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ObJe.ctive: Th~ a.uthors describe 
twopsychosqcially oriented comm.u­ 
nity , residential facilities for pa­ 
tif]~ts UJith persistent and seuere 
mental disorders a,,jd multiple 
f ailur~s at commµnity te,nt;,re, ,and 
they report q, retrospeclive.sttt:dy de­ 
signed to evaluate fr~atmen/ out­ 
comes of program residents. Meth­ 
ods: The study .e11iploj;ed a 'retro­ 
spective single.:grottp repeated­ 
measttres. design to e,valttate 101 
patieriis who coiftpleted. the one­ 
ye_ar. fo!loW71f P· , ,017-e,-year mean 
nu,inber ofadmis$ions to and drfys 
in,a hospital or, crisis cente,r dttring 
ihf iwo years. before program entry 
were compared with mean admis­ 
sio,ns ;nd:dtfY$, Jor. the /ollow-ttp 
year; employment 5taft(S, living 
siattts, and Global Assessment of 
Fttnctioning (GAF) Scale scores at 
program entry and dt one-year fol­ 
low-up were also compared. Thir- 

Dr. Hawthorne is execudve direc­ 
tor of the Cqmtnuqi.t:y-Re~earch 
Foµndation and Vista,JiiU (;om~ 
mµnity Treatment Systems; Dt. 
Fals~Stewart is the senior research 
coordinator for the foundation 
arid. research consultant fot the 
SagDiegoVeterans Affairs Medi~ 
cal ,(:enter .. Dr, Lohr i~ associate 
professor of psychiatry at the Uni­ 
versity of California, San Diego, 
and chief.of the psychiatry service 
at the San Diego VA Medical Cen­ 
ter. Address correspondence to 
Dr. Hawthorne at 444, Camino 
Del Rio South, Suite 219, San 
Diego, California 92108. 

teen sociodemographic and clinical 
variables were individually tested 
for association with outcome. Re­ 
sults: Hospital and crisis center ad­ 
missions . and days. were signifi­ 
cantly reduced during t/Jefollow­ 
up year. At one-yearJqllow-ztp, a 
significan#y greq,ter proportio?Z of 
patients u/ere employed and living 
independently, and JeUJer. were 
homele~s. GAF -sco,ref were signifi­ 
canily higher..No significant<:orre­ 
latioris between ouicofrte and socio­ 
deirt,ographic and clfnfcal var.iables 
were found. Conclusions: Despite 
design limi~ati9ns of}h,e s,~udy!. t/Je 
findfrigs {ugge~~ that psychosocial 
residential treatment models Can 
offer cost.:effective dnd clinically ef­ 
ficacious care to·persisiently men­ 
tally ill patients'. · · 

Residential programs· .~re emergi11g 
as treatment modalities that 11old 
great promise fqr the ca:te ofpmis­ 
tently and seriously mentally .discir-c 
dered perso11s(l,2). l)espifo the in­ 
cre~sirig .Popularity ,of such pro., 
graITls; .liftle r¢levantJiterat,t'.1re on 
their efficacy is avaUable, altl:1ough 
much of what has been reported has 
beenpositlye.· 

Hofrrieister and associates (3) 
found general irriprovemerit)hliying 
and voca1;i9nal status during at'r1~c;~7 
yt'!ar posttreatIT1eni: follow~upgf pa­ 
tients with prolonged mental iHi:iess 
who had received residelltial Cfl,re. 
Lipton ahd assoc:iites (4) studied the 
effectiveness .of 'c:9111niuniW-l:,ased 
residential treatm~nt for homeless 
chronic; mentally ill patients. Com­ 
pared with a c;6ntrol group who had 
received rq'µfine,qAscharge planning, 
the subjects 'ih th{tesid.ential treat­ 
ment program spent significantly 
more nights in adequate shelter, 
spent fewer nights in hospitals or un- 
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domiciled, and were more satisfied 
with and committed to their living 
arrangements during the one-year 
follow~up. , 

In the current climate of escalat­ 
ing ,hospit~l-n;iedical, costs and 
shrinking resources, providers of 
mental .hea,lth service.s are · being 
asked to docuII1ent the necessity and 
efficacy of care.:Treatmeht .outcome 
studies and program e'valuations,, 
especially of r~side,ritial treatment, 
will be important in shaping th<'! fu­ 
n.ire of rehabilitiltion of chronic men­ 
tally ill patients. ·. . . 

In this paper; we d.escribe two res:. 
idential freatment programs, Casa 
Padfica and Chrysalis Center inSari. 
Diego, California, that were de-·· 
signed i:o provid!'! a supportivepsy:.: 
chosocial thefapl;utic milieufor pf!i:-c 
sisteridy m'entally'disordeted.pd­ 
sons. who had tepeateqly been ui:i,able 
to maintain coirununity \¥nure. We 
rep9rtthe)¢sults of a i:ettospe~tive' 
Study 'evaluating tre~tment" out'.. 
comes for program residentsduring' 
tl:ie year'after thef~_ere ,cl,isch~i:ged 
fron;i rrea:t:meqt. The stiidy\1sed a 
sihgle-iroup; 'tepeated-:rneaifiites de-· 
sigh in which eic:h resident served as 
his or her own control. 

The residential programs 
Between 1985 and 1992, San Diego 
County M:e'ntal Heal.th Services and 
the Sah Diego Veterans .Affairs 
Homeless Outreach Program funded 
two adult residential treatment facil-· 
ities· ih Sari''Diego: Ca~a· Pacifica, 
with 14 b¢ds, and Chrysalis Center, 
with 12 beds. Referrals came.from. 
many sources, but m:ost patients 
were recently discharged from a hos­ 
pital or crisis cepter. All admissions 
required verification from the county 
mental ,health services staff that the 
patient had a severe and persistent 
mental disorder, a history of psychi- 
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peated 
in the 

located in 
dings in pre­ 

dominantly ial neighbor- 
hoods. They were licensed as social 
rehabilitation facilities by the Cali­ 
fornia Department of Social Services 
and certified by the California De­ 
partment of Mental Health. The staff 
of each facility was composed of a 
program director with at least a 
master's degree, a consulting psy­ 
chologist, and residential counselors. 
Both facilities had employed con­ 
sumer staff members. The staff-to­ 
patient ratio w.as .7 to 1, or one full­ 
time-equivalent staff member :for 
each 1.4 patients. 
The central goal of the programs 

waS to help patients develcip the so­ 
cial skills, living skills; and coping 
strategies necessary to make a suc­ 
cessful and stabie transitJ.oh to com­ 
inuriii:y living whlle reducing or 
elimin:atirig crisis relapses and sub­ 
sequent hospitalor crisis residential 
readmissions. Arriajbfcompcirient bf 
the ptograin was providing an ongo­ 
ing p6stdischarge su.pport systein for 
the patiep.t. . . 

The programs operated on a psy­ 
chosocial rehabilitation model that 
epiphasi:ied providing treatment. in 
the .. least restrictive setting ·and 
l;lvoiding hospifalizatioriwheriever 
pos'sible.Atenfral theme was that 
the'staff and residents coµld rciget):ie:r 
be~6tn~ .tl taring'andsupportive sur­ 
rogate family in which healthy iriter­ 
per_sona1 intet.actiohs and adaptive 
pi:obie'tp solving wete' inodele'd. 
Tnese relationships were believed fo 
be th,e iriost powetful'aspect of the 
treatment modality. The relation:.. 
ships formed during treatment were 
intended to continue indefinitely. 

Patients participated in the for­ 
i:riulai:ibh of individualized treat­ 
ment plans that served as general 
guides for achieying treatment goals 
and delineated individualized crite­ 
ria for transition through four pro­ 
gram phases. The treatment plan 
also helped integrate and coordinate 
outside services provided to the 
clients such as case management, day 
treatment, or socialization services. 
Each patient was seen by an out- 
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patient psychiatrist and received 
psychotropic medication. Initially, 
staff dispensed medication. How- 

, ever, during their stay and with the, 
approval of the psychiatrist, most 
clients successfully self-administered 
medication. 
The programs provided therapeu­ 

tic, educational, and recreational ac­ 
tivities that included self-govern­ 
ment and community meetings; 
group. and individual training in 
daily living skills, social skills, prob­ 
lem solving, and stress reduction; 
task- and process-orieuted groups; 
and an ongoing in-house 12-step 
program fot .res.idents·with comorbid 
substance abuse diagnoses .. Resi­ 
dents were also expected to engage in 
t4e routine activities usually associ­ 
ated with irtdependent living, in­ 
cluding menu planning, budgeting, 
cooking, shopping,laundry, personal 
hygiene, and maintenance of their 
rooms and personal space~ 

Patients' progress was structured 
into four hierarchically ordered 
phases intended to indicate individ­ 
ual improvenierit atid achievement of 
the treatment milestones specified in 
the treatment plan. Thus transitions 
between phases were not tied to stan­ 
dardized criteria or a particular time 
frame ,but reflected· the individual 
pace of each resident: In phase one, 
performance objectives ~ete simple 
aiid•wer~ individually tailored for 
success·., As patients progressed to 
other phases, incteased emphasis was 
placed bri: vocat.icinal /training, em­ 
ployment (either supported 6r com­ 
petitive), education, or volunteer 
work. 

Phase four was the dischargeplan­ 
ning'period., During this mosdm­ 
portant phase, residents had fo de­ 
velop a specific plan and budget for 
living in the community, · explore 
available housing options, arid at­ 
range payment· for theit postdis­ 
charge housing. By the time patients 
reached this phase, they were also 
self-administering medications. 

Some of the most important 
aspects of the program began at the 
time of discharge. Clients who suc­ 
cessfully completed the program be­ 
came alumni and were encouraged to 
return to the facility for social events. 
This arrangement, together with the 
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expectation that staff-patient rela­ 
tionships would continue after dis­ 
charge, helped keep patients in con­ 
tact with program staff and added a 
sense of continuity to their transition 
from the facility to community 
living. Alumni's continuing contact 
with the facility also allowed them to 
serve as positive role models for ·cur­ 
rent residents. 

Staff were available 24 hours a day 
to assist former residents in times of 
crisis or difficulty. This option fur­ 
ther extended the scope and con­ 
tinuity of care and helped reduce re­ 
hospitalization. 

The cost of services was $65 dol­ 
lars a day, or appr~ximately $2,000 a 
month. (The daily cost was derived 
by dividing the all-inclusive costs <of 
the prograinfrom)985 to 1992 by 
the number of patient days of care.) 
Services 'were provided i:o patients 
regardless of ability to pay. · 

Methods 
Subjects: The subjects were drawn 
from all patients who were treated° in 
the two ptogra.Illi froDJ.Jµrie i985 
until April 1992a~<;lwho com:pl¢ted 
a one-year postdisch~rge petiod. The 
study period covetea the time from 
the opening'ofboth pr6gfains:td the 
loss. of county funding- for both p.t;CJ­ 
gtams in<1992 and the dosing cif the 
Chrysalis Cehter .. The total number 
of patients, discharged, in the study 
period was 316; of those, 31 patients 
did riot complete the initial 30-day 
evaluation period, and 12 discharged 
themselves against staff advice. · 
bf the remaining 27 3 patiehts 

(84.4 percent), 212 patients (77.7 
perc~nt) had been discharged long 
enough to complete. the one-'yea,r 
postdistharge period by the erid of 
the study. Complete follow-up data 
were collected on 104 plltients, or 
49.1 percent of the'212 eligible pa:. 
tients. Data were collect~d on only 
about half of the eligible patients 
largely because oflimited staff avail­ 
ability and time constralnts. A com­ 
parison of the sociodemographic 
characteristics of patients for whom 
follow:..up data were complete and 
patients for whom data were incom~ 
plete indicated no significant differ­ 
ences betwe~n the two groups. 

The 104 subjects had a mean±SD 
age of 31.4±8.5 years. Sixty patients 
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Table 1 
Dafs of~ospit~l and crisis center tf~tlllent for 104 patients before entry to a psycho­ 
s~c1alxes1dent1al program and during follow-up year 

Before entry1 Follow-up year 

Facility type M SD 

Hospital 
, Crisis center 

Total 

63.19 
9.90 

73.09 

122.62 
14.40 

121.57 

M SD 

4.79 11.46 
2.16 6.10 
6.95 13.79 

p 

4.81 
5.63 
5.50 

<.001 
<.001 
<.001 

.l. P~eentty data.are based o.n one-year mean number of days in the two years before program entry. 
fo.r all comparisons, df= 103 · 

ent) were men. The majority, 
s (82 percent) were Cauca- 
5 percent) were African 
five (5 percent) were His­ 
eight (8 percent) were 

m of other ethnic groups. 
Seventy- our patients .(71 percent) 
were single, 19 (18 percent) were 
divorced, six (6 percent) were separ­ 
ated, four (4 percent) were married, 
and one (1 percent) was widowed. 

Based on DSM-JII-R criteria (5), 
the primary diagnostic classifica­ 
tions for these patients at admissi~n 
w~re, ~chizophrenia, 37 patients (36 
p~rcent); majo_J: depression, 21 (20 
percent); b~polar, di,sorder, .20 ,(19 
percent); and schizoaffective disor­ 
der, 15 (14 percent).The remairµng 
11 patients (ll percent) had other 
disorders. The a,,verage lep,gth of stay 
in the co111wJiqity t~eaq11e,nt pro­ 
gram wa~ 262.2±113.7.days. 

Procedures. For the stl\dy pa­ 
tients, we compared the one-year 
mean number of admissions to hos­ 
pitals and crisis cent,ei:s during the 
two-year period l:ief9re program 
entry withi:he number of such ad­ 
missions d~ring the 'one-year PQ,St­ 
discharge fo~low-up. We .also com­ 
pared the, hlean numbers of inpatierit 
days for the two time periods. The 
pi:eentry data were based ·on a t\Vo­ 
Y:ar time period b~cause fo~ scime pa­ 
tients hospitalization episodes lasi:ecl 
longer than one year. 

Data on other· indicators of pa­ 
tients' general functioning at admis­ 
sion and at op,e".:year follow-up, 'such 
as employment status and living 
situation, were also compared, as 
were clinicians' ratings of patients' 
overall functici'ning on the Global 
Assessment of Functioning (GAF) 
Scale (5) at those two time points. 

We also tested 13 sociodemographic 
and dinical variables such .as age, 
gender, diagfiosis, and length of stay 
m dete,rmine if they were related to 
outc;;orne, 
)h general, . pread~jssion data 

came, from e.xtensive•;1{s.r01.:J.osocial. 
histories take9- clpring t,l:i¢~c:µnission 
processarid fro,rri the referral sources. 
Da.taon,.ippatient episocles bothbe­ 
foreand aftef patients' tenure in the 
residenti~l program 'i'leie Cros~-vali­ 
dated, with' the ·inpati~pt.fac;;ilities. 
Data on s,ervices receiv-ed dming the 
foll()"1-up period :were alsoavailable 
from the management information 
system of th.e Sap Piego Cciunty 
Mental Health Services: 

. Nfean nu1nbers 0Lhospita1 .and 
crisis. center ,admissiops, inpatiel).t 
days, and9"J\.F,score5w:ere compa,red 
witlipaired t tests;i<::;hanges inliying 
situation, and, e£¼1,,~l()irnent qetw,een 
the. preadm}.~sto~ .. i:a,.11d, . folJ9v.r-µp 
.petiods.:wereex:i.rpjped with the 1\fc.:­ 
Nemllt, fe~t: fo{related samp1e~·-with 
bin9mial distributiops. · 

:Restiits· 
Tr,eat,pent, outco.me a,t (J,tilJ-yea,t;/ol-, 
low-up.T_he. mean number, ofpospi­ 
tal a.nd crisis center a~mission§ was· 

reduced frorn 2,28±1.26 in the peri­ 
od before program entry (reflecting 
the one-year niea,n of the tw:o years 
before program entry) .t:o .. 56±,62 
.d:1ring the one-year follow-up; .the 
difference was significant (paired t= 
8.51, df= 103, p<:: .001). Given that a 
single admission cou.ld last several 
months, we felt that nµmbers of hos­ 
pital and crisis center admissions 
were potentially misleading iridi­ 
cators of imptoyement; thus we also 
analyzed the ,number of days of. in­ 
patient care before and after program 
entry. As Tabl.e 1 sh9ws, the.number 
of days decreased from a yearly meal:l 
of 73.09 days before entry ,.to 6,95 
da:Ys, a .90 percent redllction. Hospi­ 
tal days decreased by 92 percent and .. .: ' ' ·. ' . ' ; ' _- ' ,·' msis center days decreased by· 78 
percent . 

. . · l\lso, .as.Tab,le.2 shows,.c.:ompared 
'Yith_ tpeir status atBrogram entry, a 
sigmficantly greater proportioµ of 
tpf tes!1.eqts rere emploY.~d . ~nd 
lmng- indepep.cl.ently, ,and signifi­ 
cantly fewer w:ere homeless at on~- 
year fo!low:-up, ' . . . ·. , ' .. 

J?a#(:!nts' mean (}AF scores 'in? 
creased from 44'. i8±9 }8 at program 
entry ~o 59.9<5±10.93 at discharg;e, 
also a significant differepce.(t;= 
-lQ.~9,, ,df,;JP},. P.<.001) .. the scores 
re.pre~ent .<13 5. 7 percerit 'iric,r.~as.e,. 

Bec.:ayse pat;tial fund.ingfotrtli.e 
pt;og-rllmS Wasprqviclecl by.Jl.:ie,'YJ\., 
we.c9111parecl ~ subg-r9µp of23 yef~ 
er~11s treate,cl ,,in these pr9g;iam-s ,with 
the. 9th er patient;s jri Qllt iS,~lllJ?l~ 
ac,ross <1.ntypper .of .differerit;b~ck;: 
ground ,and Olltcome.~ariaqles: We 
found .no .significant cliffe.i:ences b.e­ 
tw:een}liese gr9µps op the tt;~a,tmept 
9u.tforne iridex;es: Qn 9a,ckgr9µpd 
variables, the yete~ans d.ic:Lhave a 
higher jhciclence of l:10rnel~~sness 

Table 2 
ro~t;yment and living StatllS ofl04 patients at ]:Jrogra,m entryiind at one:year fol- 

Variable 

Eniployed 
Living independently 
Homeless 

At entry 
Atone-year 
follow~up 

N % N % pl 

14 13.5 24 23.1 .006 
19 18.3 43 41.3 .001 
23 22.2 5 4.8 ,001 

1 'i~ .· .• ' ,- '', '---.·' _' 

Computed usmg McNemar tests with binomial distributions. 

154 February 1994 Vol. 45 No.2 
" 

Hospital and Community Psychiatry 



(N = 16, or 70 percent of the sub­ 
group) during the two years before 
admission. However, because many 
had been referred from the San Diego · 
Veterans Affairs Homeless Outreach 
Program, this difference was ex­ 
pected. 

Correlation of patient factors 
and outcome. No significant correla­ 
tions were found between various in­ 
dexes of outcome and the 13 socio­ 
demographic and clinical variables: 
age, gender, marital status, one-yeat 
mean number of admissions to a hos­ 
pital cir admissions to a crisis center 
during the two years before program 
entry, one-year mean number of days 
in a hospital or days iri a: crisis center 
duririgi:he two years before program 
entry; ½m'ploy:ment and living situa­ 
tion l;Jefore p'ri;>grain entry, means of 
financial support, use of other treat~ 
:ment providers during the treatment 
period, length ofstay, and diagnosis. 

Discussion 
Although data are scarce, previous 
evide.nce suggests that chronically 
ment~Uy disorde.red individuals can 
be treated effectively in ccimrtmnity­ 
basecl iesiderii:ial programs: The riti­ 
detlying pre · e of the psychosocial 
apprqach is if most psychiatric 
clients .are u 1mately expected to 
Hv'e in the communify, then the 

unity it~elf may be_ a gqod 
pl or tl;ie,m to learn the skil!s to 
function the.re. Our sttidy results 
l.~nd supp'prtto tliis idea'.. Patients 
who participated in. Casa P~cifica an.cl 
Chrys~lis Center programs showe.d 
drama'i:ic reductions in psychiatric 
hospJt~i'and cri~js ~enter adn1issions 
after con;i#eting the1r '. residential 
stays, Pet:4ips'n;io're imp9rtan~1 fl sig­ 
nificf!pt P9H~O~, ?f i:hese . clients 
move,c:l ,tpwar.g. .being cont~ibut~ng 
memb,ers of the rn,minunity; we saw 
significant incr,eases.in employme9-t 
and ip.clep,eµd<::nt living. and . sig­ 
nificant decreases in homelessness. 

· We l:ielie~e th~t:a maj~rfactor in 
the t:,uccessful treatment outcome for 
these programs was. the postdis7 
charge support ser".'ices; ,which in­ 
cluded ongoing staff-patient rela­ 
tionships, encouragement 'to attend 
program social events, and 24-hour 
availability of staff support fot for­ 
mer residents in crisis. 
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Furthermore, it appears that suc­ 
cessful treatment in the programs 
was independent of factors such as 
age, diagnosis, use of other treatment 
providers during the treatment peri­ 
od, prior inpatient care, veteran sta­ 
tus, and other preentry factors. We 
were surprised that length of resi­ 
dence was not related to subsequent 
outcome, although this finding was 
congruent with the programs' philo­ 
sophy of discharging patients when 
they ate prepared to reenter the com­ 
munity rather than according to 
some predetermined timeline, · 

The results of this study should be 
interpreted cautiously, considering 
some of th thodologicalHmita- 

inhe n a retrospective, 
red-measures de­ 
are assum,in.g that 

changes arethe r~sult of 
trea,tment, the passing o(time or,di­ 
,ent maturation are alternitife ex­ 
planations that cannot be ruled out, 
'I'he selection for evaluation orily of 
patients who had completed one 
po?tdis,charge year may have cori:-. 
tribu~ed to the positive findings or 

· the study as well. However, we think 
this contribution is small because pa­ 
ti~nts who c;o¢pleted the folfow~li.p 
ye(lr n1_ac;l<;\Jip 8~_percent of all dis­ 
charges, and patients were unable to 
fiJifill the <:me-year criterion because 
the s:rudy end" or other rea7 
sons.such as 19 w-up. 

Regt,essigp. ;t the mean, 
vihich}:an be a majqr Source of COJ;l­ 
founding ii). desigrn; such as the one 
employed, was empiric(llly tested 
a,nd ~id not appeaq:o be present in 
our clata ( 6). Also, the use ofa s:ubjec­ 
iive insttumf:nt like the GAF to as­ 
sess patient functioning complicatet:, 
interpretation. Despite the study 
limitations, we believe that nonex­ 
perihiental outcome.studies such as 
this one can be yaluable adcli.tions to 
the literature. 

'With the costs of psychiatric hos­ 
pitalization continuing to .escalate, 
issues of cost containment and treat­ 
ment efficacy are becoining increas­ 
ingly important. In turn, effective 
and less costly alternatives, such as 
communitycbased interventions, be­ 
come more attractive. Indeed, the 
savings in hospital costs alone for our 
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subjects far exceed the annual costs of 
the programs. 

This study, along with others 
cited, suggests that the psychosocial 
residential treatment model can offer 
cost-effective, clinically efficacious 
care to the persistently mentally ill. 
Although the~e results are promis­ 
ing, better-controlled studies need to 
be conducted and reported. This pro­ 
cess will further ~efine the communi­ 
ty residential model toward achiev,. 
ing maximal therapeutic benefit for 
the largest number of patients. 
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