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1.0 EVALUATION OI' ST. LOUIS REGIONAL COMMUNITY PLACEMENT

PROGRAM ~ HISTORY AND PHILOSOPHY

1.1 History of the Community Placement Program (CPP)
OBSERVATIONS

In the late 1950's, the Division of Mental Diseases
(presently the Department of Mental Health) began a program
of de-institutionalization of the mentally ill. The
legislature allccated money for the placement of patients;
most patients were placed in nursing homes, but patients
were placed in a variety of other sites. Resource procurement
and placement itself was accomplished by whatever staff was
developing the discharge plan of the patient. This staff
person usually was a social worker on the treatment team
of the patient. No one progrem ncr one identified individual
represented St. Louis State Hospital to the various placement
sites and various communities.

The 1960's saw the de-institutionalization movement
develop momentum and patient placements increased, but not on
an organized, rational manner. St. Louis Chronic Hospital
Building was condemned during this period and St. Louis State

Hospital had to absorb this population for placement also.
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Apartment placements for the mentally ill began in 1971
with Dr. Sandall, Nancy Flavell and Mildred Dunn developing this
program. The nursing home placements and community apartments,
though both working at St. Louis State Hospital, were not linked
in any organizational manner. Due to the fact there was no
oréanizaed aftercare of patients, patients were being "lost"
after placement; concern developed for the need to organize a
program that would centralize these placement functions and
provide some accountability for the placement and aftercare of
St. Louis State Hospital patients.

In 1971 Central Office created the St. Louis Regional
Community Placement Program (Kansas City also developed a
Regional Community Placement Program). Nursing home placement
and aftercare were now the responsibility cf a designated
director and program. Community apartments remained a separate
entity from the CPP until approximately 1975 when it merged
organizationally, but not functionally with the CPP. Places
for People began with staff from the CPP in 1975. Lfter
Places for People began, the community apartments program
merged functionally with the CPP and the CPP then began to
provide case management and monitoring for not only the nursing
homes, but the community apartments also.

Presently the éwo programs have merged both functionally
and organizationally except for the influence of Dr. Sandall
and Places for People on the the CPP. The role of Places for

People with the CPP is also a role that remains unclarified.
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IMPACT

. (a) The CPP Las not had the opportunity of being "born"
and allowing its identity to develop with age.
Rather, the program suffers from being feocrced to
continually acquire new identities, such . that the
program is overwhelmed with these new identities,
and does not have one singular identity. This
situation fosters role confusion, philosophical
disorientation, lack of organized activity and
basically a directionless posture for the program.

(b) The variety of placement sites were inherited by the
CPP when they began. Many sites, significantly
below standard, were utilized by inpatient staff
as placement sites; the CPP then had to monitor, and
when necessary, close sites they had not developed.
This creates an extremely frustrating situation in
which the procram is forced to deal with other
peoples' mistakes.

(c) The type and quality of the historical placements,
i.e. those made prior to the CPP's creation, set the
tone for present placements. The CPP still restrict's
its activ%ties to the nursing homes and community

apartments as it did prior to its formal creation.




RECOMMENDATIONS

(a) The new Director of the CPP should be hired from
cutside the program. A new individual, not tied to
history, will open the doors for innovative and fresh
ideas, procedures, etc. The new Director should
strive to put the CPP on a course that meves it from
the restraints of its history and embarks it upon a
path that will give it a strong clean purpose and
identity.
Identity formation itself is a pzinstaking process
that occurs when the Director purposefully selects
inservice and communication for the program so as

to shape the program's identity.

1.2 Community Treatment of the Mentally Ill - Philosophy

Inherent in any attempt to describe programmatic
philosophy is that philosophy is like a rainbow; though one sees
many colors, it is impossible to discriminate where one ends and
another begins. The philosophy of the CPP movement can most simply
be described as a continuum which on one end of the philosophical
spectrum are those people who view patient placement as an end
in and of itself which serves the purpose of "de-institutionalizing"
the State Hospital. “Oon the other end of the philosophical spectrum,
patient placement is viewed as a method of treatment, that along
with other treatment modalities, ocenrs in the community.

Placement, as an end in and of itself, very inexpensively

allows the hospital to de-institutionalize, that is to move its
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patients to "closets" in thé community where it can effectively
dumpt these individuals. Patients are given little if any
supervision; supervision is not meant to improve significantly
the development of the patient, but to maintain the placement
of the patient, i.e. keep the patient out of the hospital.
Though this situation allows the institution to éxpend little
rescurces on these people, the community and the patient suffers.
Most communities resent this cunping of problematic individuals
in their neighborhoods. These patients are usually placed in
marginal resource neighborhoods where these patients then
compete with the residents of these neighborhoods for scarce
rescurces. The former institutionalized patient, with little
support, rarely becomes integrated into the community and often
bears the brunt of the frustations and anger of the community.
Patients become abused and victimized; slowly the community
rejects the transplant of the individual to the neighborhood.
The patient is then re-admitted into the institution. A
revolving door of admission, placements and returns develops,
which destroys the morale of not only the patient, but the
staff assigned tb care for and treat this individual.

If community placement is viewed as a treatment modality,
then patients are plgced in environments that are the least
restrictive environment that meets the needs of the individual.
This means that the patient's environment provides the necessary
resources or treatment such that a patient moves along a

continuum of placement services toward the least restrictive



environment. Theoretically, the patient moves along this
continuum of services until they are able to be discharged
from St. Louis State Hospital. Other patients may need to
move along this continuum until they reach an environment that
provides the necessary support for their level of functioning.
Attachment 01 is a service system flow chart that visually
describes the continuum of services available through
community placement. In this systems loop, the pstient can
move from the community:

(&) To outpatient service

(b) From outpatient to placement

(c) To inpatient status OR

(d) From inpatient to placement.
From any of these programs, the patient can move to another
program or back to the community. Within the CPP itself, a
patient can move up or down the continumm of services, seeking
out the placement service that provides the least restrictive
environment possible to meet their needs. Thus, placement is
a dynamic treatment modality.

The staff of the CPP should function as case managers,

i.e. they develop an Individualized Treatment Plan (ITP),
identify and mobilize the community resources and support
mechanisms necessary to meet the demands of the ITP, and
then tactically deploy these services with the intent of

maximizing the patient's potential. These resources may be



provided by the placement site, community, POS, through the
facility, etc. Community resources, and treatment in the
community is always the first choice. The case managers,
through use of community services, actively involves the
community in the integration of the patient into the neighbor-
hood. Integration of the patient insures that the community
will not reject the transplanted patient.

Being that marginal resource communities would have their
support systems taxed heavily, placements are not encouraged
in these areas. The patient is placed in communities that
have sufficent resources; these communities will not be as
likely to reject the patient, because these neighborhoods
are usually not as frustrated and angry as are resource
poor neighborhoocds. It is resource poor communities that
vent anger upon the socially helpless.

The relationship between the CPP and the institution
itself changes when placement is viewed as a treatment modality.
Institutions must work prior to placement to keep the patient
integrated in their community. The inpatient staff must also
work to maintain and/or build the necessary skills the patient
will need to return to their community. To accomplish this,
the CPP staff must work actively to build and maintain a good
working relaticnship and open dialogue with the inpatient and
outpatient staff. This dialogue will be the format in which the
CPP informs the treatment staff as to the social skills necessary

to survive in that community. The institution itself, knowing



that a patient, when admitted, severs many of its community ties,
will discourage easy re-admissions to the facility by cPP clients;
this will encourage the CPP staff to actively seek out resources
necessary to maintain the patient in their community.

Finally, when placement is viewed as a treatment modality,
the spirit of the community mental health movement is met - to

provide quality clinical service in the patient's community.

1.3 CPP Philosophy
The stated CPP philosophy is to "maximize the client's
potential towaré the least restrictive environment possible to
meet his needs, and to effect optimal quality of life standards
in his placement environment." Verbal statements of philosophy
must be judged against behavior. How one behaves is influenced
by the system that either provides behavioral incentives or
disincentives.
OBSERVATIONS
(a) The CPP uses almost exclusively nursing homes to
| place patients. Attachment 02 shows the distribution
of CPP patients. Independent living arrangements are
few and many types of placements are extremely under-
utilized. Of course, this distribution is influenced
by resources available and the age of the patients
as discussed in an upcoming section. Nonetheless,
the distribution of patients does not reflect a strong

continuum of services.




(b)

(c)

(d)

1979

January
February
March
April
May

June
July
Aucust
September
October
November
December

POS money, as described in the financial section, is
used primarily for social clubs and transportation

and does not reflect a strong continuum of services.
Placement sites are not only primarily nursing homes,
but most of these homes are very large homes. Of

the 1,400 patients in the CPP less than 100 placements
sites are utilized. Attachment 03, (report 303C)

shows the distribution of patients amoung the various
facilities.

Re—-admissions of CPP clients to St. Louis State Hospital,
reinforces the belief that a revolving door syndrome

is present. Below is a chart showing returns from

CPP to SLSH for 1979 and 1980 and replacements to CPP
from inpatient treatment or General, Medical & Surgical
services. This patient movement characterizes both a
revolving door syndrome (return to MI) and a lack of
use of community services for medicezl treatment (return.
to GM&S). It also shows that many patients are not

replaced each month and presumably remain as inpatients.

RE-ADMISSIONS TO SLSH FROM CPP REPLACEMENT TO CPP

MI GM&S TOTAL

16 8 24 10
11 11 22 4
11 12 23 9
16 1) 27 11
15 6 21 5
15 3 18 3
12 8 20 0
12 9 21 7
10 B 14 4
14 8 22 13
14 7 21 10
& 11 28 3




RE-ADMISSIONS TO SLSH FROM CPP REPLACEMENT TO CPP
1980 MI GM&S TOTAL
5
January 16 6 22
February 16 11 27 5
March 16 7 23 0]
hpril 15 6 21, 8
IMPACT

The philosophical posture of the CPP must be rejected as
not in concert with how it behaves. This behavior must be
viewed in the context in which it operates. The CPP operates
within the organizational environment and philosophical
environment of St. Louis State Hospital. Many people debate
whether SLSH is presently giving good custodial care, i.e.

providing a safe and humane environment. The Goodman, etal

v Parwatikar right to treatment case argued that SLSH was not

providing a safe and humane environment, let alone adequate..
The CPP appears to be on the same philosophical footing as
SLSH. It appears that the CPP behaves in a manner that suggest'
its philosophy is one of placement per se rather than placement
as treatment. 2s discussed in upcoming sections of this
evaluation, how a program behaves is not necessarily how it

. wishes to behave; the CPP espouses a philosophy that it does

-
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not implement. The reasons the CPP does not implement said

philosophy are partially determined by the system it must

operate under.

If the system were actively treating patients, one would

expect certain types of reports or business records that provide

data to management along lines that suggest the philosophy of

placement as treatment. For example, one would expect the

following kinds of data to be generated:

(a)

Number of clients moved to a less restrictive

environment each month.

(b) The number of hours of client programming per
client per day.

(c¢) The number of clients employed competitively, with
public assistance, in sheltered workshops or in
pre-sheltered workshops.

(d) The number of clients that can use public transportation.

(e) The level of the clients' social, economic, educational,
i.e. his ability to function in his environment.

RECOMMENDATIONS

(a)

The CPP's Director needs to teach and provide the
resources, i.e. the system necessary for staff to
use placemént as a community treatment modality.

This entails not only education but also dramatic

system change.
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(b) The CPP needs to philosophically differentiate
itself from St. Louis State Hospital. The CPP has
the resources necessary to proQide good case
management, even it SLSH does not. To allign itself
with the custodial care philosophy of SLSH, would
not allow the CPP to grow clinically.

(c) The CPP needs to allign itself with other community
placenent programs that do provide treatment; these
community programs exist, both in Missouri and in
other states, and do provide community placement
treatment.

The development of a program to move the CPP's clinical
posture up the continuum towards the ideolocy of placement as
treatment will need the involvement of good, talented management
staff. The talent necessary for the provision of ¢ood, clinical
case management is present; strong, knowledgeable management

is not.
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2.0 Client Service System
The Client Service System encompasses the input, process
and output of the CPP, i.e. client referral, client treatment and
services and movement within and out of the CPP. The service
component has philosophical underpinnings - case management or
direct clinical care - whereas the input/cutput components
have administrative as well as philosophical underpinnings.
2.1 Patient Referral - Input to CPP
OBSERVATIONS
Patient referrals are presently made from two basic
sources: Malcolm Bliss Medical Center and St. Louis State
Hospital with both the inpatient and outpatient programs
referring clients for placement. Though it is possible and
feasible to receive referrals from the community directly,
and facilitate a "paper admission," it is very rarely done.
A feﬁ referrals are made to the CPP from other DMH facilities,
and a few of these referrals are subsequently placed. Table 04
displays the areas from which referrals are made and in what
number referrals to the CPP were made for the last few months.
Referral procedures are outlined below for a) Nursing/
Boarding Homes and b) Apartments. Attachment 051is a flow

chart referral system for the SLSH CPP.
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2.1.1 Referrals to Nursing and Boarding Homes.

. After the client's treatment team recommends placement,
the social worker of that team sends the completed Family
Care R eferral form (attachment 06) to the screening committee.
The CPP screening committee is comprised of Ruth Simon, Barbara
Spencer and Judy Fahning. Barbara Spencer and Ruth Simon
review all referrals except those to Places for People. Judy
Fahning reviews all the referrals to Places for People, i.e.
community apartments. Whomever reviews the referral is the
designated liasion between the CPP and the referring area. The
liasion also reviews the patient medical record, interviews the
patient and talks to the referring treatment team regarding
the patient. After this review of the referral, if the liasion
believes the referral is not appropriate, a memo is returned
to the social worker stating reasons why this referral is not
appropriate. Attachment 07 is the Family Care Assessment
sent to the referring social worker when a patient is either
accepted or rejected.

If a patient is deemed acceptable for placement, the
liasion determines which home of the 100 homes available for
placement is the most appropriate home for that patient. The
liasion informs the social worker and nurse assigned to that
particular home to further assess this patient to determine
whether this referral is appropriate for this particular home.
This team, consisting of the nurse and social worker,ytilize
the medical record, an interview with the patient and meetings

. with the treatment team to make a determination of appropriateness.
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The team is very aware of a particular site's idiosyncrasies
and through consultation with the placement site, makes a final
determination whether this placement is appropriate. If this
placement is not appropriate, the team sends back a memo informing
the liasion of their decision, and criteria upon which they
based their decision. The liasion then must either find another
home that is appropriate and go through this process again, or
reject this referral, or place the referral on a waiting list.

If the patient is found to be acceptable for placement in this home,
the referring social worker is informed via a memo.

The referring social worker is responsible for the timely
completion of all the paper work and activities associated with
placement. The relationship between the CPP and the referring
social worker is one of a consultant to a referee. Because
the CPP acts as an consultant in assisting the placement of a
patient, all paper work, which is quite significant in its
volume, is completed by the referring social worker. The process
of paper work begins once the liasion has accepted the referral
for determination of appropriateness and is completed prior to the
team's final accevtance or rejection.

If the patient is accepted, the liasion sends a memo to
the referring team informing the team that there is either an immediat
vacancy or the patient must be placed on a waiting list. If
there is an immediate vacancy, this memo serves to hold the bed
until the process of placement is completed. The referring

social worker is also responsible for such things as facilitating
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a visit by family and patient to the placement site, the arranging
of the placement date and the delivery of the pre-admission
information. The referring worker must contact the contract
office five days in advance to allow for a contract to be drawn
up and approved. A few of the other tasks the referring worker
must complete are to:

(a) Secure a list of medications

(b) Prepare social worker's transfer summary

(c) Secure a medical transfer summary

(d) Complete the patient's ITP

(e) Arrange transportation for the patient

() Get medication and clothes ready for the patient

(g) Take the patient to the home
After these tasks have been completed, and the patient is placed
in the facility, the case is then transferred to the CPP for
monitoring. Once this case is transferred, there may or may not
be contact between the treatment team and the team assigned to
monitor this patient's .placement.

2.1.2 Referrals to Community Apartments

Referrals to Community Apartments, i.e. Places for People,
are initated after Judy Fahning receives a referral to the Community
Homes Program from a referring treatment team (attachment 08).
This liasion screens.the referral for a general profile
appropriateness, reads the medical chart, interviews the patient
and staff then arranges an interview between Places for People,

the patient and the referring social worker. As described in
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2.1.1, the referring social worker is responsible for the
activities of placement per se with the CPP staff acting as
consultant to the placement program.

Places for People assist in the selection on an appropriate
roommate with the client, and subsequently finds a suitable
apartment for the client. If the patient were in need of
further desensitization to apartment living, or the learning
of apartment skills before actual placement, it is the duty
of the referring social worker to accomplish this. After all
these placement activities have been completed, the patient is
transferred to the caseload of the CPP.

If a patient is rejected, the referring worker is notified
as to why; if accepted, the referring social worker is also
notified. If the client placement in the apartment does not
succeed, client is returned to St. Louis State Hospital where
he may or may not be referred to a nursing or boarding home

for placement.

IMPACT
(a) Reference to Table 4 displays that few clients are
admitted directly to the CPP from the community or
from the outpatient clinic. This system of discrimination
forces admissions to inpatient status with its inherené
risk of institutionalizing the patient before

placement in a community based facility is possible.




Theoretically, it can be assumed that with a proper

. referral system and with the availability of a
continuum of resources, a majority of inpatient
admissions will be avoided in lieu of appropriate
community based services.

(b) The referral system organizationally segregrates
rather than integrates placement resources into a
continuum of placement sites. This increases mis-
communication, frustrates and complicates referral
of clients.

(c) Presently, the "screening committee" is composed of
three individuals of which two are in the executive
committee. This restricts the input of clients
into the system and determines dependency of the
system upon a few knowledgeable individuals. This
restricts other CPP staff from becoming trained and
knowledgeable in the process of screening clients for
referral. By restricting input from all levels of
staff, this system inhihits a vested responsibility
of staff for input into the CPP. Besides restricting
staff input, the dependency on a few individuals
fosters weakness in the program.

The screen&ng individual, or liasion, is responsible

for the review of the patient's appropriateness and

facility selection. This makes for a complicated

centralization of the input into the CPP. Again, this

-18-
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(d)

(e)

restricts input due to the fact that these duties

are time consuming and there are only a few individuals

to handle this task.

A decision for appropriateness for placement is
determined upon a review of the patient's present
inpatient behavior. The literature quite strongly
suggest that behavior in one environment is not a
good, reliable predictor of behavior in another,
different environment. For example, a patient that
sets fire on a crowded ward will not necessarily
behave in the same manner in an apartment. Yet
this behavior disorder will probably be used to
exclude the patient from placement.

The social worke£ and nurse assigned to monitor the
site which the liasion has determined the patient
will be placed in, are not involved with this
decision and can only reject it (if good supporting
reasons for rejection are provided)or accept it. This
system does not have built into it the involvement,
responsibility and committment of this team to the.
maintenanae of successful placement and treatment.
If the placement becomes troublesome, the team can
reject it ;asily with no fault of their own in their

decision making.
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(£)

(g)

The referring social worker must expend a large
amount of time and energy in the completion of

the paper work necessary for referral, evenlthough
most referrals are not accepted for placement.

Chart 09 compares referral by month with placement
by month and shows the number of patients

that are waiting for placement. This comparison
shows there is little chance of reward for the
energy expended in preparing the work for patient

to be placed. This will dramatically reduce
referrals. 2An interview with the various Unit
Coordinators has revealed that they believe the
system to be unresponsive and they do not actively
encourage their staff to refer clients. Indeed,

the referrals to the CPP appear to be extremely

low.

There appears to be little pre-placement clinical
activity. For example, the active involvement of the
CPP with the treatment team of a potential placement
in the providing of the team with information as to
what skills a successful placement will need, does
not exist; this would also include providing the team
with the necessary information regarding what types
of placement resources are available. Without this

involvement, it is not insured that appropriate clients
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are referred. If clientlskills necessary for
placement are not actively programmed in the client's
ITP, successful maintenance of placement is not
encouraged.

(h) Acceptance of rejection of a referral as well as
reasons for this decision need to be provided to
the Unit Coordinator also. This presently does
not occur.

(i) Pre-placement activity such as the paper work, etc.
is a responsibility of the referring team, but the
system itself dees not provide a strong co-partner
approach to this process. The CPP, as consultant
to this process, needs to be actively involved with
the referring worker in assisting in this process to
insure that this process is effective{ efficient and
smooth. This will provide for a reducticn in the
referring social worker's frustrations of dealing
with this time consuming process and by involving
the CPP staff in this pre-placement process, insure
that an acceptance of placement is done with the
knowledge that placement resources are available
and this process is viable.

RECOMMENDATIONS

(a) After procurement of an appropriate placement resource,
outpatient and community referrals should be given
high priority so that these patients need not be

5
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admitted to inpatient status if community services
will suffice. The literature supports the assumption
that community based delivery of mental heaith services,
in the patient's community is preferable to admission.
Institutionalization of a patient does not have to
oceur if community placement is the key to continued
effective clinical treatment. This will have the
effect of reducing inpatient census by reducing the
admission to St. Louis State Hospital. It should
be noted that appropriate, potentially successful
placements of inpatients are not to be lowered in
priority, but a strong emphasis should be placed on
the avoidance of outpatients becoming inpatients.
The system described herein strives to provide a
framework in which the staff are not frustrated by
seeing clients, who could have been treated in less
restrictive environments, undergo institutionalization.

(ap) House Bill 1724 mandates that the least restrictive
enviromment for patient treatment be utilized. This
system fulfills both the spirit and the letter of
the law.

(b) Chart 11 is a recommended referral system flow. The
salient features of the recommended system are:
(by) All referrals are made to one centralized

committee whose responsibility is to inspect

the referrals for general appropriateness and

subsequently route the referral to one of

three teams, based upon the case Toad of each
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(by)

(by)

team or (preferably) based upon random
distribution of referrals such that inter-

team comparisons are facilitated. This

would effect the integration of resources

and centralization of the input of referrals.
Each of these teams should have a continuum

of resources allocated to them so that each
team has the opportunity to manage a variety

of clients in placement. Each team is
responsible for the placement of a client;

the team must select the appropriate facility
and insure the maintenance of the placement

and subsequent movement of the patient along
the continuum to the least restrictive environment
needed to treat this individual. Each team is
also responsible for working with the patient's
referring team in all pre-placement activities;
the CPP staff will work to do well in pre-

placement, so as to insure successful placement.

" If the team rejects a client placement, this

rejection must be explained not only to the
referring team, but to the screening committee.,
The'screening committee can accept or reject
this explanation. This procedure allows for
the application of pressure to the team to

accept the placement and manage the referral

appropriately.
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(c)

(da)

(e)

(b4) If the screening committee does concur

with a rejection, the committee then indicates

to the Resource Procurement Committee what the

placement needs are. The Resource procurement

Committee then has the data necessary to

procure the resource that are truly needed

of the CPP.
The system described herein puts pressure on the CPP
to make placements. It encourages sensible risk
taking and by encouraging sensible risk taking, the
CPP staff will be less likely to reject patients for
simple behavior proklems. Also, the team, who are
most aware of the placement facilities, can convince
these facilities that inappropriate behavior will
probably extinguish itself in the new environment.
As described above, when a team is involved in the
decision process, vested interest will be
encouraged and successful treatment placement should
increase.
Referfals must be encouraged, especially appropriate
referrals. Unfortunately it is difficult to determine
the length‘of time between completion of all pre-
placement activities and placement. The Resource
Procurement Committee can maintain an open dialogue
with the unit coordinators so that the availability

of various types of resources is always known.

.
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(£)

(g)

From the point in time that the CPP team receives

a referral from the screening committee, the team
should begin pre-placement activities with the
patient's treatment team. The CPP team may provide
the necessary information regarding which skills a
client must possess to insure successful placement

and what the activities are that the treatment team
must accomplish.

Rejections and progresss reports on placement
referrals should all be reported to the Unit
Coordinators to insure the efficient management of
pre-placement activities and to enhance communication.
The CPP screening committee and the CPP team should
direct all correspondence and requests for information,

etc., to the Unit Coordinator.

2.2 Facility Selection

OBSERVATIONS

Flow chart 05 shows that the actual selection of a

committee.

referral.

facility is accomplished by the liasion from the screening

When a referral is accepted as appropriate, this

referral is then routed to the team that monitors the home

that the liasion has deemed as most acceptable placement for
this particular referral. The monitoring team must normally
accept the referral unless they have documented reasons which are

acceptable to the liasion for this rejection of the particular

The monitoring team itself has no involvement in the

selection of a placement site for a referral. -
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The criteria for selection is based upon the collective

knowledge the liasion has with regards to the placement site's
profile of the "ideal" patient that it wishes to have placed

in its facility, not upon any objectively based criterion.
Selection is also controlled by the resources available to

place the patient in. Table 12 is the distribution of placement
resources for monitoring the to the three teams of the CPP.
IMPACT

(a) The referral system segregrates the Nursing/Boarding
Homes and the Community Apartment Program. This does
not provide for a continuum of placement resources
for the treatment team to select a facility from.
Chart 01 displays a continuum of resources that
should be available to utilize patient placement as
a treatment modality. To organizationally segregrate
the referral system into two components discourages
continuity of treatment and communication in the
process of faciiity selection.

(b) The actual selection of a facility is vested in one
person, rather than a team. As the system is presently,
the liasicon selects a facility and the team can only
reject if Fhey have adequate support to this rejection.
To vest the selection of a facility for client
placement in the hands of a few individuals places

the CPP in a position of strong dependency on these
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(c)

(d)

(e)

individuals, with.the services of the CPP referral
system compromised. Also, the team has no vested
responsibility in the selection of the placement;
without vested interest, there is not as much

energy expended to insure placement success. If

the team participates in the placement decision,

the team would then have vested responsibility in
the maintenance of the patient in the placement

site and the system would provide more accountability.
When there exist only 100 placement resources, it
may be feasible for an individual to know all the
resources, but the CPP needs to develop many more
placement resources. When this is accomplished, few
individuals will not be able to thoroughly know all
of the resources well enough to make a knowledgeable
facility selection for a referral. To force a few
individuals to know thorouahlv all

of the placement resources, discourages the increase
in the number of resources because one individual
cannot handle this guantity of information, especially
new resources that are relatively unknown.

Criteria for selection of a facility is subijective.
A more objective means of matching client needs to
resources is necessary.

There appears to be much energy expended to meet the

idiosyncrasies of a facility's ideal patient profile.

L



(£)

If placements were a treatment modality, a facility
will have a general type of patient profile to
work with, and not have such idiosyncratic

demands for a particular typeof patient.

Chart 12 displays the distribution of placement
facilities to the three teams. This distribution
does not equitably provide resources for each team.
Each team does not have a full continuum of resources
that is available to them for the placement of the
clients that are referred to them. Some of these
distribution problems are due to the limitations of
the number of placement sites available to +hem far

distribution.

RECOMMENDATIONS

(a)

(b)

As stated in section 2.1, the Community Apartment
Program is part of the continuum of resources available
to the CPP and as such, should not be organizationally
distinct from the rest of the placement resources.

By combining the screening functions into one committee,
communication is enhanced and so is facility selection.
As stated in section 2.1, referrals are made to a
screening committee composed of many individuals who
screen the referral for general appropriateness.

Further client screening and facility selection is

made by one of the three CPP teams. Chart 11 1is a
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(c)

(d)

flow chart that shows a recommended referral system.
Each team has a full continuum of placement resources.
The screening committee is aware of the work locad and
availability of resources and routes the referral to
a particular team based upon these considerations.
The team itself is responsible and accountable for
facility selection and maintenance of a selection.
This responsibility will encourage the allocation

of time and energy to appropriate placement and
maintenance of placement. Through a team approach,
knowledge regarding resources is vested in many,
rather than a few people.

Facility selection must expand in its scope due to
the fact that a Resources Procurement program, if
successful will increase the number of resources
available to the CPP. An increase in the number of
resources will limit the effectiveness of a few
individuals to thoroughly know these resources.

To divide all the resources equitability into three
components for the three teams to manage provides
efficiency to the system.

Presently the criteria for selection of a facility
is subjective. Objective tools such as the New York
Department of Mental Health's Level of Care Survey

should be sought out and developed so that the teams
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Program:

MBO/GANT CHART

Action

Jan

Feb Mar Apr

May June

July Aug Sept

Oct Nov Dec
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10.
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PHYSICAL CARE LEVEL

M1

PSYCHIATRIC SYMPTOMS

ACUTE REHAB COMMUNITY
12 8 4
SHF
11 7 3
[CF
30 = 6 2
NI1RY
9 5 1
[1iDP
~ LEGEND
SNF = Skilled Nursing Facility
ICF = Intermediate Care Facility
SUPV = Supervised Living Arrangement
INDP = Independent Living Arrangement
1 = Outpatient/Discharged/Family Care
2 = Boarding Home
3 = Residential Care Facility
4 = Skilled Nursing Facility (few or no psychiatric problems)
5 = Apartments/TFoster Homes/ Foster Communities
6 = Group lomes
7 = Intermediate Care Facility
8 = Skilled Nursing Facility (with behavior and psychiatric problems
9 = Acutely I11 (inpatient or outpatient)
10 = Acutely Il1l (inpatient)
11 = Acutely Ill (inpatient)
12 = Acutely Il11 (inpatient)




PHYSICAL CARE LEVEL

M2

HYPOTHETICAL
PSYCHIATRIC SYMPTOMS
ACUTE REHAB connuniTy
12 8 4
SHF
205 ; 117
11 7 3
ICF
246 225
0 = 6 2
SURY
202 193
9 5 1
[HDP
179
LEGEND
SNF Skilled Nursing Facility

1CF
suprv
INDF

IR | AN | AT T | A 4 O M | ) G |

Intermediate Care Facility
Supervised Living Arrangement
Independent Living Arrangement
Outpatient/Discharged/Family Care
Boarding Home

Residential Care Facility

Skilled Nursing Facility (few or no psychiatric problems)

Apartments/Foster Homes/ Foster Communities
Group lomes

Intermediate Care Facility

Skilled Nursing Facility (with behavior and psychiatric problen:

Acutely I]1 (inpatient or outpatient)
Acutely Il1l (inpatient)
Acutely Ill (inpatient)
Acutely 111 (inpatient)



PHYSICAL CARE LEVEL

TOTAL PATIENT ASSIGNMENT AND
PERCENTAGE OF TOTAL POPULATION

PSYCHIATRIC SYMPTOMS

ACUTE REHAR COMMUNTTY
12 8 4
SHF 405 17
26.6% 1,29
11 7 3
LLF 5146 25
39,9% 1,87
10 6 2
SUPY 2 193
0,17 14,17
9 5 1
[1DP 179
13.1%
LEGEND
SNF = Skilled Nursing Facility
ICF Intermediate Care Facility
SUPV Supervised Living Arrangement
INDP = Independent Living Arrangement

1 (| | 1 | | [ |

Outpatient/Discharged/Family Care
Boarding Home
Residential Care Facility

Skilled Nursing Facility (few or no psychiatric problems)

Apartments/Foster Homes/ Foster Communities
Group Homes
Intermediate Care Facility

Skilled Nursing Facility (with behavior and psychiatric problems)

Acutely Ill (inpatient or outpatient)
Acutely Ill (inpatient)
Acutely Ill (inpatient)
Acutely Ill (inpatient)

M3



PHYSICAL CARE LEVEL

ML

HYPOTHETICAL
PSYCHIATRIC SYMPTOMS
ACUTE REHAB conrunITy
] 12 8 i
SHF
-200 +100
11 7 3
ICF
-300 +200
1 A 6 2
SUPY '
+200
9 5 1
~ LEGEND
SNF = Skilled Nursing TFacility
ICF = Intermediate Care Facility
SUPV = Supervised Living Arrangement
INDP = Independent Living Arrangement
1 = Outpatient/Discharged/Family Care
2 = Boarding Home
3 = Residentinl Care Facility
4 = Skilled Nursing Facility (few or no psychiatric problems)
5 = Aparktments/Foster Homes/ Foster Communities
6 = Group Homes
7 = Intermediate Care Facility
8 = Skilled Nursing Facility (with behavior and psychiatric problen
9 = Acutely 111 (inpatient or outpatient)
10 = Acutely I11 (inpatient)
11 = Acutely Ill (inpatient)
12 = Acutely I11 (inpatient)




PHYSICAL CARE LEVEL

M5

HYPOTHETICAL
PSYCHIATRIC SYMPTOMS
ACUTE REIAB - COMMUNITY
' 12 8 4
SHF
20 20
11 7 3
[CF
10 10
19 = 6 2
NIRY '
30 40
9 5 1
[1iDP
60
~ LEGEND
SNF = Skilled Nursing TFacility
ICF = Intermedinte Care Facility
SUPV = Supervised Living Arrangement
INDP = Independent Living Arrangement
1 = Outpatient/bischarged/Family Care
2 = Boarding lHome
3 = Residential Care Facility
4 = Skilled Nursing Facility (few or no psychiatric problems)
5 = Apartments/Foster Homes/ Foster Communities
6 = Group llomes
7 = Intermediate Care Facility
8 = Skilled Nursing Facility (with behavior and psychiatric problen:
9 = Acutely 111 (inpatient or outpatient)
10 = Acutely 111 (inpatient)
11 = Acutely Ill (inpatient)
12 = Acutely Ill (inpatient)




PHYSICAL CARE LEVEL

HYPOTHETICAL
PSYCHIATRIC SYMPTOMS
ACUTE REHAB COMMUNITY
12 8 4
ad 12 FTE 8 FIE
11 7 3
ICF
14 FTE 10 FTE
0% - 6 2
SUPV
22 Tk 21-FTE
9 5 1
1[iDP
20 FTE
LEGEND
SNF Skilled Nursing Facility

TN (AT O A | |

Intermediate Care Facility
Supervised Living Arrangement
Independent Living Arrangement
Outpatient/Discharged/Family Care
Boarding Home

Residential Care Facility

Skilled Nursing Facility (few or no psychiatric problems)

Apartments/Foster Homes/ Foster Communities
Group llomes
Intermediate Care Facility

Mb

Skilled Nursing Facility (with behavior and psychiatric problem:

Acutely I11 (inpatient or outpatient)
Acutely T11 (inpatient)
Acutely I11 (inpatient)
Acutely I1l1 (inpatient)




PHYSICAL CARE LEVEL

M7

SNF
ICF
surv
INDP

TR T I T LT I | | |

HYPOTHETICAL
PSYCHIATRIC SYMPTOMS
ACUTE REHAB COMMUNITY
12 8 4
SHF
$$% $$$
11 7 3
CF
‘ 643 $$$
16 - 6 2 .
SURY
$$% $$$
9 L 3
Anp
[1iDI $4
LEGEND

Skilled Nursing Facility

Intermedinte Care Facility

Supervised Living Arrangement

Independent Living Arrangement
Outpatient/bDischarged/Family Care

RBoarding Home

Residentinl Care Facility

Skilled Nursing Facility (few or no psychiatric problems)
Apartments/Foster Homes/ Foster Communities

Group Homes

Intermediate Care Facility

Skilled Nursing Facility (with behavior and psychiatric problem:
Acutely I11 (inpatient or outpatient)

Acutely T11 (inpatient)

Acutely Ill (inpatient)

Acutely I1l1 (inpatient)




M8

SNF
ICF
SuUpPv
INDP

TR T | N {1 | | B

HYPOTHETICAL
PSYCHIATRIC SYMPTOMS
ACUTE REHAB COMMUNITY
12 8 4
SHF
— $$% : $$$
:__u--..'
= 11 7 3
g
& ICF
© $$% $$$
g
E@ 10 - 6 2
a | Supy
$$% $$%
9 5 1
[EDP
$$%
- LEGEND

Skilled Nursing Facility

Intermedinte Care Facility

Supervised Living Arrangement

Independent Living Arrangement
Outpatient/Discharged/Family Care

Boarding Home

Residentinl Care Facility

Skilled Nursing Facility (few or no psychiatric problems)
Apartments/Foster Homes/ Foster Communities

Croup llomes

Intermediale Care Facility

Skilled Nursing Facility (with behavior and psychiatric problem:
Acutely 111 (inpatient or outpatient)

Acutely I1l1 (inpatient)

Acutely Il1l (inpatient)

Acutely 111 (inpatient)




M9

MEAN COST & STANDARD DEVIATION
OF PLACEMENT FACILITIES

PSYCHIATRIC SYMPTOMS

PHYSICAL CARE LEVEL

ACUTE REHAB COMMUNITY
12 8 4
SHF x = 699,00 X = 841,00
sp = 213,52 sp = 118,33
| 11 7 3
ICF X = 661,92 X = 366,75
sp = 186,34 sp = 94,72
10 6 2
SUPV X = 527.50 x = 381.16
sp = 147.79 sp = 113.06
9 5 1
[1DP X = 285,64
sp = 32,51
LEGEND
SNF = Skilled Nursing Facility
ICF = Intermediate Care Facility
SUPV = Supervised Living Arrangement
INDP = Independent Living Arrangement
1 = Outpatient/Discharged/Family Care
2 = Boarding Home
3 = Residential Care Facility
4 = Skilled Nursing Facility (few or no psychiatric problems)
5 = Apartments/Foster Homes/ Foster Communities
6 = Group Homes
7 = Intermediate Care Facility
8 = Skilled Nursing Facility (with behavior and psychiatric problems)
9 = Acutely Ill (inpatient or outpatient)
10 = Acutely Ill (inpatient)
11 = Acutely Ill (inpatient)
12 = Acutely Il1l (inpatient)



PHYSICAL CARE LEVEL

m10

SNF
ICE
supv
INDDP

T T Y YT | | O | A |

Skilled Nursing Facility
Intermediate Care Facility
Supervised Living Arrangement
Independent Living Arrangement
Outpatient/Discharged/Family Care
Boarding llome

Residentinl Care Facility

HYPOTHETICAL
PSYCHIATRIC SYMPTOMS
ACUTE REHAB COMMUNITY
12 8 4
SIF
$$$ $$$
11 7 3
ICF
$$9 $$9
10 - 6 2
SURY
$$$ $$9
9 5 1
[lHDP
$$%
- LEGEND

Skilled Nursing Facility (few or no psychiatric problems)

Apartments/Foster Homes/ Foster Communities
Group llomes
Intermediate Care Facility

Skilled Nursing Facility (with behavior and psychiatric problenm

Acutely I11 (inpatient or outpatient)
Acutely I11 (inpatient)
Acutely I11 (inpatient)
Acutely 111 (inpatient)




M11

HYPOTHETICAL
PSYCHIATRIC SYMPTOMS
ACUTE REHAB CONMUNITY
12 8 4
=4 '
L
=
=
11 !
L 7 3
= ICF
S $$% $$$
ﬂ—.’
=T
&
gz 10 - 6 2
a | SURV
$$% $$9
9 5 1
[P
$$$
LEGEND
! SNF = Skilled Nursing TFacility
| ICF = Intermedinte Care Facility
SUPV = Supervised Living Arrangement
INDP = Independent Living Arrangement
1 = Ooutpatient/bhischarged/Family Care
b 2 = Boarding lome
3 = Residentinl Care Facility
4 = Skilled Nursing Facility (few or no psychiatric problems)
5 = Apartments/Foster Homes/ Foster Communities
6 = Group llomes
7 = Intermediate Care Facility
8 = Skilled Nursing Facility (with behavior and psychiatric problen:
9 = Acutely 111 (inpatient or outpatient)
10 = Acutely I1l1 (inpatient)

Acutely I11 (inpatient)
Acutely 111 (inpatient)




