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Subject: Needs of persons with serious and persistent mental illness to remain in our
communities

Individuals who have a serious and persistent mental.illness require the following-to live
successfully in the community:

» Medication and medication monitoring
* An income (usuaily from SSI or SSDI)
* Decent, safe, affordable housing *

* Assistance in acquiring/reacquiring skills needed to live successfully in the community

Most of these individuals also want:

* Assistance ﬁnding and keeping a job

In my opinion, the three areas most lacking in Florida for these individuals are:
» effective rehabilitation services
* job placement and job support

* decent, affordable housing |

Why are these lacking??? Because in our State --

* The need to bill Medicaid for mental health services has converted rehabilitation
services into “medical model” services -- from strength and recovery-based services to
|IIness based services.
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The needed support from the Division of Vocational Rehabilitation for psychiatrically
disabled individuals is often minimal throughout most of the State; also, the process of
referring a client to services through DVR is too slow and cumbersome.

Mental health agencies are not provided technical support to develop affordable
housing for their consumers, a process which is usually quite complicated.

The State, through the Department of Children and Families, provides no incentives to
mental health agencies to develop affordable housing -- which requires considerable
effort, time, and risk; in fact, there is a built-in disincentive in the ADM contracting
structure to provide such housing.

Can these lacks be remedied? YES, by --

Funding rehabilitation services for persons with severe mental iliness through Medicaid
or ADM/DCF general revenue dollars -- and ensuring that any new “managed care”
programs include rehabilitation services.

Ensuring that privatization of DVR services will result in adequate services for people
with psychiatric disabilities.

Providing technical assistance to those agencies which want to develop affordable
housing for persons with psychiatric disabilities.

Providing incentives for those agencies which develop such housing -- at least highlight-
ing them as “best practice” agencies -- and remedying the disincentive situation.

Boley Centers’ accomplishments regarding the above--

993 psychiatrically disabled people have been placed in jobs with over 500 companies
since the vocational program started 12 years ago.

Currently 197 individuals on our Supported Employment Program caseload are
holding down jobs.

97 people are on the waiting list for job placement; another 30 are in the process of
being referred for vocational assessment and/or placement.

There are 347 residential opportunities for people with mental illness in Boley’s afford-
able, safe, decent housing -- group homes and apartments with varying levels of
support (plus106 units for low income families in the “mixed housing” programs).

16 individuals with serious mental illness now own their own homes through Boley’s
Home Ownership Program.

Since 1984, Boley has been awarded $13,867,776 from 13 funding sources for this
housing.

*Recent surveys have found that at least 25% of homeless persons have severe mental
iliness; that the one major precipitant of homelessness is lack of affordable housing; and
that the one major factor in long term stability is subsidized housing.






IMPLICATIONS FOR MANAGED CARE

In a managed care environment, a treatment program of maintenance with medication and minimal levels of support
may achieve a short term cost savings, but also may prolong the long term disability and the dependence of the
individual with schizophrenia. Given the state of the art of our knowledge about schizophrenia and the process of
recovery, maintenance is no longer a viable treatment goal, nor is it likely to be cost effective in the long term. A more
‘meaningful treatment approach would be to provide a combination of rehabilitation and medication, with a strong focus
on facilitating the recovery process as rapidly as possible. These services are relatively low cost and provide support
* as needed in many areas of a person’s life. Functioning at work, at school, at home, with friends, and in the
' community is the focus of rehabilitation. Psychiatric rehabilitation helps a person learn to manage the illness
effectively and minimizes both relapse and hospitalization. A growing body of research has demonstrated that
participating in psychiatric rehabilitation services significantly reduces hospitalization, significantly increases the
likelihood of employment and significantly increases the quality of life (Hughes, 1994). Members in recovery are far
less costly to managed care organizations. Managed care provides an opportunity to make recovery the goal of all
schizophrenia treatment and rehabilitation.

Note: Much of this issue is based, with the author’'s permission, on Harding and Zahniser’'s articie, “Empirical
correction of seven myths about schizophrenia with implications for treatment.” Acta Psychiatrica Scandinavica, 1994
, Vol. 90 Suppl 384, ppgs 140-146. All material in italics is from Dr. Harding’s article. All other material is solely the
responsibility of IAPSRS. '
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Managed Care & Psychiatric Rehabilitation

INFORMATION SERIES - # 4

- Myth: For People Diagnosed with schizophrenia, Rehabilitation Can be provided
Only After Stabilization
Reality: Rehabilitation should Begin on Day One

A series of issues of the Managed Care Series, including this one, are based on an article by Dr. Courtenay Harding, a respected researcher of long
term outcomes in schizophrenia. Her article, “Empirical Correction of Seven Myths About Schizophrenia” (Harding and Zahniser, 1994), examines two
decades of longitudinal studies of schizophrenia, including her own landmark studies, and provides empirical data to counter these myths. As mental
health services move into a managed care environment, it provides us with an opportunity to debunk these erroneous assumptions and to offer treatment
and rehabilitation services which foster the process of recovery.

Historically psychiatric rehabilitation has been the service of last resort for those diagnosed with a severe and persistent mental iliness. Only after a
person has had exhausted all insurance benefits and been hospitalized in a state psychiatric hospital, often repeatedly, is she or he referred for psychiatric
rehabilitation services. This state of affairs began when states developed community.-rehabilitation services to help reduce the census in state hospitals.
Because of limited resources and overwhelming need, rehabilitation services were reserved for those persons who were the most chronically ill. But never
was it intended that postponing rehabilitation was the most effective and efficient way to treat people with severe mental illnesses.

This myth has been deeply embedded within a narrow but popular version of the medical model. ‘Real treatment’ in today's managed care climate
consists of assessment, diagnosis and medication. Anything else, such as rehabilitation, must wait until stabilization, and is often considered to be an
ancillary service. But stabilization usually leads just to ‘maintenance’ and not fo rehabilitation. (p. 142, Harding and Zahniser, 1994)

‘Real treatment’ has only been modestly successful in reducing symptoms, and in helping the patient by increasing the levels of functioning in self care,
work, interpersonal relationships, and integration back to the community. However, there is a burgeoning field of psychiatric rehabilitation which combines
with the medical treatments to significantly improve the patient’s level of functioning (Adler, 1981, Anthony et al, 1983). (p. 142, Harding and Zahniser,
1994)

Rehabilitation is accruing an honored place in the treatment of patient’s as a key modality in partnership with psychopharmacolgy. Skill building (e.g.
how to handle one’s symptoms, managing one’s medication, leaming how to manage a budget, acquiring a job skill, conducting social conversation) alf
raise a patient’s self esteem and lower symptoms. Anything which lowers symptoms and improves functioning deserves to be called and reimbursed
as ‘treatment’. (p. 142, Harding and Zahniser, 1994)

IMPLICATIONS FOR MANAGED BEHAVIORAL HEALTH CARE

Because psychiatric rehabilitation services have historically been a public sector service, there is often a misunderstanding of the important and crucial
role of rehabilitation in the process of recovery from schizophrenia. Rehabilitation is not an ancillary service but is at the core of good treatment of any
person with a diagnosis of a severe and persistent mental iliness and a severe functional deficit. With the advent of a new wave of more effective
medications, rehabilitation has become vastly more important to rapidly moving people towards recovery. As such it should be an essential component
in any managed care system which serves people with serious mental illness.

The process of rehabilitation and recovery should start immediately. All rehabilitation is more effective if it starts as early as possible once a person
becomes disabled. Waiting fil stabilization prolongs the disability, encourages dependency, prolongs the process of recovery, and increases the expense
of care. ltis far more costly to exhaust an array of inpatient and intensive outpatient services, before referring for rehabilitation services.

Note: Much of this issue is based, with the author's permission, on Harding and Zahniser's article “Empirical correction of seven myths about
schizophrenia with implications for treatment.” Acta Psychiatrica Scandinavica, 1994 , Vol. 90 Suppl 384, ppgs 140-146. All material in italics is from
Dr. Harding’s article. All other material is solely the responsibility of IAPSRS.
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