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Executive Summary
Housing Within Reach (HWR) is a project of the Tennessee Department of Mental Health and Developmental Disabilities (TDMHDD).  This project was made possible through funding awarded from the Centers for Medicare and Medicaid Services (CMS) Real Choices Systems Change federal grant program.  Originally awarded in 2001, the three-year grant project was extended through June of 2006. 

This multiphase project included components which build on existing TDMHDD initiatives to address gaps in housing options across the state. TDMHDD’s Creating Homes Initiative (CHI) has successfully generated opportunities through local partnerships that have made an impact on the availability of appropriate permanent housing options in communities across the state. As CHI efforts continue to create new and improved housing options, the HWR project has created additional mechanisms that promote consumer-directed housing choices and support continued housing development efforts.  

The HWR project included a consumer-driven longitudinal evaluation study across Tennessee to document consumer perspectives on consumer housing preferences, and the availability, access and barriers to appropriate housing.  Consumer involvement began in the design phase.  This unique perspective was a key component of the study and was included to capture feedback from individuals with access to permanent housing following psychiatric hospitalization. The general research question was: “How well do existing housing options meet consumer-identified needs for individuals in the early stages of recovery?” 

In addition to descriptive documentation of housing barriers and preferences, the longitudinal design of the evaluation was intended to examine housing stability and the interaction with housing needs, preferences, and barriers. More specifically, key evaluation questions included the following:

1) Does initial access to less restrictive housing predict satisfaction with community-based living arrangements?

2) Is initial satisfaction with living situation associated with housing stability over the subsequent six and twelve months?

3) Does initial access to less restrictive housing predict future housing stability?

Overall 205 participants were successfully recruited from community-based service providers in the four separate regions across Tennessee with least 50 enrolled from each region. Eligible participants were engaged in community-based professional support services which began within one year following psychiatric hospitalization. 

The longitudinal study included face-to-face interviews conducted with each study participant at baseline, and at six- and twelve-months. A brief semi-structured interview format incorporated customized question items along with widely-used assessment instruments to provide a mixture of single-item and scale measures. These variables generally provided measures for utilization of resources, housing needs and preferences, and quality of life. The longitudinal design of this study provided an opportunity to examine changes overtime for key outcomes, such as housing stability.

Key Findings

· Satisfaction and stability

· Access to less restrictive housing was associated with greater housing satisfaction.

· Housing stability was associated with greater housing satisfaction for individuals living in unsupervised private housing. In contrast, housing stability was associated with reduced satisfaction for individuals living in more restrictive settings.

· Social contacts

· Participants in supervised settings were less likely to have moved in the previous six months and indicated they had more social contacts than those in unsupervised settings.  

· There was no significant difference in the number of social contacts between participants with high and low levels of financial support.

· Employment

· There was a noticeable discrepancy between access to full or part-time employment and the desire to work.

· Trauma

· A large percentage of participants reported history of trauma and abuse.

First, this study, in corroboration with other research, shows that consumers can be and should be a vital part of mental health services research.  The findings from this evaluation verify that housing is more than just a dwelling place.  To understand the role of housing in the lives of consumers, issues such as satisfaction, stability, social contacts and safety need to be taken into account.  Residential stability is desirable, yet housing situations that promote stability are not always the most satisfactory for consumers.  Living in independent housing, while more satisfying, may also result in few social contacts and the potential for isolation.  These finding suggest that a wide range of housing options is necessary for consumers to be able to find the right balance between independence, healthy interdependence, satisfaction and stability.  At the same time, the ability of consumers to find “real work for real wages” remained limited at the time of this study.  Lastly, the rate of trauma emphasized once more the need for “safe” places in which people with serious mental illnesses may live and prosper.  

Introduction & Background

In 2000, the Tennessee Department of Mental Health and Development Disability (TDMHDD) began an initiative to address the lack of safe, decent, quality, permanent and affordable housing options in the community for persons with mental illness and co-occurring disorders. To address these issues, the Creating Homes Initiative (CHI) was developed.  

The CHI is a plan to partner with local communities to educate, inform, and expand quality, safe, affordable, appropriate and integrated permanent housing opportunities along a continuum from 24/7 supportive living facilities through home ownership for people with mental illness and co-occurring disorders. The CHI has been responsible for and contributed in the creation or improvement of 4,468 housing units, leveraging some $101 million since its inception in the fall of 2000. Additionally, the CHI Permanent Supportive Housing program annually provides more than $2 million to fund 290 units of permanent supportive housing across the state (http://state.tn.us/mental/recovery/CHIpage.html).

TDMHDD also has recognized that community integration is more than just a physical presence in the community and that other needs such as support services, employment, education, and transportation would need to be addressed. To address all of these areas in an organized manner, in 2004, the Department established the Division of Recovery Services and Planning. Based on the success of the CHI, the Division initiated the statewide SETH Campaign, focusing on the development of Support, Education, Transportation and Housing/Homeless (SETH) Services at the local community level (http://state.tn.us/mental/recovery/SETH.html). 

In 2001, the CHI’s mission was expanded with Housing Within Reach (HWR) project, funded by a 1.8 million dollar grant from Centers for Medicare/Medicaid Services’ Real Choice Systems Change. The purpose of HWR is to provide an effective, consumer-directed, accessible housing resource system for Tennesseans diagnosed with mental illness or co-occurring disorders that will assist them in living in quality, safe, affordable, permanent housing. The purpose is also to educate the public about the realities of mental illness, the stigma of mental illness and co-occurring disorders, and provide a more welcoming environment for consumers in Tennessee neighborhoods (see http://www.housingwithinreach.org).  

As a part of the HWR project, the TDMHDD engaged in a consumer-driven longitudinal evaluation designed to document consumer-identified barriers to permanent housing across Tennessee; inform and target future housing development efforts and refine and customize content on the HWR Website.  

The purpose of this report is to document and disseminate the findings from the evaluation of the HWR program.  In addition, this study asked three questions:  1) Does initial access to less restrictive housing predict satisfaction with living situation? 2) Is initial satisfaction with living situation associated with housing stability over the subsequent six and twelve months?3) Does initial access to less restrictive housing predict future housing stability?
Literature Review

Consumer perspective is particularly important with respect to housing preferences which are often inconsistent with clinician recommendations and difficult to predict based on current knowledge. Despite availability of support services and resources meant to provide long-term housing, permanent housing options too often fail to improve community-based housing stability. 

Housing preferences

Researchers have consistently found a discrepancy between consumer and clinician housing preferences. Typically, consumers prefer more independent housing while clinicians recommend group housing. In a recent study, Schutt and colleagues also found that clinicians tended to maintain recommendation for group housing even for the large number of consumers who preferred independent housing with staff support rather than independent housing alone
. Consumers may focus more focused on practical issues with lack of money often a key housing barrier, while clinicians tend to place greater emphasis on mental health treatment access and compliance
 or importance of structured living environments.
 In a recent review of housing and severe mental illness literature, Newman reported that the strongest findings indicate that living in independent housing was associated with greater satisfaction with housing and neighborhood.
 More recently, additional studies have found a similar association between independent housing and greater consumer choicer and privacy, along with the relationship with housing satisfaction.


Housing stability

Greater consumer input is vital to improving housing stability particularly for consumers transitioning from psychiatric hospital to community settings
. This growing awareness and the clear discrepancy between consumer and staff preferences has led to a gradual shift toward consumer choice by providing housing options and allowing consumer control over housing decisions and away from residential placement criteria
 and housing contingent on treatment compliance.

Quality of Life

The availability of professional and natural support systems should influence housing outcomes. Access to income support resources and social support networks may reduce housing instability and improve quality of life outcomes


. These supports may improve quality of life outcomes by providing access to housing options that are more consistent with consumer preferences. 

Previous research has not shown consistent patterns for quality of life (QOL) outcomes across residential settings. Brunt & Hansson found that inpatient versus community support settings indicated QOL improvement for smaller and less restrictive settings (i.e., QOL gradient). However, there was no measured difference between two levels of community housing, small congregate versus independent living with support. The researchers suspected that the results failed to show a similar quality of life pattern for the two community settings because these living arrangements were not clearly unique from one another.
 As a result of this current gap in the literature, expected improvements in quality of life associated with more independent housing are based on residential comparisons with far more restrictive institutional settings. 

Although consumer preference for independent housing is a consistent finding, less is known about the issues that affect individual quality of life experiences. Unexpected QOL findings, which are not always consistent with housing placement, may reflect lack of knowledge about objective experiences from the consumers’ perspective. These details may help clarify quality of life outcomes, particularly with respect to expected changes in QOL associated with program services or resources.
 In addition to the well documented use of Lehman’s QOL structure which combines objective and subjective measures for each domain, researchers have recently incorporated additional objective measures of housing and community characteristics. For example, Mares et al found that neighborhood median household income was associated with subjective housing quality ratings.

Methodology

Purpose of Evaluation

The purpose of the evaluation was to document consumer-identified gaps in housing services across the state. As part of the overall HWR project, formative evaluation findings were intended to refine and customize the HWR website as appropriate. Findings were also intended to inform future resource development efforts based on gaps in current resources. 

Evaluation Design

The study included 205 participants from August 2004 through May 2006. Participants were selected from four separate regions across Tennessee, including Shelby County (Memphis), Jackson, Davidson County (Nashville), and Hamilton County (Chattanooga). Based on agency administrative information, Consumer Housing Specialists selected at least 30 participants who were eligible for permanent housing (currently living in permanent housing, permanent housing within the last 6 months, or permanent housing placement currently pending); and with a psychiatric hospitalization within the last 12 months.

In addition to this sample of 30 participants in each region, data collection staff also selected 20 participants currently living in CHI-funded housing. The original intention was to enroll CHI and non-CHI participants based on the same criteria. However, the psychiatric hospitalization criteria left few eligible CHI-funded participants. Of the 84 CHI participants, 24 continuously lived in CHI housing and did not indicate a psychiatric hospitalization in the last 12 months prior to study enrollment. It was important to include these participants, however, given the potential for valuable insights regarding what is needed to maintain stability and continue recovery from serious mental illness in the community. In addition, it was important to understand the role of this unique housing resource in the ongoing recovery process, particularly with respect to meeting the changing needs of individuals in recovery. 

All study participants were engaged in community based treatment services at the time of enrollment. As a result, this sample represents a population who was able to access professional support services following a psychiatric episode with inpatient hospitalization. Study participants in the CHI-funded group had access to greater resources due to the additional housing support resources offered. All participants required publicly funded professional support services in order to pay for basic needs.

Data Collection Methods 

Instrument Development

The HWR questionnaire was developed based on the input of key stakeholders, primarily from consumer housing specialists. Questionnaire items were incorporated and revised to address potential barriers and needs related to accessible, affordable, appropriate, and quality housing. Key assessment domains and topics included: quality of life, housing preference, utilization of treatment services and resources, level of functioning, education and employment needs, and access to information. See appendix A for a sample of the baseline survey.  

Sources of Information & Data

Evaluation process and outcome measures included both qualitative and quantitative sources of information. Implementation process evaluation activities included qualitative sources. For example, focus groups with consumer housing specialists and feedback from other key stakeholders were particularly important during the evaluation design and implementation phases. Several focus group sessions were conducted in order to gather and incorporate feedback into evaluation questionnaire construction. 

Data collection staff relied largely on agency administrative records to identify potential study participants. Consumer housing specialists, who were responsible for evaluation data collection, were employed by the community based treatment providers who provided the majority of the participants for this study. The primary source of information was the interview questionnaire that was administered in a face-to-face interview with each participant at enrollment, 6-months, and 12-months later. All interviews were completed by the Consumer Housing Specialists following interviewer training

Quality of Life Variables

Quality of life was measured using selected items of the Brief Version of the Lehman Quality of Life Interview (QOLI-B) (Lehman, Kernan, & Postrado, 1999). Both objective and subjective items were incorporated.  

Objective Indicators

Length of time at current residence

There were 14 types of housing arrangements listed.  Respondents were asked about their:         1) current residence: 2) usual residence; and 3) the length of time at their current residence.  Three separate items were combined to reflect general length of time at current residence. In addition to this temporal length of stay in current housing, a pattern of recent housing history was provided with the ordered list of places lived in the previous six months. 

Residential Stability

Based on the number of non-hospital residences in the past six months participant responses were coded as follows: 1) Stable – no residential changes in the last six months; 2) Not Stable – moved one or more times in the last six months. Finally, any persons who were homeless at any time during the last six months were listed under as Not Stable regardless of number of residential moves. 

Homelessness

Homelessness during the last six months was coded either Yes (1) or No (2) if residence type during the last six months was “shelter” or “no residence”.

Leisure Activities

A measure of daily activities was calculated as the number of leisure activities during the past week in which the respondent reported participating.  The list of activities included going for a walk, shopping, to a restaurant/coffee shop, for a ride in a bus/car, or to the park; reading a book, magazine, or newspaper; working on a hobby; and, playing a sport.

Frequency of Family Contacts

Two items indicated frequency of family contact from 0 (No Family) to 5 (At least once per day). The average of these two items created the scale with higher scores indicated more frequent contact.  

Frequency of Social Contacts

Social contacts were calculated by averaging the frequency of contact, rated on a scale from 1 (not at all) to 5 (at least once a day), for four types of contact that included visiting or telephoning a friend; doing something with another person that was planned ahead of time; and, spending time with a spouse or significant other.

Total Monthly Spending Money

Amount of spending money reflects a single item in which the respondents were asked about the amount of money available to spend on themselves during an average month.  The answers to this question were weighted by the interviewer’s rating of the respondents’ reliability specifically on the amount of income and spending money items. 

Adequacy of Financial Supports

The adequacy of financial supports were drawn from the average of five items which ranged from 0 to 1 with higher scores indicating greater number of needs met with the amount of money available.

Current Employment Status

Current employment status was a single item with three possible responses: currently working (1), worked during the last six months but not currently (2), or no work during the last six months (0).

Arrested

A single item indicated number of arrests in the past month from 0 to 6 (6 or more arrests).

Victimization

The average of two dichotomous items (0= “no” and 1=”yes”) indicated whether victim of violent or non-violent crime in the past month.

Subjective Quality of Life Indicators

Quality of Life was assessed by using nine subscales from the Lehman Brief Quality of Life Interview (Lehman, 1988), which were composed of items that were assessed on a 7-point scale of terrible to delighted. On this scale 1 = “terrible” and 7 = “delighted.”  Since multiple items were used to measure a single concept, such as satisfaction with living situation, Cronbach’s alpha was used to determine if the items were measuring a single dimension of the satisfaction with living situation construct.  Cronbach's alpha is a coefficient of reliability (or consistency). Higher alphas indicate more of a one-dimensional construct.   The nine subscales included satisfaction with living situation (three items, Cronback’s alpha=.85), satisfaction with leisure activities (three items, Cronbach’s alpha=.76),satisfaction with clients’ relationship with family (two items, Cronback’s alpha=.90), satisfaction with the amount of friendship (three items, Cronbach’s alpha=.80), satisfaction with finances (three items, Cronbach’s alpha=.91), satisfaction with work (three items, Cronbach’s alpha=.76), satisfaction with neighborhood safety (three items, Cronbach’s alpha=.83), satisfaction with health (Cronbach’s alpha=.80), and satisfaction with life in general (two items, Cronbach’s alpha=.68).  The results from the Cronbach’s alpha tests indicate that a single dimension of satisfaction was measured by the subscales.  

Additional Measures

Housing Characteristics

In additional to the Lehman items mentioned previously, several additional objective items provided detailed descriptions of living arrangements, including housing affordability, household size, number of roommates, and characteristics of other persons living in the household (i.e., other mental health consumers, non-relatives, spouse/partner, parents, children, and other family members or living alone).

Housing Preferences, Accessibility, & Limitations

Consumer preferences were assessed across multiple housing domains in order to more clearly understand the relationship between objective housing characteristics and subjective quality ratings. Specifically questions were included on preference on living with other mental health consumers, on the current living situation and on barriers to moving.  

Accessibility issues related to objective housing needs included transportation, resources to finding housing, monthly amount paid by respondent for housing, and questions on use of different types of financial assistance that might be use to pay for housing. 

Employment/Income

The amount and type of income was assessed across 13 possible income types. Income information was weighted using an interviewer rating of the reliability of the consumer’s responses to these income items. Housing resources were specifically measured in terms of monthly rent and amount of income/housing assistance received to cover monthly payments. Amount and adequacy of income was supported by a general measure of whether income was enough to cover basic needs (food, clothing, housing, community transportation, and social activities). Employment variables were supplemented with multiple items meant to capture employment preferences and barriers from the consumers’ perspective. 

Health, Functioning and Trauma

The general health ratings captured limited measures of health status. However, detailed functioning measures included both general ratings along with measures of daily living skills, history of trauma, employment skills, barriers to employment, ability to use computers and the internet, on 10 basic daily skills with answers ranging totally self-sufficient (5) to totally dependent upon others (1).  The basic daily living skills items included personal hygiene, dressing oneself, grooming, care of own positions, care of own living space, transportation, grocery shopping, cooking, eating and restroom use.  

In addition to QOL health-related measures, clinical background characteristics were provided by trauma history profiles. Although detailed psychiatric and medical symptoms/diagnoses were not assessed, useful background was provided by trauma history measures. Respondents sometimes declined to provide detailed information about the type (emotional, physical, and sexual) and occurrence (childhood, recent, lifetime) of trauma. Nonetheless, basic trauma information was rarely missing and missing trauma details did not prevent a useful description of trauma history.

Access to Services/Resources

Health Care Coverage

Insurance was based on response to a single item indicating type of coverage including TennCare, Medicaid, Medicare, other insurance, and no insurance. Medicaid and TennCare were both included because participants could be enrolled in a Medicaid program outside of Tennessee. TennCare is Tennessee’s Medicaid waiver program. Insurance categories were not exclusive as Medicare coverage was often combined with Medicaid or other insurance coverage. 

Health Care Service Utilization

Treatment services data was measured by the frequency of service use across multiple treatment types in the last 30 days prior to each interview. Services included inpatient hospitalization, emergency room, outpatient, and residential treatment. Each service type was also separated into three general reasons for treatment (physical, mental health, or substance abuse problems). Outpatient and residential services were also further separated to indicate specific outpatient service types (case management, medication management, etc.) and residential setting (halfway house, treatment facility, etc.).

Treatment service intensity was measured by the sum of the number of times that a patient received services (either in the program or through referrals/linkages) in the 30 days prior to each interview for each of the 12 types of services that were measured. 

Results

Baseline Characteristics

Of the 205 study participants who were eligible for follow-up, 51.7 percent were male, 54.1 percent had never married, and 39 percent were African American. Their average age was 44 years. About two-thirds had completed high school or had a general equivalency diploma. However, only 11 percent were employed; all of these were working part-time. Although 73 percent received income from Supplemental Security Income or Social Security Disability Insurance, many also received income support from other sources (68%), including food stamps (42%), family or spouse (16.7%), and rent supplements (19.3%).  

Initial Quality of Life Findings

Objective Findings

	Table 1. Length of Stay in Current Residence (N = 204)

	Months 
	%

	At least 6 
	59%

	3 to 6 
	24%

	Less than 3
	15%

	Other 
	2%

	Total 
	100%


The initial QOL finding involved housing – length of stay or stability, types of housing and levels of independence within housing types.  

As seen in Table 1, more than half (59%) of study participants did not change residences for at least the last six months prior to study enrollment and almost a quarter were residentially stable for at least three months.  

	Table 2. Housing Types Utilized (More than one per respondent possible)

	Type of Housing
	(N = 205)

	Private house or apartment
	58%

	Supervised group
	40%

	Hospital
	25%

	Transitional group home, halfway or quarter-way house
	7%

	No current residence (homeless)
	5%

	Cooperative living unsupervised
	5%

	Shelter
	4%

	Board & care home; private home w/program & supervision
	4%

	Rooming or board house or hotel, no meals provided
	2%

	Skilled nursing
	2%

	Jail 
	2%

	Intermediate care; less than 24 hour nursing
	1%

	Boarding house includes meals, no program or supervision
	1%

	Cooperative apt. supervised staff on premises
	1%


Table 2 outlines the different types of housing used by respondents in the six months prior to the baseline interview.  The types of housing range from private housing in the community to specialized housing for mental health consumers.  Most consumers used at least one or more types of housing since hospitals were included and many consumers had been hospitalized in the six months prior to the study.  

	Table 3.  Baseline Current Housing Type (recoded)

	
	N = 205

	Private house/apt.
	46%

	Supervised
	42%

	Unsupervised
	8%

	Shelter or streets
	3%


In order to more clearly define current residential setting the 15 housing types listed in Table 2 were recoded. Those who indicated “private house or apartment” remained in a category entitled “private”.  Participants who indicated living in a shelter or on the streets were recoded into “shelter or streets”.  All others were recoded into categories of “supervised” or “unsupervised” as appropriate.  No one was in jail at the time of the initial interview.  (See Table 3)

Table 4 gives information on objective quality of life measures.  The average frequency of social interaction was 3.13, which is approximately equivalent to a monthly interaction with others. 

	Table 4. Quality of Life Objective Measures  (N = 205)

	Domain
	Avg. Monthly Frequency
	s.d.

	Leisure Activities
	3.97
	1.56

	Family Contacts
	3.23
	1.18

	Social Contacts
	3.13
	0.97


Coupled with limited daily leisure activities, participants appear to experience few opportunities to interact with the community. It is plausible that opportunities for community and social interaction are limited by financial barriers. This is particularly relevant given that participants depend largely on professional support systems to maintain stability in the community. Few family and social interactions appear to indicate that participants have minimal natural supports (e.g., family, friends, etc.). 

	Table 5. Adequacy of Financial Support (N = 205)

	basic needs covered
	%

	0 needs
	6.80

	1 need
	6.80

	2 needs
	11.70

	3 needs
	11.70

	4 needs
	14.60

	5 needs
	48.30


Table 5 indicates that study participants faced substantial financial barriers, despite access to housing and professional community-based services and resources. Only 48 percent indicated that finances covered basic needs and the median amount of spending money was $60

Table 6 reflects the difficulty that consumers often have in finding employment once they have experienced a psychiatric hospital stay.  The notable result in this table is the difference between those who say “Yes” they would like to work (59%) and those who are currently employed or have been employed in the last six months (18%).

	Table 6. Current Employment Status
	
	Count
	Percentage

	
	Not currently working
	168
	82.0%

	 
	Yes currently working
	23
	11.2%

	 
	Yes, worked past 6 months not currently employed
	14
	6.8%

	If not working would like to work
	
	
	

	
	Yes
	121
	59.0%

	 
	No
	55
	26.8%

	 
	Missing
	29
	14.1%


Interactions with the criminal justice system may be either as a victim or a perpetrator.  Table 7 below suggests that the respondents in this study were more likely to be arrested than to be victim.  

	Table 7. Interactions with the Criminal Justice System
	Count
	Percentage
	S.D.

	# past month arrests
	
	
	
	

	
	None
	198
	96.6%
	 

	 
	1 arrest
	7
	3.4%
	 

	Victim of a crime 
	205
	 .08
	.23


Subjective Findings

	Table 8. Baseline Subjective QOL Results
	Count
	Mean
	S.D.

	Living Situation
	205
	4.90
	1.61

	General Well-Being
	205
	4.62
	1.42

	Family Relations
	193
	4.53
	1.73

	Social Relations
	203
	4.93
	1.14

	Leisure
	205
	4.83
	1.19

	Safety
	205
	4.96
	1.35

	Finances
	205
	3.97
	1.83

	Health
	205
	4.30
	1.34

	Job
	24
	5.15
	1.20


Subjective QOL findings appear to be consistent with the objective QOL indicators (Table 8).  The finding here are based on a 7-point scale which ranges from “terrible” to “delighted”. On this scale 1 = “terrible” and 7 = “delighted.”  Participant satisfaction with finances (3.97/ “mixed feelings”) was considerably lower on average than all other domains. The job satisfaction rating (5.15/”mostly satisfied”) represents a less meaningful average measure because only 24 participants indicated recent full or part time employment. 

Housing Characteristics, Preferences, & Limitations
Slightly more than half of the participants lived with other mental health consumers. The second largest percentage included those who lived alone (32.4%) (See Table 9).  
	Table 9. Household Characteristics (N = 204)
	% Yes 

	
	

	Do you live with other consumers?
	52.9%

	I live alone.
	32.4%

	Do you live with other non-related persons?
	16.7%

	Do you live with spouse or partner?
	6.9%

	Do you live with parents?
	5.4%

	Do you live with other children?
	5.4%

	Do you live with other family members?
	4.9%

	 Total
	100.0%


For those with housemates, the average number of housemates was 4.7 (average = 6.5 excluding those who live alone) (See Table 10).  Very few participants shared a room with someone else as the average number of roommates was 1.3 (only 7 indicated three or more roommates). 

	Table 10. Number in household
	N
	Average
	S.D.

	How many people are in your household?
	205
	4.7
	4.4

	How many people live in same room as you?
	201
	1.3
	0.8


	Table 11. Monthly Amount Paid for Housing (N = 199)
	Percentage

	<= $112
	26.1%

	$113 - $250
	26.6%

	$251 - $443
	24.1%

	$444+
	23.1%


Table 11 indicates that monthly housing payments appear to be affordable for the more than half paying less than $250 per month for housing. However, it should be noted that this amount does not represent the actual monthly cost of housing. Particularly in group home settings and with the availability of housing assistance payments, the respondent may not be aware of the specific monthly cost of housing. Instead, self-reported monthly housing payment reflects the direct cost to the client.  

	Table 12. Housing Preferences & Limitations


	Count (N) 
	Column N %

	Whom would you prefer to live with? (N = 205)
	Consumers
	54
	26.3%

	 
	Non-consumers
	66
	32.2%

	 
	It doesn't Matter
	72
	35.1%

	 
	Don't Know
	12
	5.9%

	 
	Declined to Answer
	1
	.5%

	Prefer current living situation 

(N = 197)
	Yes
	138
	70.1%

	 
	No
	59
	29.9%

	Housing Limitations (N = 118)
	Good housing not available
	32
	27.1%

	 
	Don't have enough money
	69
	58.5%

	 
	Lack of things needed for physical/emotional
	44
	37.3%

	 
	Don't know how to go about finding place
	44
	37.3%

	 
	Didn't think about it before
	9
	7.6%

	 
	Been kicked out or turned down
	12
	10.2%

	 
	Other
	14
	11.9%


More than half of respondents indicated preferences regarding mental health consumer housemates, with a roughly equal proportion preferring non-consumers (32%) compared to 26% who preferred living with other consumers (Table 12). Most respondents seemed pleased with current housing as 70% preferred current living situation. However, there were far more who indicated barriers to moving (n=118) compared to the number who preferred current housing situation (n=54). These are not necessarily contradictory findings as access to housing that is more consistent with preference may not seem plausible given the identified barriers. As expected, finances were the most common barrier (58%). Many did not know how to go about finding a place (37%) or found it difficult to find a place because of physical/emotional needs (37%). 

	Table 13. Housing Resources 


	%

	Used internet resources for housing 

(N = 201)
	Yes
	3.0%

	Transportation played a  role in location of housing

(N = 201)
	Yes
	33.3%

	Received Section 8

(N = 199)
	Yes
	21.6%

	Received town assistance

(N = 193)
	No
	100.0%

	Received help from mental health system (N = 199)
	Yes
	12.7%

	Received help from family, spouse, or partner (N = 201)
	Yes
	12.9%

	Received help; from roommate or boarder (N = 202)
	Yes
	4.0%


Table 13 examines housing resources and potential barriers to housing.  Several questionnaire items asked about resources used to access housing and issues that were considered in the decision to live in current setting. Access to resources such as transportation (33%) played a role in the decision. Study participants were able to access housing primarily through the assistance of a case manager or case worker. A single open-ended question asked participants what resources were used to locate housing. More detailed identification of types of agencies were not available and case manager or case worker could refer to institutional or community based treatment staff, housing authority, or a variety of public assistance agencies. Only 3% reported use of internet resources to locate current housing. Availability of income assistance to pay for housing may also help explain how participants were able to access housing. In addition to income assistance specifically for housing payments (as listed below), other resources are also often necessary to access housing. For example, some housing programs require food stamps or other resources in order to ensure low income tenants will be able to maintain housing agreement/contract.  

Health & Functioning

Study participants reported mostly independent level of functioning as assessed using the Personal Care Skills (PCS) ten-item scale. The average of all ten items combined was 45.8 and ranged 23 to 50. A single item from the QOL measure indicated self-reported level of functioning in the areas of home, social, and work settings on a scale from excellent (1) to poor (4). Although respondents were not dependent on others for basic self-care skills (as measured by the PCS), many respondents indicated lower current functioning at home, social, and work settings. The average rating was 2.45 with almost half indicating fair (33%) or poor (15%) level of functioning. See Figure 1 below.  
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It is worth noting that almost half (n=96) of study participants appeared to have the functioning and knowledge to operate a computer to navigate internet resources independently. Respondents were asked, “Do you have adequate skills to operate a computer?” in order to determine the accessibility of computer and internet housing resources. Although some respondents may simply need computer skills training, this indirect measure of participant functioning provided a useful indication of functioning and potential employability in more skilled workplace settings beyond part-time and low-wage employment options. 

Employment Skills

As indicated earlier in this report, lack of financial resources is one of the primary concerns and barriers reported. Although study participants have access to services and resources, very few indicated current employment even though this is a relatively high functioning group as detailed above. The majority of study participants (65.4%) indicated that having a paying job was important. When asked why a paying job was not important, the remaining indicated either limitations due to disability or concerns regarding loss of disability benefits.  

Barriers to Employment

For participants who were not working, 67% (n=112) would like to work while only 13% (n=21) were currently looking for a paying job. Of the 21 who were looking for work, more than half indicated that transportation (57%) and more education (52%) would help to get a paying job. Having a permanent address was a barrier for three respondents (14%). Education was also an important barrier for three of the six participants who were currently looking for a better paying job. This is not surprising given that only 13 out of the entire study population (n=205) had more than a high school education. Furthermore, 39% (n=79) did not complete high school and only 21 of these were able to obtain a GED. 

Trauma

More than half (n=125) of study participants reported history of abuse. Although 17 chose not to indicate the specific type of abuse, at least 45% (n=92) indicated sexual and/or physical abuse. At least 49% (n=101) reported abuse beginning in childhood, including 53 respondents who indicated abuse during both childhood and more recently as an adult. 

	Table 14. Types of Trauma
	N

	Physical Only
	16

	Emotional Only
	11

	Sexual Only
	16

	Physical & emotional
	28

	Physical & sexual
	6

	Emotional & sexual
	5

	Physical, emotional, & sexual
	21

	Others
	5

	Total Type of Trauma
	108

	Table 15. Childhood/Adult Trauma History
	N

	Childhood or Adult
	101

	Adult Only
	7

	Childhood Only
	48

	Childhood thru Adult
	53

	Total Lifetime History of Abuse
	125


The correlation between trauma and homelessness has been well documented. It is possible that individuals with history of abuse are less likely to be placed in supervised living arrangements. 

Alternatively, individuals with lifetime history of abuse may be less likely to remain in housing if placed in supervised settings. In order to more clearly understand this relationship between housing and trauma, the correlation between trauma and housing stability was explored.  
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There was a difference between groups at the baseline interview which asked about housing stability in the previous 6 months.  Fewer (52%) of those who reported physical and emotional abuse were stable compared to 67% of those who reported no physical or sexual abuse.  This difference in instability dissipated after 6 months, when the majority of the participants were stable, regardless of experiences with trauma/abuse.  

Participants who reported either lifetime or childhood abuse were also more likely to live in private housing than those who did not report abuse.  Participant who reported lifetime abuse (n=125) were more likely to live in private housing (52.8%) compared to supervised living arrangements (36.0%). Participants who reported childhood abuse (n=65) were more likely to live in private house or apartment (58.5%) compared to supervised housing (26.2%). 

History of trauma did not appear to be related to desire to work as 67.4% of participants with a history of trauma were interested in work compared to 65% of participants without a history of trauma. 

Access to Services/Resources

Healthcare Coverage

As expected, the majority of study participants (n=189) indicated insurance coverage through Tennessee’s Medicaid program, TennCare, with 75 of these reporting both TennCare and Medicare coverage. 

	Table 16. Insurance Profile

(N = 205) 
	Percentage

	
	TennCare Medicaid
	55.6

	 
	Medicaid + Medicare
	36.6

	 
	Medicare Only
	2.9

	 
	Other
	1.5

	 
	None
	2.4

	 
	Medicare + Other
	1.0


It is important to consider that this does not represent all individuals receiving treatment services in the community following an inpatient psychiatric hospitalization. Instead, the study population was drawn from a sample with access to housing in the community, which largely required access to income or housing payment support. It is not surprising that individuals with access to income support resources and community-based treatment services also have medical insurance coverage. This large proportion dependent on TennCare insurance also indicates the potential impact of ongoing changes to the current State Medicaid program. 

Healthcare Service Utilization

Based on participant self-report, the majority of participants received outpatient treatment services in the last 30 days (79.5%). In the same time period approximately one-fifth had received inpatient or emergency room services, with 21% and 18.5% respectively. 

	Table 17. Service Utilization in the last 30 days (N = 205)
	%

	Inpatient
	Physical
	12.7

	 
	Mental Health
	12.7

	 
	Substance Abuse
	3.9

	Inpatient (total)
	
	21.0

	Outpatient 
	Physical
	43.4

	 
	Mental Health
	68.3

	 
	Substance Abuse
	10.7

	Outpatient (total)
	
	79.5

	Emergency Room 
	Physical
	17.1

	 
	Mental Health
	3.4

	 
	Substance Abuse
	0.5

	Emergency Room (total)
	
	18.5

	Residential (continued)
	Physical
	0.5

	 
	Mental Health
	6.3

	 
	Substance Abuse
	2.4

	 Residential (total)
	
	8.3


Treatment for substance abuse problems was the smallest percentage across all service types. Outpatient services more often corresponded to mental health problems (68.3%), while relatively few reported emergency room services for mental health problems (3.4%). However, regardless of the reason for treatment (physical, mental health, or substance abuse problems), the largest proportion was treated with outpatient services compared to all other service types (inpatient, ER, or residential).

As illustrated in Figure 3 below, the largest percentage of study participants reported using outpatient services, specifically case management (n=138, 67%) or medication management (n=132, 64%).   The intensity of treatment services averaged approximately 2 days of services in the last 30 days for medication management, while therapy and case management services each averaged around 4 days

[image: image3.emf]Figure 3. Average Days Per Services by

Percentage of Respondents (N = 205)

0

0.5

1

1.5

2

2.5

3

3.5

4

4.5

Therapy Case Mgmt Medication Mgmt

Avg # of Days in Last 30 Days

0%

20%

40%

60%

80%

Average %


3
However, outpatient services often included multiple services across the three types of outpatient services (case management, medication management, or therapy) (see Figure 4).  Of those who reported specific outpatient services, more than three-fourths indicated more multiple outpatient service types. The largest percentage reported case management and medication management combined (67%), including 39% without therapy and 28% with all three services combined
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Outcomes

Several relevant variables were explored as potential predictors of initial access to less restrictive community-based housing. The current residential setting at baseline for study participants was separated into levels of housing independence from most restrictive to fully independent.   As in Table 3, housing types were recoded into categories of “private”, “supervised”, and “unsupervised.”  The unsupervised housing category was used as an indicator of less restrictive settings. Individuals in supervised settings provided the primary comparison group. Supervised living situations defined the most restrictive category with more highly structured group living arrangements. Unsupervised living situations were further separated due to the greater level of independence that distinguishes private from other more restrictive unsupervised settings. Finally, eight participants were not housed at the time of the baseline interview. These were grouped in a fourth category (“not housed”) because baseline housing satisfaction for those without a current residence was obviously not meaningful.

Does initial access to less restrictive housing predict satisfaction with living situation? 

Participants in private housing rated satisfaction with living environment significantly higher than those in supervised and other unsupervised settings (Figure 5). Because of large differences in group sizes, satisfaction ratings for unsupervised (n=16) compared to private (n=95) and supervised (n=86) housing were not statistically meaningful. Nonetheless, average housing satisfaction ratings for participants in unsupervised (not private) was slightly less than those in supervised settings. This finding supports the assumption that private housing represents a clearly unique living situation compared to other more restrictive unsupervised settings. 
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Is initial satisfaction with living situation associated with housing stability over the subsequent six and twelve months?
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Access to independent housing may not necessarily result in greater housing stability despite significantly higher satisfaction ratings. In order to determine whether housing stability was associated with independent housing, initial satisfaction ratings were compared by level of independence and stability at the baseline and six month follow-up assessments. Based on multivariate analyses, housing stability at six months (e.g., continued residential stay) was associated with higher housing satisfaction at baseline compared to ratings of those who moved residences two or more times in the six months following baseline (See Figure 6). This relationship was even more apparent for those who continued to remain in stable housing for the entire twelve months following baseline. Participants who remained in stable housing throughout twelve months reported significantly greater housing satisfaction ratings at baseline. 

Does initial access to less restrictive housing predict future housing stability?

Relatively few study participants reported multiple residential moves throughout the six and twelve months following the initial baseline assessment. Only 13.4% of participants in unsupervised private housing (11 of 89) compared to 21.8% of all others (19 of 87) had moved during the initial six months. This trend continued with 24.7% (18 of 73) of participants in unsupervised private housing who had moved during the full twelve months of the study compared to 31.9% (22 of 69) of participants in other housing. Although the trend appears to slightly favor participants in independent housing, the comparison of independent versus dependent housing stability were not statistically significant.  

A statistically meaningful result for housing stability as an outcome was limited due to the relatively small number of participants who moved following baseline. However, this stability across all housing types provided an opportunity to compare housing satisfaction over time by housing type (See Figure 7). Housing stability may not necessarily represent a positive outcome for individuals in more restrictive settings. Across all three assessment points (baseline, 6 months, & 12 months), housing satisfaction was greater for individuals in stable housing who were in private housing. In contrast, more restrictive settings consistently rated lower despite stable living situations.
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Limitations of the Study

The flexibility of our exploratory approach enabled greater input from consumers and stakeholders, including specific questions, which would not be possible in more restrictive designs. However, the implications of single item measures must be interpreted with caution. 

Evaluation questionnaire items were limited by several unique study considerations. For example, study participants were often housed in group homes and other housing facilities with strict rules regarding alcohol and illegal substance use. Despite assurances of confidentiality, it was decided that the concerns outweighed the benefits of self-reported substance use, particularly given the possibility of misleading responses. Details regarding clinical diagnoses and symptoms were also omitted from the interview. The evaluation study focused on capturing consumer perspectives and feedback rather than detailed measurement of clinical features. Nonetheless, all participants had a recent history of psychiatric hospitalization. In addition, initial baseline interviews included clinically relevant measures, such as history of trauma and abuse. 

Conclusions
This evaluation incorporated consumer ideas and skills in its creation and in the way it was carried out affirming once again that consumers are capable of mental health services research.  The high level of residential stability and of satisfaction with housing among the participants suggesting that the increased housing options nurtured into existence by TMHDD’s CHI project has had a positive effect on housing options for consumers.  The high level of trauma and its correlation with residential stability suggest there is room for exploration of the effect of trauma on residential stability and the effect of residential stability over time on an individual’s capacity to heal from earlier experiences of trauma.  The relationship between housing stability and housing satisfaction appeared to be mediated by the level of supervision within the housing situation.  Greater housing stability was associated with greater satisfaction only in less restrictive housing situations. The findings from the evaluation indicated that the participants have access to multiple professional services and resources and the financial support to cover most basic needs, particularly food and shelter.   Participants were dependent on limited financial resources with very few participants indicating any income from work activities which meant that participants lack the resources needed to be fully integrated in the community.   The lack of employment and resulting financial restraints reduces housing and leisure time opportunities for participants. The interaction between level of supervision, residential stability, satisfaction, social contacts and employment appears to be complex and worthy of further study.  
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