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1.0 EVALUATION OF ST . LOUIS REGIONAL COMMUNITY PLACEMENT 

PROGRAM - HISTORY AND PHILOSOPHY 

1.1 History of th e Community Placement Program (CPP) 

OBSERVATIONS 

In the late 1950' s , the Division of Mental Diseases 

(presently the Department of Mer.tal Health) began a program 

of de-instit~tionalization of the mentally ill. The 

leg islature a llocated money for the p l acement of patients; 

most patients were placed in nursing homes , but patients 

were pla ced in a variety of other sites. Resource p r ocurement 

and placement itse l f was a c complished by whatever st,~ff was 

developing the discharge plan of the patient . This staff 

person usua lly was a soci a l worker on the treatment team 

of th~ patient . No one p:cogrc.m ncr one i dentified individual 

represented St . Louis Sta t e Hospital to the various p lacement 

sites and various communities. 

The 1960's saw the de-institutiona lization movewent 

develop momentum and J:.>atient placeme nts increased , but not on 

·an orga n ized , rational manner . St . Louis Chronic Hospital 

Building was condemned during this period and St . Louis State 

Hospital had to absorb t his population for placement also . 
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Apartment place me nts for the mentally ill b egan in 1971 

with Dr. Sa nda ll, Nancy Flavell and Mildred Dunn developing this 

program . The nurs ing home p l acements and community apar tments , 

though both working at St. Louis Sta t e Hospital , were not linked 

in a ny organizati0na l manner . Due to the fact there was no 

organizaed aftercc1re <)f pa tients , p a tients were being "lost 11 

after placement; con c ern developed for the need to organize a 

p rogram th a t would c entra lize t hese placement functions and 

provi de some accountability f or the placement and aftercare of 

St . Louis State Hosp i tal patients . 

In 1971 Cen tral Offi ce created the St . Louis Regional 

Community Placement Program (Kansas City also deve loped a 

Regional Community Placement Program). Nurs ing h ome placement 

and aftercare were now the r esponsibility cf a designated 

d i rector and program . Community apartments rema ined a sepa rate 

entit y from the CPP until appr oximately 19 7 5 whe:n i t merged 

organi zational l y , but not functionally with the CPP . Places 

for People began with staff from the CPP i n 1975. J:_fter 

Places for People began , the community apartment s program 

merged functiona lly with the CPP and the CPP then began to 

provide case management and monitori ng for not only the nursing 

homes, but the community apartme nts also . 

Presently the two programs h ave merged b o th functio nally 

and organizationally except for t he influence o f Dr . Sandall 

~nd Places for People on the the CPP . 'rh e role of Places for 

Peopl e with the CPP is also a role that remains unclarified . 
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(a ) The CPP Las not h ad the opportunity of b e ing "born " 

and a llowi n g i ts i dentity to develop with age . 

Ra ther , the program suffers from b ei.ng f o rced to 

continua l ly a cq uire new i dentiti es , such. tha t the 

program i s overwhelmed with these new i dentitie s , 

and does not h ave one singu l ar i dentity . This 

situation fosters role confusion, philosophi cal 

disorie nta tion , lack of organized a ctivity and 

bas ica lly a directionl es s posture for the program . 

(b) The va riety of placement s i t es were i nherited by the 

CPP when they began . Many sites , signi f icantly 

b e l ow standard , were uti l i zed by inpatient staff 

as placeme nt sites ; the CPP then h ad to moni tor , and 

whe n necessary, close sites they had n o t developed . 

This creates a n extremely frustrating situation in 

which the pro~ram is forced to deal with other 

peopl es ' mistakes . 

(c) The type and quality of the historical p l acements , 

i . e. those made prior to the CPP ' s creation , s e t the 

tone for present placements. The CPP still restrict ' s 

i ts activ~ties t o the nurs i ng homes a n d community 

apartments as it did prior to its forma l creati on . 

- 3-
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RECOMMENDAT I ONS 

(a ) The n ew Director of the CPP shou l d be hire d from 

outs i de the progra m. A new i ndivi d ua l, not tied to 

hist ory, will open the doors for innovative and fresh 

ideas, procedures , etc . The new Di r e ctor should 

strive to p ut t he CPP on a c ourse t h a t mo ves it f r om 

the res t raints of its history and e mba r k s it up on a 

p a th t h a t wi l l give it a s trong c l e an purpose and 

identi t y. 

Identity f orma tion its elf i s a painstaking p roc ess 

that occurs when the Director purposefully sel e cts 

inse rvice and communica tion for t he progr am so as 

to shape the p r ogr am ' s i dentity. 

1. 2 Community Tre a tment of t he Mentally Ill - Philosophy 

Inhenmt in any attemp t to describe p rogr ammatic 

philosophy is that philosophy is like a r a inbow ; though one see s 

many col ors , i t is impossible to discrimina t e where one ends and 

anothe r begins. The philosophy of the CPP movement can most simply 

be described as a continuum which on one end of the philosophical 

spe ctrum are th ose people who view pa tie nt p l a c e me nt as an end 

in and of itself which s erve s the purpose o f "de-institutionalizing" 

the State Hospital. ' on the other end of the philosophical spectrum; 

patient p l aceme nt is viewed as a method of treatment, that along 

with other treatment modalities r or.r.11r!': in the community . 

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

allows the hosp ital to de -institut ionalize , that is to move its 
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patien t s to "closets " in the communit y where i t can effecti vely 

dumpt these individuals . Patien ts an! g.:j_ven l i t tle i f a ny 

s upervision ; supervision is not meant to i mprove s i gni f i can tly 

t h e devel opment of the patient , but to maintain the p l acement 

of the pati ent , i . e . keep the patient ou t of the hospi tal . 

Though this situation allows the institution to ~xpend l i ttl e 

resources on t hese peopl e , the community and the patient suf fers . 

Most communities resent tl1iE> c.urr,ping of problematic indi v i duals 

i n their nei ghborhoods . These patients are us ua l ly p l a c ed i n 

mar ginal r esource neighborhoods where tbese patients then 

compete with t he residents of these? n eighborhoods for s carc e 

resources . The former institutionalized patien t , with little 

s upport , r arely becomes integrated i nto the c onm1uni ty and often 

bears the brunt of t he frustations and anger o f the community . 

Patients become abused and victimized ; slowly t he communi ty 

re j ects the t ranspl ant of the individual to t he ~eighborhood . 

The p a tient i s t h en re- admi t t ed i nto t he i nsti tuti on . A 

r evolving door of admission , placement s and r e turns dev e lops, 

whi ch destroy s the moral e of not on l y the patient, but the 

staff ass ign ed to care for and t reat this individu a l. 

If c ommuni ty p l acement is viewed as a t r eatme nt modality , 

the n patie nts a r e p l ace:d in environment s t h at are the l east 

restrictive e n vironmen t t hat meets t he n eeds of the individual . 

Thi s means that the p a t ient ' s e nv i r onme nt provide s t he n e c e ssary 

resources or t r eat ment s u ch tha t a patie nt move s a long a 

continuum of placement services t owa rd the l east restrict i ve 

-· 
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environment . Theoretica lly , the p a tient moves along this 

continuum of s ervices until they are abl~ to be disct a rged 

from St. Louis State Hospital . Other pati ents may need to 

move along this c ontinuum until they reach an environment that 

provides the nece s sary support for their l evel of f uncti on ing . 

Attachment 01 i s a service s:~,rstem flow chart that visuall y 

descri bes the con tinuum of services available through 

community placement . In this systems l oop , the pa t ient can 

move from the community: 

(a) To outpatient service 

(b) From outpatient to placement 

(c) To inpatient status OR 

(d) From inpatient to placement . 

From any of the s e programs , the patient can move to a nother 

program or back to the commun ity. Wi thin the CPP itself , a 

patient can move up or down the cont inumm of services, seeking 

out the placement service tha t provides t he l eas t restrictive 

environment possible to meet the ir needs . Thus, placement is 

a dynamic t r eatment modality . 

The staff of the CPP should f unction as case managers , 

i. e . the y 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 inten t of 

maximizi ng the patient ' s potential. These resources may b e 
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provide d by the pla c e ment site , community, POS , through the 

facility, etc. Community resources, an<l treatme nt in the 

comrnuni ty is a lways th e?. first choice . The case nia n ac;er s , 

through use of c ommun i t y s e r v i ces, actively involves the 

community in t he integration o f the p a ·Lie nt into the nei ghbor­

hood . Integration of t he pat ient i nsures that the c ommuni t y 

will n o t r e j e ct the t r ans plan ted patient . 

Being tha t marqi nal resource commun i t i es would have t heir 

support systems t axed heav i ly, pla cements are not e ncouraged 

in the se a r eas. Th e pati ent i s placed in c ommunitie s that 

have suffice nt resources ; these communi t i e s will not b e as 

like ly t o rej ect t he p a tient , b e c a u s e t hese neighb orhood s 

are usua lly n o t a s f r u s trated and angry as are resource 

poor neighborhoods . I t is r esource po or c ommunities that 

vent ange r upon the socially h e lpless . 

The r e l ation ship b etween the CPP a n d the ins titution 

itself changes whe n pla cement i s viewed as a treat ment moda l i ty. 

Insti~utions must work prior to placeme nt to kee p the patient 

inte grated in the ir community. The inpatient staff must also 

wo rk to maintain and/o r build the necessary skills the patie nt 

will need to return to their c ommunity . To accomplish this, 

the CPP staff must w?rk actively to build and maintain a good 

working relationship a nd 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 

t o survive in that community . The institution itself, knowing 
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that a patient , whe n a dmitted , s evers many of its community t ies , 

will discourage easy r e - admi ssions 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 p l acement is viewed as a treatment modality, 

the spirit of the community mental health movement is met - to 

provi de quality c l inical service in t he pati ent ' s community . 

1 . 3 CPP Phi losophy 

Th e stated CPP philosophy is to "maximize the client ' s 

potenti al toward the least restrictive environment possible to 

meet his needs , and to effect optima l quali ty of life standar ds 

in his placement environment ." Verba l statements of philosophy 

must b e judged against behavi or . How one behaves is in f luenced 

by the system that either provides b e h avioral ince ntives or 

di sincentives . 

OBSERVATIONS 

(a ) The CPP uses a l most exc l usively nnrsing homes to 

place pati ents. Attachment 02 shows the distribution 

of CPP patients . Independent living arrangements are 

fe"v.r and marry t ypes o f placement s are e xtremely under­

utilized . Of course , this distributi on is influenced 

by r esources available and the age of the patient s 

as discussed in an upcoming section . Nonethe l ess , 

the d istribution of patients does not reflect a strong 

continuum of s e rvices . 

., 
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19 79 

J anuary 

(b ) POS money , as described in the financi a l section , i s 

used primari l y for social clubs and transportation 

and does not reflect a strong continuum of service s . 

(c ) Placement sit es are not only primarily nursing home s , 

but most of these home s are very lar~e homes . Of 

the 1 , 400 patients i n th e CPP less than 1 00 p l a cements 

s i tes are utilized . Attachment 03 , (report 303C ) 

shows the distribution of patients amoun g t he various 

facilities . 

(d ) P..e--adroiss ions of CPP c:li ents to St . Louis State Hospit a l , 

reinforces the belief that a revolving door syndrome 

is present. Bel ow is a chart showing returns f rom 

CPP to SLSH for 1979 and 1980 and replaceme nts to CPP 

from inpatient treatment or General , Medical & Surgical 

ser vices . This patient movement characteri zes both a 

r evol v i ng door syndrome (return to MI) and a lack of 

use of c ommuni ty servi ces for medi.cc. l treatment ( return. 

t o GM&S ) . It also shows t hat manv pat i ents a r e n o t: 

reolaced each mon t- h ann ~resun1ab l y remain as inpatients . 

RE-ADMI SSIONS TO SLSH FROM CPP REPLACEMENT TO CPP 

MI GM& S TOTAL 

16 8 24 10 
February 11 11 22 4 

23 9 March 11 12 
April 16 11 27 11 
May 15 6 21 5 

June 15 3 18 3 
July 12 8 20 0 

Aucrus t 1 2 9 21 7 

Septembe r 10 4 14 4 
October 14 8 22 13 
November 14 7 21 ro 
December 17 11 28 3 

- 9-



• 

• 

RE-ADMISSIONS TO SLSH FROM CPP REPLACEMENT TO CPP 

19 80 MI GM &S 'J'OTl.L 

January 16 6 22 5 

February 16 11 27 5 

March 16 7 23 0 

April 15 6 21 8 

IMPAC'r 

The philosophical post ure o f the CPP must be rejected as 

not in concer t with h ow it behaves . This behavior must be 

viewed in the context in which it operates . The CPP operates 

within the organi zati onal env.::.ronJ11.ent a nd philosophical 

envi ronment of St . Louis Sta te Hospita l. Many peop le d ebate 

whether SLSB f s presently g i ving good custodial c a re , i.e . 

providing a s afe a n d humane envi ronment . The Goodman, etal 

v Parwatikc:cr ri_ght t o tre atment case argued that SLSH was not 

providing a s a fe and h umane envir onment, let alone adequate . . 

Th e CPP appears to be on the s a me philosophical footing as 

SLSB . It appears that t he CPP behaves in a manner that suggest 

its philosophy is one of place me nt p e r se rather than placeme nt 

as treatment . As discussed in upcoming sections of this 

evaluation , how a program behaves is not necessarily how it 

wis hes to behave ; the CPP e spouses a philosophy tha t it does 

... 
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not impl ement. The reasons the CPP does not implement said 

philosophy are partially determined by the system it must 

operate under. 

If the system were active ly treating patients , one would 

expect c ertain types of reports or business records that provide 

data to management along lines that suggest the philosophy of 

pla cement as treatment. For exa~ple , one would e xpect the 

following kinds of data to be generated : 

(a} Number. of clients moved to a less r e strictive 

environment each mont h. 

(b) The nu'\"flber of hours of client programming per 

c lient per day. 

(c} The number of clients e mployed 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 c lients ' social, economic , educational, 

i.e . h i s 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 placeme nt as a community treatment modal i ty. 

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 h a s 

t he resources necessary to provide good case 

managcmelit , even it SLSH docs not . Tu a ll ign i tself 

with the custodial care philosophy of SLSII , would 

not allow the CPP to grow clinically . 

( c ) The CPP needs to allign itse lf with other corr.muni ty 

pla.ce:n:ent programs that do provide treatment; these 

community programs e xist, both in Missouri a n d in 

other states , a nd do provide community placement 

t reatment . 

The devel opment of a program to move the CPP 's clinical 

posture up the continuum towards the i deology of p l acement a s 

treatment will n eed the involvemen t of good, talented management 

staff . The talent ne cessary for the provision of good , clinica l 

case management is present; s t r ong , knowledgeable management 

is not . 
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2.0 Client Service System 

The Cl i ent Service System encompasses the input , process 

and output of the CPP , i.e. client referral , clie nt treatment and 

services and movement within and out o f the CPP . The service 

c omponent has philosophical underpinnings - case management or 

direct c lin i cal care - whereas the i nput/output components 

have administrative as well as philosophical underpinnings. 

2.1 Patient Refe rral - Input to CPP 

OBSERVATIONS 

Patient referrals are presently made from two basic 

sources : Malcolm Bliss Medical Ce n ter and St . Louis State 

Hospita l with both the inpatient and outpatient programs 

r eferring clients for p l a cement . Though it is possible and 

feasible to r e ceive referral s from the community directly , 

and faci l itate a "paper admission ," it is ve ry rarely done. 

A few referrals are made to the CPP from other DMH facilitie s , 

and a few of these referral s a re subsequently placed . Table 04 

displays the area s from which referrals are made and in wha t 

number referrals to the CPP were made for the last few months . 

Referral procedures are o utlined below for a) Nursing/ 

Board ing Homes and b) Apartments . Attachment 05 is a flow 

chart referra l system for the SLSH CPP . 
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2 . 1 . 1 Referrals to Nursing and Boarding Ilomes . 

Afte r the client ' s treatme nt t eam r ecommends placement , 

the social worker of that team sends the comp l eted Family 

care Referra l form (attachment 06) to the screening committee . 

The CPP screening c ommittee i s comprised of Ruth Simon , Barbara 

Spencer and Judy Fahning . Barbara Spencer and Ruth Simon 

review all r eferra l s except those to Places for People . Judy 

Fahn ing reviews all the referrals to P l a c e s for Peopl e , i . e. 

community apartments . ,vhomever r eviews the r eferral is the 

designated liasion be tween the CPP and the refe rring area. The 

liasion also reviews t he patient medical record, i n terviews the 

patient and talks to the referring treatment team regarding 

the patient. After this review of the referra l , if the liasion 

be lieves the referral is not appropri a t e , a memo i s returned 

to the social worker sta ting reasons why t h is referral is not 

~propriate . Attachment 07 is the Famil y Care Assessment 

sent to the referring social worker whe n a patient is e i the r 

accepted or rejected . 

I f a pat ient i s deemed acce ptable for placement , the 

liasion determines which home of the 100 homes available for 

placement i s the most appropriate home for that patien t . The 

l iasion informs the social worker and nur se assigned to that 

parti cul a r home to f urther assess this patient t o de t ermine 

whether this referral i s appropr iate for this particu lar h ome . 

This t eam , co nsistin g of the nurse and s ocia l worker ,ut ilize 

the medical r e c ord , an intervi ew with the pat ient and meet ings 

with the treatment team to make a determination of appropri ateness . 
.. 
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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 the11 must either find another 

home that is appropriate and go through this process again , or 

rej ect this referral, or place the referral on a waiting lis t. 

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 time ly 

completion of all the paper work and activities associated with 

placeme nt . The r~lationship 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 significa nt in its 

volll:"e , is completed by the referring social worker . The process 

of paper work begins once the liasion ha s accepted the referral 

for determination of appropriateness and is completed prior to the 

team ' s f inal acceotance or reiection . 

I f the pati ent is accepted , the liasion sends a memo Lo 

the referring team '"informing the team that there is ej t lwr ~n immediat 

vacancy or the patient must be placed on a waiting list . I( 

t here is an immediate vacancy , this memo serves to hold Lhe bed 

until t h e process of placement is completed. The referring 

social worker is also responsible for such thi~gs as faci lilaling 
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a visit by f amily and patient t o the pla cement site , the arrang ing 

of the placement date and the delive ry of the pre- admission 

informat ion . The r eferring worker must contact the contract 

office five days in advance to a llow for a contract to b e drawn 

up and app~oved . A few of the other tasks the referring worker 

must complete are to: 

(a) Secure a list o f medicati ons 

(b) Prepare social worker 's transfer summar y 

(c) Secure a medical tra nsfer summar y 

(d) Compl e te the patient ' s ITP 

(e) Arrange transportation for the patient 

(f) Get med ication and clothes ready for the patient 

(g) Take the patient to the home 

After these tasks have bee n completed , and the p a tient is placed 

in the faci l ity , the c ase i s then transferred to the CPP for 

monitoring! Once this case is transferred , there may or may not 

be contact between the treatment t eam and the team assigned t o 

monitor this patient ' s .placement . 

2.1 . 2 Referrals to Community Apartments 

Referra ls to Community Apartments , i.e. Places for People, 

are initated after Judy Fahning receives a referral to the Communitv 

H.omes 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 inte rview 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 i s responsible for the 

activities of placement per se with the ~PP ·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 

tra nsferred to the c aseload of the CPP . 

I f a patient is rejected, the referring worker is notified 

as to why ; if accepted, the referr ing social worker is a l so 

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 . Thi s system of d i scriminati on 

forces admissions to inpatient s t atus with its i nherent 

risk of institutionalizinq the patient before 

p l acement in a community based facility i s possible . 
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Theoretically , it can be assumed that with a proper 

r eferral system and with the availability of a 

c ontinuum 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 

c ontinuum of placement sites . This increases mis­

c ommunication , frustrates and complicates referral 

of clients . 

(c) Presently , the "screening committee" is composed of 

three individuals of which two are in the executive 

conunittee . This restricts the input of clients 

into t he system and determines d~pendency of the 

system upon a few knowledgeable individuals . This 

res tricts other CPP staff from bec oming trained and 

knowledgeable in the process of screening c l ients for 

referral . By r estricting input from all levels of 

staff , this system inhihltR a vested responsibility 

o f staff for input into the CPP . Besides restricting 

staff input, the dependency on a few individuals 

fosters weakness in the program . 

The screening individual , or liasion , i s re sponsible 

f or the revie w of the patient ' s appropriateness a nd 

f acility selection. Thi s makes for a cnmolica~P.n 

centralization of the input into the CPP . Again , this 
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restricts input due to the fact that these duties 

are time consuming and there are only a few individuals 

to h a ndle thi s task . 

(d) A decision for appropriateness for placement is 

determined upo n a rev i ew of the patient ' s present 

inpatient behavior . The lite r a ture quite str ongly 

suggest that behavior in one environment is not a 

good, rel iable predictor of behavior in another , 

different e nvir onment. For example , a patient that 

sets fire on a crowded ward will not necessarily 

behave in the same manner in a n apartment. Ye t 

this behavior disorder will probably be used to 

exclude the patient from placement . 

(e) The socia l worker a nd nu r se assigned to monitor the 

site which the lias ion has determined the patient 

will be placed in, are not i nvolved with this 

decision and can only reject it (if good supporting 

reasons for rejection are provided) or accept it . This 

system does no t have built into it the involvemen½ 

responsibility and committme nt of this team to the 

maintenauoe of successful placement and treatment . 

If the placement becomes troublesome, the team can 

reject it easily with no f ault of their own in their 

decision makina . 
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(f) The referring social worker must expend a large 

amount of time and energy in the completion of 

the paper work necessary for referral, even though 

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. An interview with the various Unit 

Coordinators has revealed that they believe the 

system to be unrespons ive and they do not actively 

encourage their staff to refer clients. Indeed , 

the r eferrals to the CPP appear to be extremely 

low. 

(g) There appears to be little pre- placement clinica l 

activity . For example, the active involvement of the 

CPP with the treatment team of a potential placement 

in the providing of the team with info1.7nation as to 

what skills a successful placement will need , does 

= 

not exist; this would aiso include ppoviding the team 

with the ne cessary information regarding what types 

of placement resources are available. Without this 

involvement, it i s not insured t hat appropriate clients 

- 20-
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• are r eferred . If client s kills necessa ry f o r 

placement are not actively programmed in the client ' s 

ITP , successful maintenance o f p l acement is not 

encouraged . 

(h) Acceptance ot rejection of a r eferral as wel l as 

r easons for this d ecision need to be provided to 

the Unit Coordinator a lso . This present l y does 

not occur. 

(i) Pre-pl acement activity such as the paper work , etc . 

i s a responsibility of the referr ing t eam , but the 

system i tself dees not provide a strong co- partner 

approach to t his process . The CPP , as consulta nt 

to this process , needs to be actively involved with 

the refer ring worker in assjsting i n this proce ss to 

insure that this process i s effective , efficient and 

smooth. This will provide for a reduction in the 

refe rring social worker ' s frustrations of dea ling 

with this time consuming process a nd by involving 

the C~P staff in this pre-placement process, insure 

tha t an acce ptance of placement is done with the 

knowledge tha t placement resources are avai lab le 

and .this process is viable. 

RECOMMENDATIONS 

(a) After procurement of an appropriate placeme nt resource , 

outpatient and community referra ls should be given 

• high priority so that these patients need not be 

.. 
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admitted to inpa tie nt status if community services 

wi ll suffice. The literature supports the assw11ption 

that community based nelivery of mental health services , 

in the patient ' s community is preferable to admission. 

Institutionalization of a patient does not have to 

occur if community placement i s the key t o continued 

effective clinical t reatment . 1'his wil l have the 

effect of reducing inpa tient c ensus by r educing the 

St . Louis Stat e Uospital . It should 

be noted tha t appropriate , potentially s uccessful 

placements of inpatient s are not to be 16wered in 

priority , but a strong emphasi s shoul d be placed on 

the avoidance of outpatients becomi ng inpatients . 

The system described herein strives to provide a 

framework in which the s t aff are :1ot frustrated by 

seeing clients, who c ould have been treated in less 

restrictive environme nts, undergo i nstitut ionalization . 

(a2) House Bill 1724 mandates that the l east 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 

-salie nt features of the recommended system are: 

(b1) All r eferrals are made to one centralized 

commi ttee whose responsibility is to inspect 

the referra ls for genera l appropriateness and 

subsequently route the r e f err a l to one of 

th:;:-ee t eams, based upon the case i oad of each 
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team or (preferably) based upon random 

distribution of referials such that inter­

team comparisons are facilitated . This 

wou l d effect the integration of resources 

and centralization of the input of referrals. 

(b2 ) 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 i n 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 leas~ r e strictive 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 . 

(b3 ) 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 

t h e application of pressure to the team to 

accept the placement and manage the referral 

appropriately . 
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If the screening committee does concur 

with a rejection , the · c.ornm.ittee 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. 

(c) The system described herein puts pressure on the CPP 

to make placements. It encourages sensible risk 

taking and by encourag ing s ensible risk taking , the 

CPP staff will be l ess likely to reject patients for 

simple behavior problems . Also , the team, who a re 

most aware of the placement facilities, can convince 

these facilities that inappropr iate behavior will 

probably extinguish itself in the new environment. 

(d) As described above , when a team is involved in the 

decision process , vested interest will be 

encouraged and successful treatment placement should 

increase . 

(e) Referrals must be encouraged, especially appropriate 

referrals. Unfortunately it is difficult to determine 

the length of ti.me 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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( f ) From the point in time that the CPP team recei ves 

a referral from the screening committee , the team 

should beg in pre- placement activities with the 

patient ' s treatment t eam . The CPP team may provide 

the necessary information regarding which skills a 

client must possess t o insure successful placement 

and what the activities are that the treatment team 

must accomplish. 

(g) 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 t o 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 tha t the actual selection of a 

facility is accomplished by the liasion from the screening 

committee . When a referral is accepted as appropriate , this 

referral is then routed to the team that monitors the home 

that the l iasion has deemed as most acceptable p l a c ement for 

this particul ar referral . The monitoring team must n ormally 

accept the refer ral unless they have documented reasons whichare 

acceptable to the liasion for this rejection of the particular 

r eferral . The mon-i tori ng team itself has no involvement in the 

selection of a placement s ite for a r e f erral . 

-25 -



• 

• 

The criteria for selection is based upon the collective 

knowledge the liasion has with regards to the placement site ' s 

profile of t h e " ideal" pati ent that it wishes to ha ve placed 

in its facility , not upon any object ive l y based crit er i on . 

Selection is also controlled by the resources available to 

place the p a tie nt in. Table 12 is the distribution of placement 

resources f or monitoring the to the three teams of the CPP . 

IMPAC'r 

(a) The referral system segregrate s the Nursing/Boarding 

Homes and the Community Apartment Program . This does 

not provide f or a continuum of placement r esources 

f or the t reatment t eam to select a facil ity f r om . 

Chart 01 d isplays a continuum of resources that 

should be avai l able to utilize patient placement as 

a treatment modality. To organizationally segregrate 

the referral system into two componen ts discourages 

c ontinuity of treatment and c ommunication in the 

process of faci lity sel ection . 

(b) The actual selection of a faci l ity is vested in one 

person, rather than a team . As the system is presently, 

the liasion selects a f a cility and the team can only 

reject if ~hey have adequate support to this rej e ction . 

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 depende ncy on these 
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individuals , with the services of the CPP referral 

system compromised . Also , the t e~m has no vested 

responsibility in the selection of the placement; 

without vested interest , there is not as much 

energy e xpended to insure placement succe ss . If 

the team participates i n t he placement d e cis ion , 

the t eam would the n ha ve vest ed responsibility in 

the maintenance of the patient in the placement 

site and the system would provide more accountability . 

(c ) When there exist only 100 placement resources, it 

may be feasi b l e for an individual to know all the 

resources , but the CPP needs to develop many more 

placement resources . When this i s accomplished , few 

individuals wil l not be able to thoroug hly know all 

of the resources well enough to make a knowledgeable 

fac i lity selection for a referral . To force a few 

individuals to know thorouahlv all 

o f t he placement resources , d i scourages the i ncrease 

in the number of resources because one individual 

c a nnot handle this quantity of information, especial ly 

n ew resourc es that are re l ative ly unknown . 

(d ) Criteria for s e l ec tion of a faci l ity is s ubiect ive . 

( e ) 

A more objective means o f matchi ng c l ient needs t o 

res our ces is necessary . 

Ther e appears to be much energy expended t o meet t he 

i d i osyncrasies of a fac ility ' s i deal patient profi l e . 
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If p l acements were a tre atme nt modality , a facility 

will have a general type of patient profile to 

work with , and not hav e such idiosvncratic 

demands for a particular tyoc-> of patient. 

(f) Chart 12 displays the distribut ion of placement 

facilities to the three teams . This distribution 

does not equitably provide ~csources for each team. 

Each team does not have a full continuum of resources 

that is available to them for the placement of the 

clie nts that are r eferred to them . Some of these 

distribution problems are due to t he l imita t i ons of 

the number of p l a cement sit es available to thPm fnr 

distribution. 

RECOMMENDl\.TIONS 

(a) As stat ed in section 2 . 1, the Community Apar tme nt 

Program is part of t he continuum of r esources available 

to the CPP and as such, should not be organ i zati onally 

distinct from the rest of the placement resources. 

By c ombining the screening functi ons into one committee, 

communication is enhanced and so is facility selection. 

(b) As stated in section 2.1, referrals are made to a 

screening committee composed of many individuals who 

screen the referral for gener a l appropriateness. 

Furthe r client scree ning and facility selection is 

made by one of the three CPP teams . Chart 11 is a 
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flow chart that s hows a recommended referral system . 

Each t eam has a ful l continuum of placement resources . 

The screening commit tee is aware of the work load and 

availability of resources and routes the referral to 

a particular team based upon these considerations. 

The team itself is r esponsible and accountable for 

facility selection and maintenance of a selection. 

This responsibility will encourage the allocation 

of time and energy t o appropriate placement and 

maintenance of placement . Through a team appro~ch , 

knowledge regarding resour c e s is vested in many, 

rather than a few people . 

(c) Facility selection must expand in its scope due to 

the fact that a Resource s Procurement program, if 

successful will i ncrease the nwnber o f r esources 

available to the CPP . An increase in the number of 

resources will limit the effectiveness of a few 

indiv i duals to thoroughl y know these resources. 

To divide a ll the resources equitability into three 

components for the three teams to manage provides 

efficiency to the system. 

(d) Presently ~ he criteria for selection of a facility 

i s subjective. Objective tools such as the New York 

Department of Mental Health' s Lev el of Care Survey 

shoul d be sought out and deve loped so that the teams 
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LEGEND 

SkilJrcl Nursi ng faci l ity 
Intcrmcdinte Care Facility 
Supervisrci Ljving Arrangement 
Independent Living /\rrangemcnt 
Ou tpa ticrn t/Discharged/Fami ly Care 
Boarclin~J llome 

cormur·1 I TY 
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3 
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nes i c.lcnt .i n 1 Care Facility 
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l\pc1rtme n ts/f os ter Homes/ Foster Communi ties 
Group llomcs 

Ml 
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Skilled Nursing Facility (wi t h behavior and psychiatric proble11w 
/\cutely I]l (inpatjent or o utpatient) 
/\cutely I ll (inpa tient) 
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26 .6% 

11 7 

ICF 546 
39 ,9% 

-

10 6 

SUPV 2 
0,1% 

9 5 

INDP 179 

SNF 
ICF 
SUPV 
INDP 

13.1% 

LEGEND 

= Skilled Nursing Facility 
= Intermediate Care Facility 
= Supervised Living Arrangement 
= Independent Living Arrangement 
= Outpatient/Discharged/Family Care 
= Boarding Horne 
= Residentia l Care Facility 

COMMml ITY 
4 

17 
1. 2% 

3 

25 
1. 8% 

2 

193 
14.1% 

1 

= Skilled Nursing Facility (few o r no p sychiatric problems ) 
= Apartments/Foster Homes/ Foster Communi ties 
= Group Hornes 
= Intermediate Care Facility 

M3 
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1 
2 
3 
4 
5 
6 
7 
8 
9 

= Skilled Nursing Facility (with behavior and psychiatric problems) 
= Acutely Ill (inpatient o r outpatient) 

10 
11 
12 

= Acutely Ill (inpatient) 
= Acutely Ill (inpatient) 
= Acutely Ill (inpatient) 



-. 

_J 
w 
> w 
_J 

w 
er: 
< 
L) 

_ J 
--.::( 
L) 
,___. 
(/) 

>­:c 
0... 

SIIF 

ICF 

surY 
' 

1 rrnr 

SNF = 
l CF' = 
SUPV = 
INOP = 

l = 
2 = 
) = 
4 = 
5 = 
6 = 
7 = 
8 = 
9 = 

10 = 
11 = 
12 = 

/\CUTE 
12 

11 

-
10 --

9 

HYPOTHETICAL 
PSYCHIATRIC SYMPTOMS 
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Ou tpat iQnt /O ischarged/Family Care 
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+100 
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M4 
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20 
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30 
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60 
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Skil J r~ Nursing facility 
Jntcrmcdinte Cn re Facility 
Supe rv is<>c.1 Ljvi.ng l\rrangement 
lndcpen<l c nt Liv ing l\rrangemcnt 
Outpa tient /Discharged/Family Care 
13oarclinq llcime 
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20 
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Ski] l ee! Nuri:.i.119 Facility (few or nn psycl1i .i tric problems) 
/\p;,rt:me nts/Foster Homes/ Foster Communi ties 
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Sk i llccl Nursing Facility (wilh behavior and psychiatr i c problc:11 · 
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Acute l y Ill (inpatient) 
l\cutcly Il l ( i npa tien t ) 
Acutely Ill (inpati e n t ) 
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MEAN COST & STANDARD DEVIAT ION 
OF PLACEMENT FACI LIT IES 

ACUTE 

PSYCH IATRIC SYMPTOMS 

REHAB 
8 

x = 699 .00 
SD= 213,52 

7 

x = 661. 92 
SD= 186 ,34 

6 

x = 527.50 
SD= 147,79 

5 

x = 285,64 
SD= 32 ,51 

LEGEND 

SNF = Skilled Nursing Facility 
ICF = Intermediate Care Facility 
SUPV = Supervised Living Arran gement 
INDP = Indepe ndent Living Arrangeme n t 

1 = Outpatient/Discharged/Family Care 
2 = Boarding llome 
3 = Reside ntial Care Facility 

COMMml ITY 
4 

x = 841,00 
SD= 118,33 

3 

X = 366 ,75 
SD= 94,72 

2 

X = 391,16 
SD= 113, 06 

1 

4 = Skilled Nursing Facility (few or no psy chia t ric problems ) 
5 = Apartme nts/Foster Homes/ Foster Communities 
6 = Group Homes 
7 = Intermedi ate Care Fac ili~y 

M9 

8 = Skilled Nursing Facility (with behavi o r and psychiatric p r oblems ) 
9 = Acutely Ill (inpatient or outpatient) 

10 = Acutely Ill (inpatient} 
11 = Acutely Ill (inpatient} 
12 = Acutely Ill (inpatient} 
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SNF = 
I CF = 
SUPV = 
IN DP = 

l = 
2 = 
J = 
4 = 
5 = 
G = 
7 = 
8 = 
9 = 

10 = 
11 = 
12 = 

/\CUTE 

12 

1 1 
.. 

. 
10 . 

.. 

9 

HYPOTHETICAL 

PSYCH IATRIC SYMPTOMS 

REll/\13 

8 

$$$ 

7 

$$$ 

6 

$$$ 

5 

$$$ 

L EG.EN D 

Skillccl Nursin g Faci lity 
l ntcrmedinte C~re Fa c il ity 
Supcrvis<>cl Ljving J\rrangemcn t 
JndC'pcndc nt Livi ng l\r r an gemcn t 
Outpatient/Discharged/Family Care 
Oo arcli 11 q llomc 

MlO 

cnr1r1ut11 TY 

4 

' $$$ 

3 

$$$ 

2 

$$$ 

l 

ncsid c nt i..i l Core facili t y 
SkiJJecJ Nun;inq Fa cility ( few o r no psychL1 t ric prob l ems ) 
/\pr1 ,. t me 11 ts/Foster Ho mes/ Fos ter Cominuni ties 
Group llmnc's 
TnLcr111eclii1Lr Cn re Pr1c i lit-.y 
Sk illed Nursi n g Facility (wi t h b e h n vior a n d p s ychiatri c problc111

• 

/\cutely I ll ( i npat j e n t o r o utpati e nt) 
/\cute l y I ll (inpa t ient ) 
/\cu t ely Il l (inpatie nt) 
/\c u tely Ill (inpati ent ) 

--------· ----- . 
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SNF = 
1cr = 
S UPV = 
IND P = 

l = 
2 = 
3 = 
4 = 
5 = 
G = 
7 = 
8 = 
9 = 

~o = 
11 = 
1 2 = 

/\CUTE 

12 

11 

10 -. . 

9 

HYPOTHETICAL 
PSYCH IATRIC SYMPTOMS 

REII/\B 

8 

$$$ 

7 

$$$ 

6 

$$$ 

5 

$$$ 

LEGEND 

Ski lJrcl Nu r s in q Fac i l i t y 
l n tc 1·mc d i.1te Cr1 r e Fac i l i ty 
St1pervisc-d T,i vi n g Arrangement 
lndc pentl c- 11 t Liv in g /\r ran q e mc n t 
Ou tpc1 ti e n t:/Di s c h arged / Fa mi l y Ca r e 
13oarcli nq Home 

cnrmuri ITY 
4 

$$$ . 

3 

$$$ 

2 

$$$ 

l 

nr--s itlc nt i_;, l Ca r e Fac i l ity 
SkiJ led tJurs i11 9 Facili t y (f ew o r nn psych i.1tric pro b l e ms ) 
l\piu- tmrnts / Foster Ho mes / Fos t e r Communities 
Gr o up ll mnC'!; 

Mll 

l11 tcrm<•di.,1tr Cc,re Fr1c ili.ty 
Skilled Nurs i ng Faci l ity (with beh av i o r and p s ych i a tric problc111 

/\ c u te ly Il l ( i npat i e nt or o utpatient) 
/\ c ute l y Il l (inpati e nt) 
/\ c ute l y I l l (inpati e n t) 
/\c u tely Il l (in pati e nt) 

. ---·- ------ -- . -·-== =-~---- ...... --


