living program. This program is at a different location and Mrs. Reed does not have
contact nor provide any type of services to the clients within the supportive living program. During this
process she will not have access to any client records that are part of this evaluation and will be blocked
from electronic medical records of these participants to eliminate any contact.

The data that is obtained by the program staff will be transferred to Shelley Reed via an excel
spreadsheet with no identifying data present. The spreadsheet will only contain the information as
requested and will have no identifying data (i.e., names) located within the spreadsheet. Any additional
data that is needed will be given to Mrs. Reed verbally or within an email via word document, once again,
with no identifying data to ensure confidentiality of all participants.

If you have any additional questions please feel free to contact me at 706-494-7796.
Thank you,

@L AAM_
Ann Riley, LPC

AmericanWork, Inc Columbus Area Director

MUSCOGEE COUNTY OFFICE
421 - 12th Street * Columbus, Georgia 31901
Toll Free: 1.866.678.7144 » Phone: 706.494.7796 « Fax: 706.494.7072
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AUBURN DNTVERSITY INS'i'ITUIlONAL REVIEW BOARD for RESEARCH INVOLVING HUMAN SUBJECTS |
RESEARCH PROTOCOL REVIEW FORM
For Information or help contact THE OFFICE OF RESEARCH COMPLIANCE, 115 Romsary Hall, Auburn University

Web Addross: .hgg# £¥¥ .uubg Q.gdu!resgurg!_:é;e;éuhsg

Phone: 334-844-5966 e-mui_l: hsubfec@quburn;e_du

Ravised 03.26.11 — DO NOT STAPLE, CLIP TOGETHER ONLY.
1. PROPOSIED START DATE of STUDY: March 15, 2012

PROPOSED REVIEW CATEGORY (Chsck onaj: FULL BOARD

2. PROJECT TITLE: AmericanWork, Inc Supportive Living Program: A Program Evaluation

3. Shelley W. Reed Mrs.

PRINCIPAL INVESTIGATOR

SERC
TITLE -

1113 Steve Mar Drive Columbus, Ga 31904
MAILING ADDRESS

4. SOURCE OF FUNDING SUPPORT: ¥ Not Applicabls — internal

5. LIST ANY CONTRACTORS, SUB.-CONTRACYORS, OTHER ENTITIES OR IRBs ASSOCIATED WITH THIS PROJECT:
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