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Objective: The study evaluated the effects of a brief manualized treat-
ment program that taught patients skills to re-enter the community
and actively follow through with their own care. Methods: A total of 59
recently admitted inpatients with schizophrenia or schizoaffective dis-
order were randomly assigned to either the community re-entry pro-
gram or an equally intensive regimen of occupational therapy. The
community re-entry program consisted of eight 45-minute sessions
conducted with groups of six to eight patients on a continuous, twice-
a-day, four-day-a-week schedule. The effects were measured by a re-
view of the records of aftercare services that patients received in the
month after discharge from the inpatient facility. Patients”knowledge
and performance of the specific material taught in the community re-
entry program was ascertained through assessments conducted before
and after training. Results: Results indicated that patients in the com-
munity re-entry program significantly improved their knowledge and
performance of the skills taught in the sessions, compared with pa-
tients in the occupational therapy group. Community re-entry partici-
pants were also significantly more likely to attend their first aftercare
appointment than were occupational therapy participants (85 percent
versus 37 percent). Conclusions: Not only can patients learn relatively
complex material during a brief typical inpatient stay despite the
acuteness of their illnesses, but they can also meaningfully improve
the continuity of their own care by participating in a brief and highly
structured training program. The program fits well within the time
and staffing constraints of typical inpatient facilities. (Psychiatric Ser-
vices 49:1313-1316, 1998)

individuals with severe and per-
sistent mental illness should be
seamlessly integrated with communi-
ty services so that hospitalization is
brief and minimally disruptive and
the services provided in the commu-

I deally, inpatient treatment for

nity can be continued without inter-
ruption in the hospital or resumed as
quickly as possible after discharge.
With the mandate to wring costs
from all medical services including
psychiatric care, coordinated inpa-
tient and community treatment of se-
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riously and persistently mentally ill
individuals— long considered an ide-
al model of care— has become a ne-
cessity.

Unfortunately, coordinated care is
far more the exception than the rule.
Inpatient and outpatient facilities of-
ten have different administrative
structures and clinical procedures,
and each one3 staff is reluctant to lose
authority through the compromises
implicit in integration. This situation
places the responsibility for integrat-
ing care on the patients themselves by
following through with community
services after inpatient care, despite
their less than optimum functioning
at discharge. Regrettably, a review of
25 years of research and clinical stud-
ies concluded that the majority of pa-
tients with serious and persistent
mental illness do not follow through
with community care, with as many as
70 percent failing to make even their
first postdischarge appointment (1).

However, there is reason to believe
that patients can be taught to actively
seek and obtain their own compre-
hensive community care. Indirect ev-
idence is provided by a study that
found that higher rates of follow-up
with community care were associated
with a greater number of hospitaliza-
tions, longer length of inpatient stay,
less denial of need for treatment by
the patient, and the patient3 greater
perceived need for medications (2).
These results suggest that patients
who are more experienced, knowl-
edgeable, and accepting of their ill-
ness and its care will seek and obtain
treatment.
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The one study that provides direct-
ly relevant evidence used a quasiex-
perimental design with the communi-
ty re-entry program (3) that is also the
focus of this study. That study indicat-
ed that inpatients not only improved
their knowledge and performance of
the information and skills presented
in the program, but that their level of
knowledge and performance at dis-
charge was positively associated with
their functioning two months after
discharge. However, the one-group
pre-post design of the study makes
the results tentative. Also, the pa-
tients who completed the study were
a small subset of a larger group of en-
rolled patients with a heterogeneous
mix of diagnoses. Furthermore, the
measure of postdischarge functioning
was a rating by the authors of social
workers” case notes written during
the postdischarge period rather than
a direct evaluation of patients’clinical
status.

The study described in this paper
was designed to evaluate the commu-
nity re-entry program by comparing
its outcomes with those of an equally
intensive regimen of occupational
therapy as the control intervention,
with random assignment of partici-
pants to the groups. Outcomes were
assessed by reviewing service records
of attendance at scheduled aftercare
sessions and measuring whether par-
ticipants” knowledge and perfor-
mance of the specific material and
skills presented in the program in-
creased. We hypothesized that indi-
viduals who participated in the com-
munity re-entry program would learn
the material better and would have a
higher rate of attendance at their first
postdischarge appointment than their
counterparts in the occupational
therapy control group.

Methods

Participants

The sample comprised 70 individuals
with a DSM-IV diagnosis of schizo-
phrenia or schizoaffective disorder
who were recruited from consecutive
admissions to an acute psychiatric in-
patient unit of a university-affiliated
county hospital. Data are reported on
the subjects who completed partici-
pation in either the community re-en-
try program or the occupational ther-
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apy group; completion was defined as
attending at least four sessions.

Of this total of 59 participants— 28
in the community re-entry program
and 31 in the occupational therapy
group— 42 (71 percent) were male.
Twenty-five (42 percent) were Lati-
no, seven (12 percent) were African
American, 23 (39 percent) were An-
glo, three (5 percent) were Asian, and
one (2 percent) was in a category
“other.” Their mean+SD age was 35+
11 years (range, 20 to 64 years). The
meanzSD age of onset of the illness
was 22+8.1 years, the mean duration
of illness was 12+9 years, and the

I
The
community
re-entry program
achieved its educational
objective and led to a
substantial and meaningful
difference in patients”
following through
with their

aftercare.

mean number of hospitalizations
within the two years before the study
was 2.5+1.5. Forty-eight subjects (81
percent) were unemployed.

Thirty-eight subjects (64 percent)
returned after discharge to living with
their families, ten (17 percent) estab-
lished residence at a board-and-care
home, one (2 percent) was discharged
to independent living, six (10 per-
cent) went to skilled nursing facilities,
and four (7 percent) were discharged
to miscellaneous residences.

Procedures

After receiving an explanation of
study procedures, all consenting sub-
jects signed an informed consent

agreement before participating in the
study. Following a brief period of
symptom stabilization, diagnosis was
confirmed by the first author using
the Structured Clinical Interview for
DSM-1V (4). Each participant took a
preintervention test devised for the
study to measure knowledge and per-
formance of the material that would
be presented in the community re-
entry intervention. Participants were
also asked for demographic informa-
tion (age, ethnicity, duration of ill-
ness, number of hospitalizations, em-
ployment, and type of residence).
They were randomly assigned to one
of the two groups, and participation
began either that day or the next.

The community re-entry program
was conducted with groups of six to
eight patients. Groups met four days
a week, both in the morning and in
the afternoon. Patients attended the
group whenever they felt able and
continued participation regardless of
the actual sequence in which they at-
tended the sessions. As soon as a spe-
cific time had been set for discharge,
the trained interviewer arranged to
readminister the test of knowledge
and performance. The specific dis-
charge residence and aftercare con-
tact were also recorded. Participants
attended a mean+SD of 6.8+2.1 ses-
sions; half the patients began with the
first session and followed the expect-
ed sequence.

Treatments

Community re-entry program. The
community re-entry program is based
on the Social and Independent Living
Skills Modules (5) developed by the
Intervention Research Center for Ma-
jor Mental llIness at the University of
California, Los Angeles and modified
for use in the rapid-turnover, “crisis”
operations of a typical acute psychi-
atric inpatient facility. The program
consists of 16 training sessions each 45
minutes long, divided into two eight-
session sections. Due to the short
length of stay at the facility (about
eight days), only the first section was
conducted. These sessions were se-
lected because they were described by
the authors of the community re-entry
program as “particularly relevant for
patients who are preparing for dis-
charge from the hospital” (6).
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The first two sessions focus on
teaching participants the knowledge
and skills to understand their disor-
ders and the medications that control
it. The next four sessions help partic-
ipants develop an aftercare treatment
plan by identifying problems, specify-
ing remedial and maintenance ser-
vices, and linking them with service
providers. The final two sessions ad-
dress the skills needed to avoid illicit
drugs, cope with stress, organize a
daily schedule, and make and keep
appointments with service providers.
Each of the sessions are taught using
the seven learning activities shown in
Table 1, which form the core of the
modular skills training approach (5).

All sessions of the community re-
entry program were conducted with
two trainers drawn from a cadre of
ten staff. The staff represented a
wide variety of disciplines, including
nursing, occupational therapy, social
work, psychology, and psychiatry. All
staff members were relatively experi-
enced in providing services to indi-
viduals with serious and persistent
mental illness; each had a minimum
of three years of experience. To rate
the trainers’activities, one of the au-
thors (RZ) monitored about 25 per-
cent of the sessions using a fidelity
measure derived from the form and
content specified in the trainer3
manual. Several prescribed behav-
iors were listed on a checklist (for ex-
ample, “read the introduction to the
skill area,” “ask the questions in the
manual,” and “pause the videotape at
the marked stop™), and the observer
recorded whether the trainer per-
formed the behavior; the results
were summarized in terms of the
percentage of prescribed behaviors
performed by each trainer. All train-
ers performed at least 92 percent of
the observed learning activities fol-
lowing the form and content speci-
fied in the trainer3 manual.

Occupational therapy. The occu-
pational therapy sessions included the
full range of customary occupational
therapy activities conducted by two or
three certified occupational therapists.

Measures

Test of knowledge and perfor-
mance. To determine if the commu-
nity re-entry program achieved its

Table 1

Seven learning activities from the community re-entry program?

Activity

Content

Introduction
Videotape with questions and
answers

Behavioral rehearsal

Solving resource management
problems

Participants are provided with a rationale and
motivation to learn the skills

A videotaped demonstration of the skills has pe-
riodic stops to allow the trainer to ask pre-
pared questions designed to assess partici-
pants”understanding of the demonstration

Participants role play the skills, and the trainer
uses a checklist to assess the accuracy of the
role plays

Participants identify the resources necessary to
carry out the skills by considering the steps

necessary to obtain the resources

Solving outcome problems

Participants learn how to solve unexpected prob-

lems by identifying potential obstacles, gener-
ating alternative solutions, evaluating them,
and selecting the most effective one

In-vivo exercises

The trainer accompanies participants “in the

field”” to assess performance of the skills and
provide corrective feedback if necessary

Homework assignments

Individuals complete homework assignments in

their natural environment and provide “per-
manent product” evidence of completion

1 Adapted from Liberman et al (5)

teaching objectives, a test of partici-
pants’knowledge and performance of
the material presented was adminis-
tered before and after participation.
The test consisted of 18 questions,
problems, and role-playing activities
administered by a trained interview-
er. (The test is available from the first
author.) The interviews during which
the test was administered were video-
recorded for later determination of
interrater reliability.

Responses were scored according
to explicit criteria stated in the test.
For example, three test items focused
on planning a daily schedule after dis-
charge. One of the items asked, “Why
is it important to stay active after leav-
ing the hospital?”” Acceptable answers
included to stay well and avoid feeling
down, depressed, bored, or lonely.
The possible overall score on the test
ranged from 0, for less than three ac-
ceptable answers on the 18 items, to
2, for five or more acceptable an-
swers.

Attendance at aftercare service.
To determine if the community re-en-
try program achieved its clinical objec-
tive of improving continuity of care,
data from the county3 management
information system was reviewed. Ser-
vice records of participants during the
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month after their discharge were ana-
lyzed to determine if they had attend-
ed an aftercare session.

Results

No differences on any demographic
or clinical variable were found be-
tween subjects randomly assigned to
the community re-entry program and
the occupational therapy group.

An analysis of the interrater relia-
bility of the scoring of the knowledge
and performance test was conducted
by selecting 34 tests at random (20
preintervention tests and 14 postin-
tervention tests from the same subset
of participants) and giving them to a
second rater who had received the
same training as the primary raters.
The second rater was blind to partici-
pants”group assignments and wheth-
er the tests were pre- or postinterven-
tion. The videotapes of the interviews
were arranged in random order for
the second rater. The total scores giv-
en by the two raters to the 20 prein-
tervention tests were correlated, as
were those of the 14 postintervention
tests. The results showed high inter-
rater reliability (r=.932 for the prein-
tervention tests and r=.962 for the
postintervention tests).

The change in mean scores on the
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test of knowledge and performance
for the community re-entry group
from pre- to postintervention was sig-
nificant (from 55 percent correct to
81 percent correct; t=5.3, df=27,
p<.001). The difference in scores be-
tween the two groups on the postin-
tervention test was also significant (81
percent correct for the community
re-entry group versus 55 percent for
the occupational therapy group; t=
5.1, df=56, p<.001). The between-
group difference on the preinterven-
tion test was not significant. The
mean scores of the occupational ther-
apy group did not change significant-
ly over time (50 percent correct
preintervention and 55 percent post-
intervention).

Subjects in the community re-entry
program were significantly more like-
ly than those in the occupational ther-
apy group to attend their first after-
care appointment. Five participants,
four from the occupational therapy
group and one from the community
re-entry program, were discharged to
locked residential facilities and were
thus excluded from this analysis. Of
the 27 remaining participants in the
occupational therapy group, ten (37
percent) attended the first appoint-
ment, compared with 23 of the 27
participants (85 percent) in the com-
munity re-entry program (Yates”cor-
rected c?=11.22, df=52, p<.001).

Discussion and conclusions

The results indicate that the commu-
nity re-entry program achieved its
educational objective and led to a
substantial and meaningful differ-
ence in patients” following through
with their aftercare. The value of this
enhanced follow-through was docu-
mented in Klinkenberg and Calsyn3
review (1) of aftercare treatment,
which reported that an initial contact
with community-based aftercare treat-
ment was associated with lower rates
of rehospitalization. Placing the re-
sponsibility and means to follow
through in the hands of patients em-
powered them to be partners in their
own care.

Of course, the value of the commu-
nity re-entry program depends on the
support of the inpatient clinical and
administrative staff and procedures.
This study3 procedures were specifi-
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cally designed to test the adaptability
of the community re-entry program.
First, all participants were acutely ill,
and no special procedures were used
to ensure that they were clinically sta-
ble before participating. Despite
their illnesses, the community re-en-
try participants learned the material
well, and only one patient dropped
out of the group due to intolerance of
the training procedures (length of the
sessions). Each of the other six sub-
jects who did not complete the train-
ing were discharged from the inpa-
tient ward before they could attend
the minimum of four sessions re-
quired for study participation.

The results suggest that rehabilita-
tion procedures such as skills training
can begin in the hospital and contin-
ue without interruption in the com-
munity and that inpatient and outpa-
tient facilities can be linked in a com-
mon treatment philosophy and a set
of treatment techniques.

The second test of the community
re-entry program3 adaptability was
that sessions were scheduled to meet
the needs and preferences of the
staff. In the trainer3 manual (6), the
material is presented in an unvarying
sequence. Even though the concepts
taught in the community re-entry ses-
sions are interlocking, the learning of
the participants in our study who be-
gan and ended in “midstream” was
identical to that of the participants
who followed the prescribed se-
quence. This outcome was shown by
a split-plot factorial analysis of vari-
ance with scores on the test of knowl-
edge and performance as the depen-
dent variable, pre- and postinterven-
tion scores as the within-subjects vari-
able, and midstream versus pre-
scribed sequence as the between-
subjects variable; the analysis showed
no significant difference in the learn-
ing of the midstream subjects.

The third test of the community re-
entry program3 adaptability was that
it was conducted by a wide array of
staff members, all showing excellent
fidelity to the specified procedures.
The highly structured and thoroughly
specified format of the materials min-
imizes the time and costs of training,
encourages the substitution of train-
ers in the event of absences and
emergencies, and opens the program

to all staff members, not just profes-
sional staff, who are usually in short
supply.

The major limitation of this study
was that subjects were followed for
only one month after discharge from
the inpatient ward. Although commu-
nity re-entry training increased the
attendance rates for the first postdis-
charge appointment, follow-through
with the first aftercare session in no
way guarantees that continuing care
will be effective. To address this con-
cern, we are following the partici-
pants in this study for one year, gath-
ering data on the utilization of outpa-
tient and inpatient resources.

We recognize, of course, that a host
of factors determines the effective-
ness of continuing care, not the least
of which is the quality and quantity of
contacts between a patient and the
continuing care providers, as well as
the supportive nature of these rela-
tionships. However, continuing care
cannot be effective until the patient
follows through with aftercare re-
gardless of the vagaries of the system
of care and the lack of integration
among its many elements. Teaching
patients to follow through and in-
forming them about serious and per-
sistent mental illness and the need to
become an active collaborator in con-
tinuing care is a worthwhile step to
improving long-term outcomes. ¢
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