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I. INTRODUCTION

The Community Residence Program vas designed to provide a range of residen-
tial services to mentally 1ill persons vho cannot live independently in the com-
munity. The following recommendations were made by the Governmor in his '83-'84
budget address concerning the provision of residential services appropriate for
the mentally disabled population.

"The Bureau of Community Living lof the Office oE Mental Health] will, for
contracts ;ffective July 1, 1983 and thereafter, develop revised policies, pro-
cedures, and guidelines for the Community Residence Program. Major areas to be
addressed include:

o A zero-based review of existing program goals and Qervice models

o The establishment of appropriate, cost-effective staffing patterns and

staffing qualifications

o The development and administrative applicatlon of admissions criteria -

o Length of stey and discharge criteria L

. o The delineation of required linkages to other mental health programs and
related services

o The identification of funding sources which could assist in supporting

the Community Residence Program"

A Task Force, comprised of OMH staff, community residence providers, faci-

| 1ity representatives, a county representative, a representative of a mnicipal

hospital and a regional office representatlve, was convenedfin September 1983 to

complete two major.activitiesz
1. Review the total array of residential alternatives for the mentally

411 end identify a distinct role for Community Residences certified

by the OMH.



2. Develop recommendations for revisions to the existing Commnnity
Residence Program and funding methodology with attention to the areas
included in the Governor's recommendation. These areas focus on the
need for greater definition of the goals of the program and greater
accountability through program and funding policies for meeting stated

goals.

The vork of the Task Force followed a year of uncertainty with regard

to the existing community residence program as the OMH and providers struggled
to implement interim procedures and funding mcthodoiogieg pending revisions to

the program as called for by the Governor. Development of several aspects of

the program design proposed in this paper began during this period of time.

A three part effort was designed to develop recommendations for changes to

the current program/funding model.

Part I - Development of trevised program model

Part II - Development of & funding model to support the program model

Part III - Development of new legislation and/or revised regulations and

policies to accommodate the new program and funding models

Program and Fiscal Committees of the Task Force were designated to carry

out Parts I and II. OMH staff from Counsel's Office, Division of Program

Operations and the Divisions of Quality Assurance and Finance, and Support as

well as legislative liaison staff have developed revisions to existing policy,

regulation and law identified for Part III.

This paper represents the completion of Part I; the development of a revised

progrem model.
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1I. Overviewv of Program Model

In order to address the issues included in the Governor{a_reeommcndation and
to arrive at a new model the Program Committee employed a metﬁodology paaed on
developing ansvers to a iogical series of questions. i
1. Which residential alternatives exist to serve the mentally disabled?

2. Who is to be served in e community residence certified by the OMH?
3., What is the goal of community residence programs?
L. .What are the types and levels of community reéidential care needed by

the identified target population?

. 5, What treatment and support services does this population need?

6. What type and number of community residence staff are needed to provide
these services?
A basic premise of the model recommended by the Task Force 1s that the
design of a commnity residence program should be based éﬁ the profile of the

patients to be served. Therefore, major emphasis is devoted to identifying the

. characteristics of the population appropriate for commnity residences. These

characteristics served to determine level of necessary care, number and types of
services to be provided as well as adequate staffing. |

A major feature of the new model 1s its focus on the younger chronic popu-
lation. This more unstable, ective population has increased in numbers in
recent years and has placed new demands on many aspects of the mental health

gservice delivery system. Any attempt to design a commnity residence program
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for this patient population must pay particular attention to the characteristics

-‘ (

aud'aervice requirements of the younger chronic patient.

At the same time, significant numbers of other types of patients remain in
the mental health system and are in need of residential services, e.g. older,
more passive patients, requiring highly structured routines. The new model mst

have the flexibility to serve a variety of types of patients.

Several important changes in the Community Residence Program are proposed in
the new model:

1. Patient behavioral and functional characteristics determine tbe level

and type of community residence to which individuals are referred.

2., Program and staffing levels are gauged to commnity residence program

types.

r 3. Many patients previously excluded from the Community Residence Program
] will be admitted, primarily to the most intense level of program, e.ge.

persons not fully self-medicating, persons not willing to participate

. in highly structured daily routines.

4. There is a relaxation of the requirement for all persons to attend

activities outside the comminity residence 5 days a week. More on-site

programming will be available to serve the more severely disabled or

non-compliant resident.

S. There is increased emphasis on the improvement of functional ebilities

as well as movement toward independent living.



6. The goal of the program is linked to admission/discharge criteria and

to sppropriate review criteria.
7. Regular review of appropriateness of level of care will be conducted

using the Functional Assessment Survey.

gecommendations for the alleviation of gape in services emerge frbm com=
paring the residential needs of the mentally disabled population with available
comminity living options, including the Community Resideﬁce Program. Such

‘recommendations can be found in the next section and in the conclusion of this

ﬁaper.



fﬁf 1II.' REVIEW OF THE EXISTING RESIDENTIAL SYSTIM

For long range planning purposes, the community residence continuum must be
vieved as part and parcel of an extensive overall service delivery system for
reaidentiai care. A commonality shared by many residential alternatives is the
high percentage of regidents vho are current and former OMH patients ser&ed in
these settings. For example, according to 1984 statistics there are almost
23,000 residents in Probrietary Homes for Adults (PPHA's); over 6,000 (27%) are

. Tormer OMH patients. (Proprietory Homes for Adults fall under the category of

pomiciliary Care for Adults - DCF's) In order to improve the quality of care
received by these residents, the OMH has established on site community support
teams in homes having 25% or more former OMH patients. The OMH also has recom-
mended addiﬁion&l standards to protect the health, safety and well-being of men-
tally disabled persons residing in these programs. )

A high concentration of former OME patients also exists within single robm
occupancy hotels (SRO's). These hotels are run by private unlicensed operatq;s
and receive no direct public funding. It is estimated that 25-35% of SRO resi-

dents are former psychiatric inpatlents wvith many more in need of psychiatric

services.

Another residential option is Shelters for Adults. The latest OMH estimate
indicates that 20% of the Hew York City shelter populatiod have a history of
hospitalization in state psychiatric centers. Currently there are treatment.

teams in a small number of NWew York City shelters in addition to some mobile

outreach teams.
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A vide range of living opportunities exist outside the Community Besidence
Program; howevgr. appropriateness, availability and quality or care remain
pressing isauesﬁ_ of critical importance is the emergence of a changing popula-
tion of mentally ill persons fo; whom current residential programs are not
apprbfri&te due to the nature of their illness. Characterized by a youhger more

active individual this population differs from the population most often served
successrully in the current Comminity Residence Program.

' The current Comminity Residence Program is divided into two components,
The 2k hour.supervised program 1is designed to receive patients directly from
institutional care as well as the community and, at the same time, begin ﬁhe
process of gssisting these patients in receiving necessary community support
services. The second component of the Community Residence Program is the less
restrictive supportivelapartment program. This program is also desligned to
receive patients from the institution, supervised community residences, as vell

as other commnity settings and is intended as the last sﬁeltered residentidal

- step before the resident begins to live in the community independently.

Patients admitted to the Commnity Residence Program, in addition to residential

services, receive in-house supports to assist in the relearning or learning of

daily living skills. Direction in planning and participating in social and
recreational activities 1is provided. A comprehensive gervice plan is developed

for each patient outlining in-house as well as community support services which
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are ﬂecedsary and critical to the successful maintenance of each patient in the
community. Attendance and participation in appropriate day activities is a
requirement for continued stay in a community residence.

The newly characterized population at risk may not be:appropriate for the
cdmmunity residence program as currently structured. A wider and more variable

scope of community residential programs is indicated to serve this increasingly

larger number of patients.



IV. PROPOSED PROGRAM MODEL

A. DESCRIPTION OF TARGET POPULATION

The Community Residence Program serves a population with a wide range of
functional, clinical and behavioral problems. (Special Populations are
uddreﬁéed in Attachment A) To serve this population adequately and effectively
requires a corresponding range of residential eervicéé. The process of matching
client level of functioning to residential need was accomplished through analy-

sis of the data obtained from the community residence patient assessment survey

conducted in November/December 1982 in all residences and from & recently

-revised survey piloted in September 1983. The assessment included the areas of

activities of daily living (ADL), community living skills, maladaptive, violént
and dangerous behavior, psychlatric problems and drug and alcohol use. (See
Attachment B)

| The survey found distinct differences between clients currently living in.

supervised and supportive community reéidenqes. More important, the results

‘supported the concept of a continuum of residential need. This continuum was

broken into three levels, each appropriate for patients with different func-
tional skills and characteristics. Clients placed into the lowest level (23% of

the population) vere considered to be the best candidates for supervised set-

tings. Those placed into the highest level (55% of the population) were con-

sidered appropriate for supportive gsettings. The findings indicated that there
1s a middle group of clients (22%) who require e level of residential services

distinctly different than those currently provided.

A strong correlation exists between a client's functional skill level i.e.,
community and ADL skills and the need for e gsupervised or supportive residential

setting. Clients with lowver functional levels require more supérvision.

However a significant number of "higher functioning" clients elso were found to

require a supervised setting es a result of behavior problems, inability to take

- 0 -
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gedications reliably, lack of motivation, emotionai withdraval or other serious
paychiatrié uymftomatology. The appropriate match of clients to residential
setting requires a mlti-level analysis and ultimately relies on clinical Judge-~
ment. In general, however, profiles of clienta requiiing the three level;gmay'

be differentiated in several broad categories. These are outlined below aﬁ@

{1lustrated with examples of cases.

Clients in Need of Supervised Setting

o High degree of psychiatric problems. These include:

- conceptﬁal disorders
I- hallucinatory behavior
- -thought disorders
- disorientation
-~ emotional withdrawal
- depression
-~ anxiety
o Most have difficulty with self-medication
o Uncooperativeness
o Majority have problems with nutrition, personal care, domestic activi-
ties
o Very poor functioning in independent living skills. This includes:
- very low employment potential

- 4pnability to carry out activities necessary to upkeep a home

- 10 -



o Problems with alcohol and drug use

ftTV o Interpersonal skills are very poor, including
- assertiveness

- conflict resolution

= decision mking

- interaction with others

Supervised Level - Case Summaries

Case 1. A forty year old mle who has been in psychiatriclhospitals for more
than ten years. The last five years have been spent moving between the
hospital and a commnity residence. Ten hospitalizations in this
period. He needs dally supervision in taking pedications, and has
received superyision in the-last 30 days for uncooperative behavior.
Psychiatric problems vary from moderate to severe in 10 of 18 areas.
Personal care and domestic skills are generally adequate, hovever skills

relating to independent functioning in the commnity are very low.

- 1] -
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Case 2. A twenty-three year old female has been hospitalized three times
totaling less than one year. ©She needs some supérvisioﬁ vith medica-
tions and has required special one to one staff Lpterjéntion in the last
30 days. Current psychiatric problems are in the ?1ld to severe range
in 14 of 18 areas. Her mutritional, personal care and domestic skills
are all adequate, hovever, interpersonal skills, planning, and Judgement
are all inadequate. She has no history of violent or dangerous beha-
vior. Most of her independent living skills are bigh but she cannot
self medicate.

Clients in Need of Intensive Supportive Settings

o Fewer and less severe psychiatric problems, than supervised clients.
However severe problems exist in:
- emotional withdrawal
- depression-
- anxiety
- uncooperativeness

o0 Some problems with taking medication without supervision

o Majority have problems with nutrition

o Betveen a third and a quarter have personal care problems

o BHalf have problems with household chores

o Skills required for commnity living aré moderate to good for most of
these clients.

o Low employment potential

o] Som; problems with alcohol and drug use

- 12 -



-Interpersonal skills are very poor, similar to Level I, including .

- assertiveness
- conflict resolution

- decision mking

« interaction with others

Intensive Supportive Level - Case Summaries

Case 1l.

Case 2.

Twenty-three year old female has been hospitalize& for less than six
months during two hospitalizations. Has lived in a community residence
for less than six‘months. She needs some supervision in teking medica-
tions but has not required any one to coe intervention in last 30 days.
Has moderate psychiaﬁric.problems in 5 of 18 areas but no violent or
dangerous behavior. She has good skills in the areas of nutrition.and
domestic skills but is inadequate in conflict resolution and exhibiting
good judgement. She 1s rated as moderate in her abilities to vork at a

paying Job or to gseek assistance from others.

Thirty-three year old mele has spent between 6 months and a yea} insa

psychiatric hospital. Last hospitalization lasted lk months. He takes
medication independently and did not require one to one intervention in
the last 30 days. He had mild psychiatric problems in 2 of the 18 areas

reviewed and exhibited no violent or dangerous behavior. He has serious

- problems in reacting to criticism or stress and in keeping appointments.,

l

-13 -



Clients

He also has slight problems with alcohol and drug use. He is inadequate
in many areas of personal care, domestic activities and interpersonal

skills. Exhibits poor use of leisure time.

o

in Need of Supportive Settings

Fever psychiatric problems than supervised and intensive supportive
clients. BHowever problems do exist in:

- emot;onal withdrawal

- depression

- anxiety

- uncooperativeness

Ability to medicate independently

Fewer problems with interpersonal skills than Level I and II; however,
they still are present
- assertiveness

-. conflict resolution

- decision making.

-« interaction with others s

' = M
Few with current klcohol or drug problems see i —

Potential to hold a paying job if glven the opportunity

Generally good skills in community activities, household chores, per-

sonal care, health care

- 14 -
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Supportive:Level - Case Summaries

Case 1.

Case 2.

Twenty-two year old male with no previous hospitalizations and not

taking medication. Has minor to moderate psychiatric problems in T of
18 areas. HNo violent or dangerous behavior. Exhibits good skills in
all ADL and independent functioning areas excepﬁ.interpersonal ;kills.

Poor socialization skills.

Thirty-five year old female has been hospitalized 3 to 5 times totaling
less than 1 year. She has spent one year in a supervised commnity.
residence. She has no need for supervision in taking medications and

has not required one to one intervention by staff. She has minor to

gevere psychiatric symptoms in 12 of 18 areas. Serious problems with

reacting to criticism or stress but no violent behavior. All other ADL
and independent skills are good except seeking assistance when needed

and socialization and leisure skills.

- 15 -



B. PHILOSOPHY AND GOALS

The philosophy underlying the new model is that the Community Resldence
Program should assist patients with the development of skills necessary for suc-
cesérullrginéegration into the community at a pace commensurate with their
levels of functioning.

The goal of the Community Residence Program 1s:

Increased emphasis on the improvement of functional abilities to enable
movement towards independent living (alone or with others) in a commnity based
sptting.

The Community Residence Program is designed to enable patients to obtain
this goal through the following means: |

-~ Reduction of psychiatric symptomatology in a commnity based

setting.

- Acquisition of skills, knowledge and abilities needed. to improve

functional level.

- Development of good relationships with othér people.

o Friends .
o Relatives

o Helpers

‘The new model consists of three distinct programmatic levels, supported by
one hospital based program level which serves as the necessary precursor to the
community residence contipuum. Specifically, the levels of community residences

are Supervised Programs, Intensive Supportive Programs and Bupportive Programs.

- 16 -
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‘_, Each program levél differs in target populations to be served, intensity of ser-
(z

vices offered, and the number of staff necessary to effectivly address the: goals:

of the program.

- 17 -



C. DESCRIPTION OF CORE SERVICES AND STAFF INTERVENTION

o

. exist which should be provided to all residents, regardless of the programmatic

Within the community residence continuum specific basic or "core" services

level in which they reside. These core services consist of:
1. Training in Activities of Daily Living
2, Admission/Discharge Planning
3. Behavior Intervention

4, Case Management

S. Counseling

6. Crisis Management

T. Follovw-up

-8. Medication Management

9. Room and Board

10. Socialization
‘ 11. Transpoftation
(For definitions see Glossary - Attachment C)

The provision of these core services is essential to maintaining or
improving & residents' current functional capabilities while simultaneously pro-
viding the tools and supports necessary to progress toward independen£ living.
These services are provided within a therapeutic 1living environment by staff who
possess a knowledge of the unique problems of the mentally ill population and

the expertise to effectively meet this population's needs.

- 18 -
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Although all of the core services are provided across the commnity resi-
r&_? dence continuum, the intensity of the service will-vary by programmatic level.
| To conceptualize the degrees of intensity, dpscriptors have been developed which
" directly correspond to the community preparation programs, vhich precede
discharge from an inpatient unit, as well as to the three levels of commngity
residences. For the purpose of this presentation these descriptors will be
titled staff intervention levels.

The four staff intervention levels are:

1) Intensive training and assistance wvhich directly corresponds to com-

munity preparation programs (part of inpatient care); 2) Training and

assistance which directly corresponds to supervised programs; 3) Training

and/or limited assistance which directly corresponds to intensive suppor-

tive programs; and 4) Monitoring which directly corresponds to supportive

’ Programs.
An individual receiving service within a commnity preparation unit or

program would be in need of the most intensive level of service and/or intensive
training and essistance. This means that direct instruction as well as inten-
sive staff assistance and intervention would be constantly necessary to
accomplish.the mjority of tasks which that person would be attempting. These
activities would be oriented toward facilitating the development of ﬁeéessary

prerequisite skills and an understanding of the expectations for transitioning

from inpatient care to the commnity.

- 19 -



As an individial enters the next programmatic level on the continuum, a
&gi supervised program, the {ntensity of service would be at the training and

assistance level. This means that %nstruction as well as staff assistance and
intervention are generally necessary to accomplish tasks. Such activities are
oriented toward improving competence in besic skills and behavior. The person
will possess basic skills but staff must st11l provide close supervision. |

Admission into the ne;t programmatic level®, an intensive supportive
program, should indicate a lessening of the intensity of service or a need for
training and/or limited assistance. This means that instruction as well as

staff assistance and intervention are occasional}x»necesséry to accomplish

tasks. By this time the individual should be able to effectively function in

the mjority of the activities in which he/she is involved. There may, however,
be periods of regression which require staff support. Most staff activities
would be oriented toward reinforcing already learned skills and eppropriate
behavior.

The last programmatic level, a supportive program would require the least
intensive jevel of service or monitoring. This means that staff direction 1is
minimally necessary %o accomplish tasks. At this level the individual is able
to function independently in most situations. Staff monitoring activities would

be oriented toward revieving en ijndividual's need and frequency for assistance

and/or intervention.

% This does not imply that ell residents must go through a sequence of place-

ments. Residents, depending on readiness, may g0 to less restrictive

placements directly.

- 20 -



It mist be noted that the intensity of service at each programmatic level

should not be measured by frequency of staff intervention alone. For example,
this is true }t thg supportive level vwhere the focus is not on assistance in
;ccbmpliahing Q;screte tasks, but rather on ;ssessing the ability to use skills
and supports to cope with the expectations and pressures of independent living.
The expertise of the staff at this level may determine whether or not the.resi-
dent is able to successfully transition out of the program or continues to need a
stfuctured residential program.

' The relationship between programmatic levels, core services, and intensity
of service can be better understood through the following matrix. The matrix
indicates, by the use of concrete' examples, how the degree of staff intervention

changes from one programmatic level to another.

- 21 -



Core Services

1. Treining in

2.

Assistance
in Dally
Living
Skills (ADL)

Admission
and
Discharge
Planning

Medication
Management

Levels of Staff Intervention

across the four program levels

Staff:Screen=-
ing Teams

Qualified

Intensive
Training & Training & Training &/or
Asslistance Assistence Limited Assistance | Monitoring
PROGRAM LEVELS
Supervised Intensive
Commnity Living Supportive Supportive
Preparation (24 hour Living Living
(Inpatient) Supervision) (Daily Visits) (1-3 visits a week
.0 classroom o staff & o Resident pre- o0 Resident pre-
cooking residents pares meals pares meals
instruction participate Staff trains &
w/ "hands- together assists o Staff monitors
on" assist- cooking v/ program
ance 1:1 "hands-on" progression/
regression
Staff-MHTA, Futritional
Rehab. Consultant & —
CR Staff
Level of intensity of staff activities would remain constant

professionalg-===—--—-
available on staff or

by written agreement
with other mental health

service providers

o Staff will
administer
w/classroom

. training in
self-admin-
istration

o0 Self-admin-
istration
w/close
supervi-
ion and
cont'd

training

o Self-admin-~
istration
w/continued
training
and/or
assistance

o Self-adminis-
tration w/
regular to
periodic
reviewvs

* 20 w



Core Services

3. Medicatlon
Management
(Con't)

k. Behavior

Interven-
tion

5. Counseling

Levels of Staff Intervention
Intensive
Training & Training & Training &/or
Assistance Assistance Limited Assistance | Monitoring
PROGRAM LEVELS
Supervised Intensi&e
Community Living Supportive Supportive
Preparation (24 hour Living Living
(Inpatient) Supervision) (Daily Visits) (1-3 visits a wee
Staff-M.D., Resident's Resident's CR staff
RN or MHTA MD and CR & MD and CR and
. with appro- OP staff OP staff
priate Qualified
certification.|| professionals --

available on staff or

by written agreement
with other mental health
service providers

o "Classic”
Behavior Mod-
ification Pro-
gram to teach
appropriate
behaviors

Staff:Treat-
ment Team

o Many verbal
interven-
tions needed
frequently

o Some verbal
reminders
needed but
frequency
decreases

o Occasional
Reminders

CR Staff

o Individual &

Group
Counseling

- Staff:Treat-

ment Team

o 1:1 fregueniy
interaction
using
{pndividual

and group
forum

CR Staff —=--

o 1:1 cont'd;
frequency
decreases re-
placed by group
process

o 1:1 cont'd;
frequency
being re-
viewed

& 23 -



Core Services

6. Crisis
Manage-
ment

C

T. Follow-up

8. Transpor-
tation

levels of Staff Intervention

Intensive '
Training & Training & Training &/or
Assistance Assistance Limited Assistance | Monitoring
PROGRAM LEVELS

: Supervised Intensive
Commnity Living Supportive Supportive
Preparation (24 hour Living Living
(Inpatient) Supervision) (Daily Visits) (1-3 visits a week

o Frequent
intervention
needed due
to poor
{mpulse

controls

o Frequent
intervention
replaced by
timely
counseling
and behavior
intervention

o use of behavior o Frequent

modification
techniques

Staff:Treat-
ment Team

episodes on

regular
basis

CR Staff

o Occasional need
for intervention
due to diminish-
ing # of
episgdes

0 Review of
frequency and
intensity of
interventions

The intensity of staff activity does not change across
the continuum, but rather at times of discharge to
independent living.

Staff:Soc-
ial worker

CR Staff

The intensity of staff activity does not change across

the continuum, but rather on geographic location and

accessibility of public transportetion systems.

Staff:MHTA
or Drivers

€R Staff ———c—mm—m——m e
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Core Services

9. Room and
Board

10. Case
Manage-
ment

Levels of Staff Intervention

Intensive

Training & Training & Training &/or

Assistance Assistance Limited Assistance | Monitoring
PROGRAM LEVELS

_ Bupervised Intensive

Community Living Supportive Supportive

Preparation (24 hour Living Living

(Inpatient) Supervision) (Daily Visits) (1-3 visits a wee

The intensity of staff actlivity does not change across
the continuum based on program level or resident function-
ing, but rather on type and configuration of buildings and

applicable building codes. | |

Staff:MHTA CR Staff

l

The intensity of staff activity does not change across
the continuum, but is rather a function of the particular
needs and numbers of clients at a particular point in
time.

Staff:Social CR Staff
Worker OP Staff or i
CSS Staff |,

- 25 -



Core Services

11, Soclaliza-
tion

Levels of Staff Intervention

Intensive
Training & Training & Training &/or _
Assistance Assistance’ Limited Assistance | Monitoring
FROGRAM LEVELS
) Supervised Intensive
Community Living Supportive Supportive
Preparation (24 hour Living Living
(Inpatient) Supervision) (Daily Visits) (1-3 visits a week
o Client is o Trial and o Fewer errors o Occasional
told and error still occurring and errors
shown by occurring frequency di-
example how on frequent minishing o Frequency
to eat in basis being
a restaurant monitored

o May be taken
to rest-

aurant to
test ability

Staff:MHTA

o Successes
are still

few but
increase

with
practice

CR Staff

- 26 -



D. S8TAFFING

Direct Staffing Criteria

'Based on the resident characteristics discussed in the section IV A,
Description of Target Population, and the levels of staff intervention included
{n Section IV C, the Description of Core Services and Intensity of Provision, a
staffing methodology for direct staff has been developed. The methodology
degcribes: 1)'the functions that staff must perform; 2) the minimum qualifica-
tions for each type and'level of staff; and 3) the numbers of direct care staff

for each level of program.

1, Staff Functions

The role of the direct care staff in the delivery of core services differs
oﬁly in degree and intensity ecross programmatic levels. Specific functions of
direct care staff include:

o Case Management - staff provide necessary linkage to ensure that
day treatment/day program, legal, medical, financial, and ‘
psychiatric services are available to the resident. This function
is crucial in order to insure continuity of care within the overall
service delivery system.

o Training in activities of daily living - staf( provide apperviéion,
assistance, training, and monitoring in ADL skills. Examples of

these activities include: planning and preparation of meals, basic
housekeeping, money management, use of comminity resources, €.ge.

transportation, YMCA, library, etc.

= 5 =



Medication manegement - staff are responsible fqr storage, record
keeping, administration and/or supervision, and training of resi—
dents in self administration of medication.

Social and recreational activities - staff are responsible for
planning, implementation, and supervision of activities.

Admission and discharge processes - staff are responsible for
screening pf referrals, initial intervievws.and the actual intake
process. Discharge responsibilities include review, evaluation,
appropriate placement, and follow up upon discharge from the com-
munity residence. This admission/discharge function is usually
assigned to a sp;cific direct care staff, although variations occur
within different community residence programs. Qualified pro-
fessionals should be available od staff or by written agreement
with other mental health service providers to provide clinical
expertise to in;ure gupervision of all dirgét care staff respon-
sible for admission and discharge planning and monitoring of medi-
cation.

Follow up - staff are responsible for insuring that residents
receive the necessary degree of support to facilitate transition
between program levels and independent 1living. This support may

vary in degree and intensity according to individual cases and is

subject to clinicel judgenent.
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In addition to the above functions, direct care stﬁff mist be skilled in

¢ . the following areas:

o Counseling - staff are responsible for assisting residents in the

development of the necessary skills reqpired 1n.decision making,
problem solving, interpersonal issues etc. EThe focus of interac-
tion ig immediate and situational. :

Behavioral Intervention - staff are responsible for intervening in
situations which demand immmediate attention in order to 1) insure
the safety of residents and staff and 2) provide feedback to resi-
dents concerning acceptable and/or unacceptable behavior.

Crisis Management - staff mst be able to respond immediately to

acute episodes of emotional distress in order to 1) contain resi-

dent regression and 2) insure safety of residents and staff

Additional responsibilities of direct care staff include:

2

o

Attendance and participation in meetlngs both within the community
residence and with external entities such as referral sources,
day/clinic providers, residents’ familie;, etc.

Reporting and record keeping for individual caseload

Compliance with OMH rules and regulations and program policy and

procedures

Staff Qualifications

The necessary qpali}ications of the direct care staff are the same,

regardless of programmatic level. The dymamics cf a community r=sidence prograr



can best be described witliin the framevork of & therapeutic environment. All

tf?i activities conducted on-site are focused towards the enhancement of the resi-

dent's ability to functlon within the community, with the goal of eventual inde-

pendence. This environment {s characterized by intense interaction between staff

and residents.

The implication of the above is the necessity to recruit staff with the

following general characteristics:

o

o

(o}

o]

high degree of flexibility

.people oriented

high degree of empathy and sensitivity

high level for frustration tolerance

In addition, direct care staff are required to possess the necessary skills

to do the following:

o train or teach residents. Skills include the ability to instruct

and/or assist residents in ectivities of daily 1living.

counsel residents. Skills jpclude the ability to listen, %o

interpret, to direct the resident in problem solving, etce.

supervise residents. Skills include the ability to lead and direct
{ndividuals and groups in activities aimed at maximizing residents’

rehabilitative potential as vell as insuring their safety.
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o] assess'iesidents' functional abilities. Ability to observe resi-

dents and assess their level of skill at a given point in time is

required. Ability to intervene end "re-train".

The following educational and experience requiremedﬁs mist be met by direct

care staff:

v’ 0 Counselors - A minimum of a high school diploma and some experience

in a mental health or related setting.

Senior Counselor - Direct care staff assigned specific respon-
sibility for planning and implementing a rehabilitative, high expéc-
tancy program and/or individually designed service plans are
required to have a bachelor's degree in human services, or be
currently licensed as & registered nurse, or be cﬁrrently licensed
or certified in & mentel health discipline, end have one year of
experience working with the mentally 111. Th%s position exists only
in supervisea programs. |

The supervisor in e single site supervised program should have a
bachelor's degree in human servicés, or be licensed as a registered
purse or be licensed or certified in a mental health discipline and
have one year of experience working with the mentally ill;

The supervisor in both intensive supportive and supportive programs
should meet the same requirements as the supervisor in the super-
vised setting.

For every three program supervisors in an agency, & menager mwey be
added. This staff person is responsible for directing the activi-

tiés of the program supervisors.

- 31 -



Thie individual should have at least a master's degree and current
1icensure or certification in a mental health discipline,

or

e master's degree in a human services discipline and one year of

- experience working with the mentally 111,

or
a master's degree and two years of experience working with the men-

tally 111,

or

. a bachelor's degree in a human services discipline and current

licensure or certification in a mental healtﬁ discipline and one
year of experience working with the mentally ill,

or -
a bachelor{s degree in a human services discipline‘ggg_three years‘
of experience working with the mentally 111,

or
a bachelor's degree and current licensure or certification in a men-~
tal health discipline and two years of experience working with the
mentally 111, '

or
a bachelor's degree and four years of experience working with the
mentally 111,

or

licensure as a registered nurse and three years of experience

working with the mentally ill.
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Alternative experience or education may be substituted with the

approval of the Office of Mental Health.

o Clinical Supervisicn

In order to insure that adequate clinical supervision and program
direction are provided, each program shall have available on staff
or by written agreement with other mental health service providers,

qualified professionals vho are certified or licensed in a mental
health discipline and who possess sufficient experience working with

the mentally ill to provide such clinical input.

3. HNumbers of Direct Care Staff

a) Supervised Programs

In determining the numbers of staff that are required for a

Supervised Program, the following factors were considered:

o the mjority of residents to be served within a Supervised

Program resemble the profile of {ndividuals described in

the Target Population section.

o with the likely movement of some of the less impaired current

residents of supervised programs to the proposed Intensive

Supportive Program, and the probable influx of those described
above, the new population of the Supervised Program vill be &
more severely impaired, more mnagement intensive population

"o the current range of existing supervised programs is from 8 to

2l residents
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o a therapeutic environment must be provided
o the current scope of the Site Selection Law (OMH involvement for
1-14 Supervised beds and k-1l Supportive beds &t the same site)

o the regulatory requirement for 1 overnight staff for

1-14 residents, and 2 overnight staff for ;5-2h residents

Given the above, a review of the activities and the related time
frames within which they occur wvas undertaken. This was éccomplisbed by

dividing the day into blocs of time that are meaningful to and typical of those

activities. This data was based on gite visits to numerous programs, and speci-

fic suggestions from current staff of supervised programs. . The following blocs

of time vere defined and staff activities identifled:

Monday - Friday
T A4 - 9 AM
o awaken all residents
o] pfovide ADL assistance and tralning
o prepare/assist in preparation of breakfast
o supervise ;dministration of medications
o provide assistance with socialization skills
o get residents to day activities on time

o provide crisis management, where necessary
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fﬁz 9 AM - 3 PM '
For those residents not attending day ectivities on a given day (5
day/veek day ectivities will not be required for all residents at this
level):
o provide ADL assistance and tralning

o provide counseling

o provide behavior intervention

o provide transportation, where necessary, for appointments

o provide crisis management, where necessary
For all residents staff must:

(Many of these activities may occur outside this bloc of time, ex.

3 p.m. - 5 pem.)

. o maintain clinical records

o eattend to admission and discharge planning

o provide follow-up services

o attend staff meetings

o participate in staff development

o provide linkage and case renagement services

o attend clinicel meetlngs

o mintain cldsc contact with primary clinical entity to assure that
the clinical treatment plan and the community residence service

plan are in concert
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o provide counseling as residents return from day progrgmming
o pgqyidé ADL assistance and training

° pro;ide behavior intervention

o plan evening“social/recreational activities

o provide transportation to off-site social/recreational activities
o provide crisis management, where necessary

o .supervise administration of medication

o assist with socialization skills

o prepare and assist in preparation of dinner

; 11 M

o supervise administration of medication

o provide transport;tion from social/recreational activities
o provide counseling .

o conduct house meetings |

o provide behavior intervention

o provide ADL assistance and training

o assist with socialization skills

o assist with preparation of snacks

o provide crisis management, where necessary
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C11PM - T AM

0o

0

provide overnight coverage

provide crisis management, where necessary

Saturday - Sunday

9 AM - NOON
o assist with ADL activities as residents awake
o assist in preparation of breakfast/lunch
o supervise administration of medications
o provide assistance with socialization skills
o Pplan social/recreational activities for the day
o provide behavior intervent ion
o provide counseling
o provide crisis management, where necessary .
NOON - 1 AM
o transport to participate in off-site social/recreational
activities
o supervise administration of medication
o provide ADL assistance and training
’o provide behavior }ntervention
o provide counseling
o assist with socialization skills
o prepare and assist in preparation af dinner, snacks
provide crisis mansgement, where necessary
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1AM =-9AM
o provide overnight coverage

o provide crisis management, where necessary

The next step was to determine the minimum staffing required to provide
both coverage and the ability to provide the core services during each time
interval. and the optimal number of residents such staffing could safely and
adequately serve.

Referring to Table 1 - Direct Care Staffing for an'B-Bed Superv;sed
Program, and consid;ring the activities which occur during each bloc of time
each day, it was determined that a minimum of 206 staff hours are required for

coverage, and that such single coverage for 130 bours/week, supplemented by

‘double coverage for 38 hours/week, can serve & maximum of 8 people at this level

of impaired functioning.

Althougy there seems to be a trend within the provider community towvards a
35 hour work Qeek for staff, there remains a wide distribution among providers
of from 35-40 hours/week. Based on a survey by OMH, and supported by site
visits, it appears that a 37.5 hour work week is the average for current provi-
ders, and this is the number used throughout this paper.

The 206 staff hours per wveek that provide minimum staffing for 8 residents

convert to 5.5 Full Time Equivalents (FTE's) when divided by the 37.5 hours in a

work week.
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TARLE 1: SUCGESTED DIRECT CARIS HUAFYANG CUR HAO O ixds waeeasiesser Soo - o

" MN-FRI: TAM-9 M OM-3M IM-TM THM-11M 1L M- T
2 hour bloc 6 hour bloc 4 hour bloc Y4 hour bloc 8 hour bloc 29 gtaff trs./
X X x X b 4 daay
1.5 staff 1 staff = 1.5 staff 1.5 staff 1 staff x5 days
(1 staff 7-9) = (1 staff = 3-7) = (1 staff = 7-11) = 755 staff hrs./
(1 starf 8-9) (1 starf = 4-5) (1 staff = 9-11) weekdinys
3 staff bours 6 staff hours 6 staff hours 6 staff hours 8 staff hours
SAT - SN: 9 AM - NOON ROON - 1 AM 1M-9M TOTAL
3 hour bloc 13 tour bloc 8 hour bloc 0.5 staff brs./
x x x day
1 staff =- 1.5 staff . 1lstaff = X2 days
(1 staff noon - @ staff ws./
midnight) = veekdays
(1 staff 3-9)
3 staff hours 19.5 staff fours 8 staff lours

A. Tbtal Staff Hours Availahle/Week = 145 (MF) + 61 (58) =06

B. Omverted to FIE's = 206 avail staff trs./week = 5.5

37.5 hrs/work week

C. FRelief Staff = 13% x 5.5 FIE's = .7

D. Tbtal FTE's for 8 Beds = 6.2

E. COoverage Summry for 8 Fesidents

1. . 56 tws./uk. - single coverasge, sleeping hours
2. Th hrs./wk. - single coverage, waking hours,
3. 38 hrs./wk. - double coverage, waking hours



fh;k 5.5 FTE's for B residents assumes each staff person works 5 day/week,

52 weeks/year. This not being the case, time off mist be estimated, and provi-
sion made for additional FTE's to provide relief coverage. The following
assumptions were made concerning a typical community residence staff fringe
benefit package concerning days off/year with pay:

o 10 days vacation

o 10 days sick leave :

(o] S days personal leave

o 10 days paid holidays
This totals 35 days, which, when multiplied by 7.5 bours/day, yields 262.5
hours/year for which cove;age is needed for each staff. When 262.5 hours is
divided by 1950 hours (the number of hours/year for vwhich staff is paid) a
Relief Percent or Relief Factor of 13% resﬁlts. Once bvasic staffing coverage is
determined in FTE's for any size program at any level of program, &n additional
13% FTE mst be added for funding purposes.
. Thus, the basic 8-bed program with 5.5 FIE's staff for coverage, must be
increased by 13% or .7 FTE's for relief, giving a total staff requirement of 6.2

FTE's for 8 beds.

The next step was to determine what additional staff was needed for each
resident above 8. Given the rehabilitative objective of this new model, with

{ts well-defined service package and appropriate staffing levels for the basic
8-bed program, the model allows for an increase in staffing at an even rate as

the number of residents increase. That rate was determined to be an additional
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hour of staff time/day for each additional resident. One hour a daf times T
days a week divided by 37.5 hours a work week = .2 FTE's for each additional

resident above 8.

| Table 2 displays the recommended staffing for Supervised ?rograms of 8-24
geds. Tables 3-6 show some suggested deployment of direct care staff by blocs
of time for programs of 1k, 16, 18, and 24 beds.
The following statéments are made:
o0 the minimum program size is 8 beds, funded for 6.2 FTE of direct
staff |
' o each additional resident above 8 i{s matched by an additionel .2 FTE
(1 hour per day of service)
o after basic staffing 1s determined for each program size, a Relief
Factor of 13% is added for funding purposes
o maximum program size should continue to be 24 beds

o 1t should be OMH policy to give priority to those proposed programs

in the 12-1h bed range:

o vwhenever there is only one staff person on duty, there should be &

second backup person avallable via beeper at all times
o programs for special populations such as physically disabled or
mlti-disabled (MR/MH) may require additional staffing based upon

the degree of the secondary disability.
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TABLE 2: SUMMARY OF DIRECT STAFFING FOR SUPERVISED PROGRAMS 8 - 24 BEDS

*

Number of Core Staff for Additional Staff For Relief Staff " Total

Residents First 8 Residents More Than 8 Residents: (13% of FTE's) Staff
8 ‘5e5 : 0 oT 6.2
9 5.5 .2 o7 6.l

-10 5.5 ob | - .8 6.7
11 5.5 .6 .8 6.9
12 5.5 .8 .8 Te1
13 5.9 1.0 .8 T.3
14 5.5 1.2 9 T.6
15 T.0 | 1l.b 1.1 9.5
16 7.0 Additional 1.6 ' 1.1 9.7
17 7.0 1.5 FTE 1.8 1.1 9.9
18 7.0 eadded 2.0 1.2 10.2
19 7.0 for over=- 2.2 1.2 10. 4
20 7.0 night 2.4 1.2 10.6
21 7.0 coverage 2.6 1.2 - 10.8
22 7.0 T days/ 2.8 1.3 11.1
23 7.0  wveek | 3.0 1.3 11.3
2k 7.0 3.2 1.3 © 1.5



TABLE 3: SUGGESTED ~ DIRECP CARE SIAFFING FOR A 14 BED SUPERVISID PIOGRAM

MH - FRI: TAM -9 MM 9 M -3 M IM-TM TM-11M 11 B -7 M TOML
2 hour hloc 6 hour bloc L4 hour bloc L tour bloc 8 hour bloc 3 gtaff hrs./
x x X x X day
5 2 gtaff 1 staff = 2 gtaff = 2 gtaff = 1 staff = x5 days
° - 170 staff hrs./ ,
4 staff owrs 6 staff hours 8 staff hours 8 staff rours 8 staff hours weekdn s
SAT - SIN: 9 AM - NOON NOOH - 1 AM 1AM -9 AM TomL
3 hour bloe 13 hour bloe 8 hour bloc 4O staff hrs./
day
X x X X2 days
2 staff = 2 staff= 1 staff = "0 staff trs./
weekerd
6 staff tours 26 staff hours 8 staff hours

A. Tbtal Staff Hours Availahle/Week = 170 (M-F) + 80 (S-8) = 0

B. Converted to FIE's = 250 staff hrs/week = 6.7

37.5 hrs/work week

C. Felief Staff = 13% x 6.7 FIE's =

-9

D. Total FIE's Needed For 14 Beds = 7.6



MM - FRI:

TABLE h: é@lb§§m§g§>559§g§

TAd -9 M oM-3M = 3M-TH TRI-11 M N M-TM  TOML
2 hour bloc 6 hour bloc L hour bloc L hour bloc 8 hour bloc LS staff hrs./
X x x X X day
2 staff = 1.5 staff = 2 gtaff = 2 staff = 2 staff = x5 _deys
_ (1 starr 9-3) o5 staff hrs./
(1 staff 12-3) veekdnys
4 staff tours 9 staff hours 8 staff hours 8 staff tours 16 staff hours
SAT - SN: 9 A4 — NON NOOH — 1 AM 1M-9 M TOML
3 hour bloe 13 hour bloc 8 our bloc L8 staff trs./
x x x ay
2 staff = 2 staff= 1 staff = x2 days
96 staff hrs./
6 staff hours 2% staff hours 16 staff hours weekend

A. Total Staff Hours Avallable/Week = 25 (M-F) + 6 (S-S) = 321

B. Gonverted to FTE's = 321 staff hrs/week = 8.6
37.5 hrs/work wesk

C. Relief Staff = 13% x 8.6 FTE's = 1.1

D Tkal FTE's Nesded For 16 Beds = 9.7



TNBLE 5: éc@%éaggggg

MN-FRI: TAMM~-9M OM-3 M . IM-TM TH-11 M 11 M -TAM TOML
2 hour hloc 6 hour bloc l tour bloc 4 hour bloe 8 hour bloc 18 gtaff hrs./
x x : X b X day
2 staff = 2 staff = 2 staff = 2 staff = 2 staff = x5 days
A0 staff hrs./
weekdays
L staff hours’ 12 staff hours 8 staff hours - 8 staff hours 16 staff tours
GAT - SN: 9 M - NOON NOOH - 1 AM HEIME TOML
3 hour bloe 13 hour bloc 8 hour bloc r.mmﬂwhnid.\
b 4 : X X Gy
2 staff = 2 staff= 1 staff = x2 days
96 staff hrs./
6 staff tours 2% staff tours 16 staff hours weekend

A. g?w??ﬂ»ﬁb@ﬁ?mﬁ&a?ﬁ?&ﬁ.mvuwm

B. Converted to FIE's = 3% staff hrs/wesk = 9.0

37.5 hrs/work week

C. FRelief Staff = 13% x 9.0 FIE's = L2

D. Thtal FIE's Needed For 18 Beds = 10.2
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MN - FRI:

TAM-9 MM

TABLE 6: SUGGESTED DIRECT CARE SINFFING FOR A 24 BED SUPERVISED PTOGRAM

oM -3 M

3IM-TM

TRM-11 M N AM-TM

2 hour bloc 6 hour bloc L hour bloc 4 hour bloe -8 hour bloc 51 staff hrs./
x x x &y
2.5 staff = 2 staff = 2.5 staff = x5 days
25 staff hrs./
f_m.mngm
5 staff hours . 12 staff hours 10 staff hours 8 staff hours 16 staff hours
SAT - SIN: 9 AM - NOON NOCH - 1 AM 1M -9 M TOML
3 hour bloc 13 hour hloc 8 tour bloc 64 staff hrs./
x X x day
3 staff = 3 staff= 2 staff = __x2 days
128 staff hrs./
weekerd
9 staff hours P staff hours 16 staff hours

A. ggngéwiummﬁirﬁa.mv-%u

B. Oonverted to FIE's = 33 staff hrs/week = 10.2
37.5 hrs/work week

C. Relief Staff = 13% x 10.2 FIE's = 1.3

D. Ttal FTE's Needed For 24 Beds = 11.5



'b) Intensive Supporﬁive Programs

The new Intensive Supportive Progras 1s designed to bridge the ser-
vice gap between those residents requiring o4 hour supervision and
those capableﬁof fdnctioning in a more independent setting requiriné
only 1-3 visits/veek by statf,

This new programmatic level will provide & resident with daily visits,

but does not require overnight supervision. However, agencies with

clustered housing situations in which apartments are vithin close

proximity. of each other (for example units within the same building)

may wish to provide on gsite overnight coverage within the constraints
of Intensive Supportive Program funding. Such an intermediate level
of service seems appropriate, given the profile of ijndividuals
described in Intensive Supportive. Both the existing supportive
program, with its mandated three visits a week per resident, and the
proposed Supportive Program, wvith its range of 1l- 3 visits per week per
resident, sssume &an average visit consumes 2.3 staff hours, and builds
their staffing ratios accordinglye. The Intensive Supportive Progran,
hovever, for gtaffing purposes, assumes a staff visit consumes only 2
hours, & reduction of 13% from current gsupportive programs. The
rationale 18 that since visits wvill occur daily, shorter interactions
will not adversely affect the resident, thus making the service more
cost effective.

1t seven visits a veek per resident is multiplied by 2 hours (the

length of each visit), and the product divided by 37.5 bours per work
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week, the régult is .37 FTEs, vhich is the staff to resident ratio for
this program. The Relief Factor is also computed, and added to the
staffing ratio. Table 7 - Summary of Direct Staffing for Intensive
Supportive Programs shows the recommended staffing for program sizes

of 8 through 40 residents, at intervals of 2.



TABLE T: SUMMARY OF DIRECT STAFFING FOR INTENSIVE SUPPORTIVE PROGRAMS*

Number 6! Number of
Residents Visits/Wk

10

14
16
18
20
22
2l
26
28
30
32
3h
36
36
ko

56
70
8k
98
112

126

140
154

168
182

" 196
210
224
238
252
266

280

* The supervisor

section is not included in the FTE figure

Hrs./ Rumber of

Visit Hours /Wk

(x 2) (: vy 37.5)
112
iko
168
196
22P
252
280
308
336
364
392
420
LL8
476
50k
532
560

No. of
FTE's

2.98
3.73
4,48
5.23
5.97
6.72
T T
8.21
8.96
9.71
10.45
11.20
11.95
12.69
13.h4b
14.18

14.93

Relief
Factor

(13% o

FTE)

39
48

.58
.68
.78

87

97
1.07
1.16
1.26
1.36
1.L46
1.55

- 1.65

1.75
1.8L
1.94

Total
Statf
FTE's
( 3.b)
( b.2)

(5h1)

( 5.9)
( 6.8)

( 7.6)
( 8.4)

( 9.3)
(10.1)
(11.0)
(11.8)
(12.7)
(13.5)
(1k.3)
(15.2)
(16.0)
(16.9)

position as descrived in the staffing qualifications
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¢) Supportive Programs

For the new model, the Supportive Program has been expanded to include
those.residents requiring 1,2, or 3 visits per week, \
At this point in time, it is impossible to estimate with any accuracy\
vhat numbers or percent of residents currently in comminity residences
vill require the traditional 3 visits per veek, and how many will
require 1 or o, Recent data gathered by the Functional Assessment
instrument showed that about L4 of the current community residence
residents appeared to be ready for independent living. If this pro-
posed Supportive Program currently existed, these clients would be
likely candidates for 1 or 2 visits per week.

Once the new Supportive Program becomes operational, an individual
program will possess the flexibility to provide en appropriate level
of service based on the current needs of the residents. Given the
nature of the illness, it is pnot uncommon for & supportive level resi-
dent, oﬁ a short term basis of several days to sev;ral veeks, to
require intense intervention to prevent re-hospitalization. Such
intervention would involve daily, or even twice daily visits by
program staff, often lasting many hours each.

The new flexibility will allow program staff to begin the process of
reducing visits from 3 to 2 to 1 for those residents demonstrating the

ability to move through the system. Such capability should signifi-

cantly contribute to the rehabilitative process, and may reduce
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‘.re-hospitalization caused by client inability to adjust to the sudden change

(" from 3 visits per veek to total independence.

Additionally, staffing flexibility vill allow for the mix of residents to
constantly change. Any person appropriate for supportive living may be admitted
rath?f'than 1imiting admission only to those needing a specific number of visits
per week. The needs of the individual client and those of ‘the referring agen- -
ciés can best be served by this approach. |

Input from the provider community strongly suggests as reasonable an OMH

estimate that on the average, the current supportive program, with its mandated

3 visits per week, consumes about T hours of staff time, or‘2.3'hrs./visit.
Given the potential resident mix, it is reasonable to expect that this new
Supportive Program can be staffed on & besis of an average of 2.5 visits a week
per resident, with the sgme 2.3 hours per visit. If 2.5 visits per week 1is ‘
multiplied by 2.3 hours per visit, and the product divided by 3T.5 hours per
work week, the result is .15 FTE's/resident wvhich is the ratio used to deter-
mine staffing for the new Supportive Program. The relief ratio also is computed

and added to the staffing ratio.

In order to have the flexibility advantages previously descrived, this
program mist be ;tatted to provide no less than 2.5 visits per week to all resi-
dents in the program. Anything less precludes the abilitx to provide the

required service when a very high proportion of clients in a program at a given

time require 3 visits per weex.
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This situation may be common based on an analysis of functional assessment
data. |

When the resident mix includes those who are receiviﬁg 1l or 2 visits per
week, the staff time available for the visits may be used to plan the resident's
move to independent living. Staff activities may inclﬁde an increased emphasis
on establishing contacts for the resident with generic service agencies in the
comminity, insuring continuity of existing day programming or employment, and
assisting in the search for adequate and decent independeﬁt housing.

Table 8 - Summary of'Direct.Staffing for Supportive Programs displays the

recommended staffing for program sizes of 8 through 40 residents, at intervals

(o] f '2'-
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TABLE 8: SUMMARY OF DIRECT STAFFING FOR SUPPORTIVE PROGRAMS*

FTE's for Basic ' ’ Total

Coverage Relief Factor Staffing
~ Number of Residents (# of Residents x .15) (13% x FTE's) FTE's
8 © 1.2 .16 1.4
10 1.5 20 1.7
12 1.8 «23 2.0
1k _ 2.1 27 2.4
16 2.h .31 2.7
18 2.7 35 3.1
20 : 3.0 «39 3.4
22 3.3 43 3.7
2L “ 3.6 AT k.1
26 3.9 .51 hol
28 i 4.2 55 4.8
30 h.S «59 5.1
32 4.8 .62 Sk
34 5.1 66 5.8
36 S.h .70 6.1
38 5.7 % I 6.b

Lo 6.0 .78 6.8

# The program supervisor position as described in the staffing
qualifications section is not included in this FTE figure
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Indirect Staffing Criteria

'Funct;ons and qualifications of staff are identical across the three levels

of prdéram;
a) Staff Functions
Specific functions of Indirect Staff include the following:
1, Executive Direction
2, Secretarial/Clerical
3. Accounting and Bookkeeping
4. Statistical and Fiscal Reporting
Se Reimbursement/Entitlements/Patient Resources
6. Budget Preparation
7. Personnel Transactions
8. Public Relations .
9. Program Review and Evaluation
10. HNew Program Development
11. Contract Negotiations
12. Development of Policies and Procedures
13. Stﬁff Development
b) Staffing Qualifications
Qualifications for i{ndirect staff are determined by their specialized
functions.
The qualifications for executive directors are usually estab;ished by
the Board of Direcfors. ‘'mey typically include aﬁ advanced degree with

experience in staff supervision, community work, budget preparation,

etc. .
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E. DESCRIPTION OF PROGRAMMATIC LEVELS

‘.

Community Preparation Unit/Program

Target Population:

Goal:

Auspice:

' Setting:

Services and
Staff Interven-
tion Level:

Staffing:

Comments:

Inpatients potentially appropriate for community resi-
dence placement d

Development of prerequisite skills necessary for tran-
sition to community

State-operated or general hospital

On-grounds - State operated psychiatric facility
Separate living unit (recommended); or general hospital

All core services at the Intensive Training and
Assistance level of staff intervention

Any additional regulatory or statutory requirements
applicable

.

Inpatient staff appropriate to provide the core services
and any additional mndated services., Specific staffing
ratios will be delineated in facility plan (See

comments)

It is highly recommended that a preparation program take
a psychoeducational approach. An education process con-
cerning the illness and the needed medications is highly
desirable. This type of realistic preparation can be
particularly helpful to all patients, especially the
young chronic patient.

Although it is recommended that each State-operated
psychiatric facility establish a separate living unit
designated as a community preparation unit, it may not
be feasible for every facility.

Each facility will be mandated, however, to provide eser-
vices vhich address the community preparation functions.

General hospitals will be encouraged to develop
commuinity preparation programs.
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Supervised Program _ ’ )

[
C Target Population: Individuals with characteristics as identified in
Profiles of Clients by Residential Need for Supervised

Programs. :

Goal: Improving competence in basic skills and behaviof, with
focus on movement to supportive or independent setting.

|

Auspice: Voluntary-operated, State-operated.
- Setting: Single-site dwelling.
Services and All core services at the training and assistance level
Staff Interven- of staff intervention :
tion Level:
| ' Staffing: Minimum of 8 bed program will require 6.2 Full Time
3 _Equivalent (FTE) Direct Staff with an additional .2 FTE

required for each additional client served
Maximum of 24 bed program will require 11.5 FTE Direct

Staff

Comments: If special population groups such as individuals with
recent histories of violence, dangerousness or arson,
ex-offenders, or sex offenders are to be served by
supervised living programs, the programs must be
located on the grounds of a State-operated psychiatric

facility.

Multi-disabled (MH/MRDD) and physically disabled popula-
tions may be served by supervised programs. A case by
case review of degree of disability will determine

vhere .the program will be located as well as the need
for enriched staffing. Whenever possible these popula-
tions should be mainstreamed into regular commnity
residence programs.
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Intensive Supportive Progrem

Target Population:

|

Ausgice:

Setting:

Services and

‘Staff Interven-

tion Level:

Staffing:

Comments:

Individuals with characteristics as identified in
Profiles of Clients by Residential Need for Intensive

Supportive Programs. .

Reinforcing skills already learned and esppropriate behav-
ior with focus on movement to a supportive or
independent settirg. '

.Voluntary - operated.

Clustered apartments (preferred), scattered - site
apartments.

All core services at the tralning and[gs.some assistance
level of staff intervention.

Staffed to provide daily visits of 2 hours to each res-
jdent. Constant staffing ratio of .42 staff/resident

with on call beeper back up.

- 57 -



Supgortive Program

" Target Population:

Auspice:
Setting:

Services and
Staff Interven-
tion Level:

Staffing:

Comments:

Individuals with characteristics as identified in
Profiles of Clients by Residential Reed for Supportive

Programs.

Assegsment of individusl need for and frequency of
assistance and/or intervention with focus on movement
to independent living. '

Voluntary - operated.
Scattered-site apartments.

All core services at the montioring level of staff
intervention.

Staffed to provide 1-3 visits/vweek/resident, depending

on need.
Constant staffing ratio of .15 staff/resident with

on call beeper back up.
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¥, ASSESSMENT OF FUNCTIONAL LEVEL AND DETERMINATION OF RESIDENTIAL NEED

Functional Assessment Survey

A Functional Assessment Survey has been conducted in each Qf the last three
years in ell community reﬁidences. The Survey instrument has undergone con-
tinual development and modification in an effort to improve its sensitivity to .
thé population served in community residences. This year the Survey_uas again
modified after consulta?ion with a work group of comminity residence providers.

The FAS includes 101 questions which comprise five major sections. These
include psychiatric history and medication, psychiatric problems, maladaptive,

violent and dangerous behavior, daily living skills and independent functioning.

Determination gg_Residential Need

A Residential Need Index (RNI) which estimates the intensity of residential
services required has been developed through the use of a subset of 17 items
from this survey (F@S). .Items wvhich make up the index were determined through
the anglysis_of clinical judgement of the relative importance of specific client
characteristics in de;ermining an individual's appropriate residentlal need (a

technical peper is in preparation). A field study was conducted to test the
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degree to which clinical judgement would agree with the statistically derived

RNI. Results indicate agreement may be expected in 85% to 90% of the cases.

The RNI provides a score ranging from 1l.to> 100, Residents with scores in the

lovest third (1-33) will generally require a supervised setting those in the

.34-66 range require an intensive supportive setting. Those in the upper range

require a supportive setting.

Relationship Between RNI and Functional Profiles

The target population section presented earlier in this paper presents

functional and clinical profiles of residents appropriate for each of the three

residential levels. These profiles are directly related to the Residential Reed

Index. That is, on the whole individuals with an RNI of 1-33 will have many of
the characteristics outlined in the Level I Profile. Those with an RNI of 34-66

will have the characteristics outlincd in the LevelIII Profile and an RNI scorc

of 67-100 will represent a Level III client.
The Functional Assessment Survey and the Residential Needs Index will be

referred to in the sections entitled Admissions and Discharge Criteria and

Determination of Appropriate Utilization of the Comminity Residence.
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'Ge ADMISSION/DISCHARGE GUIDELINES AND CRITERIA

The'dglineation of specific admiﬁsion and discharge criteria for community
residences has historically proven to be a difficult task. First, the program
has grown very rapidly since 1978. Secondly, the characteristics of the popula-
tion served in commnity residences continue to change, reflecting the effects
of OMH policies .on admission to and discharge from its psychiatric centers.

Also, the immense diversity in social and economic factors, housing availability

end mental health resources across the state make it impractical, if not
impossible, to set client specific criteria. Finally treatment philosophy and
pfactice differ among agencles as they do across the field of mental health.

In spite of these problems and issues, increased efforts have been directed
towards understanding and describing the population being served. General
admission and discharge guidelines are nov set for communitf residences. More
sﬁécific admission and.discharge criteria, coupled with the use of client
assessment information and case review, are suggested for each level of the new

model.

General Admission Criteria for the Community Residence Program
Individuals must meet all the criteria which follow:
1) At least 18 years of age
2) A primary diagnosis of psychiatric illness
3) Kot a primary diagnosis of alcohol or drug abuse
4) The potential to improve functional skills

5) Inability to live independently in the community

6) HNo immediate potential or likelihood of serious bharm to self
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7) No immediate potential or likelihood of serious harm to others
8) Agreement to adhere to an individual service plan
9) Agreement to adhere to the rules and regulations of the program

10) Evidence that the individual is medically suited for the program

Specific Program Criteria

1, Supe:vised Programs - edmission to & supervised program may occur if an

individual's case review indicates the need for 24 hour supervision for

the reasons which include, but are not limited to, one or more of the

following:

(a) Severity of psychiatric problems prevents placement in intensive
supportive or supportive programs;

(b) Evidence of low functional levels in activities of daily living
and/or 1hdependent living skills; |

(¢) Supervision fequirgd to self administer medication;

(d) Limited potential or likelihood of serious harm to self and/or

others.

2. Intensive Supportive Programs - admission to an intensive supportive

program may occur if an individual meets each of the following

criteria:

(a) Case review indicates the need for daily face-to-face staff
visits, but not for 24 hour supervision for one or both of the
following reassons:

(1) Evidence of low to moderate functional levels in activities

of daily living and/or independent living skills, or
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(11) Some supervision required to self administer medicetion.

(b) Low potential or likelihood of serious harm to self and/or others.

(3) Supportive Programs - admission to a supportive program may occur

if en individual meets each of the tollowing_9riteria:

.(a) Case review indicates that individual does not need daily
supervision but needs at least one to three face-to-face
staff visits per week for one or both of the following
reasons:

(1) Evidence of moderate to high levels in activities of
daily living and/or independent living skills but the
individual needs some support in these areas, or

(11) Occasional reminders are required to self administer

. medication.

(b) Very low potential or likelihood of serious harm to self

and/or others.

(¢) High motivation for independent living.

General Discharge Criteria For The Comminity Residence Program

Discharge Criteria - Discharge mey occur if a resident meets one -of the

following criteria:
(1) Ability to live in a less restrictive setting; or
(2) A serious and continued threat to the safety of self and/or others in

the program because of violent behavior or severe drug or alconol

problems; or
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(3)
(%)

(5) .

(6)

Specific

1.

2.

Severity of psychiatric problems requiring hospitalization; or

Continued refusal to follow the rules and regﬁlations of the program;

or

Medical problems which require a level of care other than a community

residence; or

Resident voluntarily withdraws from the program.

Program Guidelines

Supervised Programs

(a)

(v)

(c)

(a)

Case review indicates resident no longer requires 24 hour super-

vision, or

Resident shows sufficien£ improvement in f&nctioning to move to a
more independent living situation, or
Resident shows insufficient improvement in functioning after two

review periods®*, or

Resident has regressed and requires a more restrictive living

situation.

Intensive Supportive Programs

(a)

(v)

(c)

(d)

Case review indicates resident no longer requires daily super-

vision, or

Resident shows sufficient improvement in functioning to move to a

more independent living situation, or

Resident shows insufficient improvement in functlioning afier two

reviev periods, or

Resident has fegressed and requires a more restrictive living

gituation.

% Review Period = One Year
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Supportive Programs

(a)' Case revievw indicates resideqt no longer requires veekly super-
vision, or

(b) Resident shows gufficient improvement in functioning to move to A
more independent living situation, or

(¢) Resident shows insufficient improvement in functioning after two
review periods, or

(a) Resident has regressed and requires a more restrictive living

gsituation.

- 65 -



H. DETERMINATION OF APPROPRIATE UTILIZATION OF THE COMMUNITY RESIDENCE LEVELS:

RESIDENTIAL PROFILE MONITORING SYSTEM (RPMS)

The Community Residence Program will provide three levels of residential
services. These are differentiated by the type and needs éf the clients served,
which in turn affect the intensity of services and the number and qualifications

of the staff required. The primary purpose of the Residential Profile

Monitoring System (RPMS) is to assure that in eggregate a program is serving the

population for which it has contracted to serve. In addition, the RPMS will
monitor an& changes in a program's resident poéulation l.e., movement towards'
serving either a lover functioning group or a higher functioning group. The
RPMS will also provide the Office of Mental Health with a statewide, regional
and local assessment of residential need which can be used in program planning.

The RPMS relies upon the data collected from the periodic Functional
Assessment Survey (FAS). More specifically it considers the Residential Reed
Index (RNI) which is computed from a subset of items on the survey.

The RPMS will compare on a periodic basis, the overall functional mix of
clients served in an agency against the expected functional mix for the program
level it has contracted for i.e. supervised, intensive supportive, supportive.

The functional mix.of clients currently served by an egency is determined by
the range of RNI scores for all residents in the program. In general, indivi-
duals served in Level I will score between 1 and 33 on the RRI, Levgl I1 between

34 and 66 on the RNI and Level III between 67 and 100.
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Guidelines for the acceptable mix of residents for each level are as
§ . follows:
Level I - Supervised

Two Thirds of the residents must score in the 1 to 33 range.

One Third of the residents may score in the 3L to 100 range.

Level II -~ Intensive Supportive

Two Thirds of the residents must score in the 1 to 66 range.
One Third of the residents may score in the 67 to 100 range.
Level III - Supportive

All residents may score in the 1 to 100 range.

‘Generally speaking the system has built in flexibility. At all progranm

levels the guidelines permit a mix of residents. The guidelines outlined above

( vere developed after analysis of the resident mixes vhich are currently found in

the existing community residence program.

Implementation of the RPMS

The Functional Assessment Survey will be administered at least once a year
in -every program. A copy of each program's survey will be forwarded to the

central office (or regional offices) where program aggregate profiles will be

compiled. Those programs in which profiles indicate a mismatch between client
functional levels an@ program type may be required to Justify the discrepancy.
A program audit mey be required. Agencies serving residents who appear to be
inappropriately placed for several review periods may be required to provide

program Justification.
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I. COMMUNITY SCREENING PROCESS

OMH policy places the responsidblility for discharge planning with the state
psychiatric center director. Directors of local mental health and social
services departments particpate in the discharge planning prccess. Similarly,
certification standards for local hospitals mandate that a discharge plan be
developed for persons leaving inpatient care. The intent of these policles is
to ensure that needed services are arranged prior to a patient}s release from an
inpatient setting. Residential services are among the most critical services %o
beé addressed in a discharge plan. Frequently arrangements for residential care
are confounded by the lack of information on available, appropriate commuﬁity
residenée plgcements. Similarly, commnity residepce providers require infor-
mation on numbers and types of patients available for placemént to adequately
plan a service response.

The new model for Community Residences 1is designed-to.nntch'patients with
program levels and to encourage movement toward independent living. Since ade-
quate communication between community residence providers and the various inpa-
tient facilities 1s required for the plan to work, it is recommended th;; a
reéular forum for screening individuals for placement in a community residence
be ldentified. The locus of responsiblility and the particular manner of
fulfilling this requirement should be decided locally.

Experience has shown that regular meetings, convened for the purpose of
screening patients for community placement are particulgrly effective in the
timely placement of persons awaiting discharge. Other arrangements, consistent
with the discharge planning process, may be acceptable. For patients and provi-
ders alike, it is imperative that the chosen community screening process be

responsive and able to ensure quick turn around on placement decisions.
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‘A
J. RESPITE/EMERGENCY HOUSING

Respite housing is needed for both the community residence population eas
well as the general mentally disabled population living in the community.
Respite housing is intended to provide a sheltered living environment for per-
sons having an established housing arrangement who for a finite period of time
(5 14 days) require another bousing accommodation.

Respite may be needgd for a variety of reasons. Clients living vith family
mAy need respite due to a family vacation or family crisis. Those living inde-
pendently may need a more stfﬁctured environment for a short period of time.
Residents of supportive community residence programs may need respite because of
difficulty with roommates or the need for a more structured environment for a
finite period of time. Regardless of the precipitating factor, the goal of
respite housing is to provide temporary relief to the client, proviler or
family.

Emergency housing is intended for mentally disabled persons without an-
established living arrangement. The goal of an emergency housing program is to
arrange for a long term living situation as well as establish linkage to the
appropriate support services. Currently the state operated Crisis Residence
Program is intended to serve these functions.

Until a full review of the current Crisis Residence Program is aéhieved, it
18 suggested that respite housing be provided by the voluntary sector through a
regional or area consortium arrangement. It is recommended that providers of
supervised community residence programs establish geographic consortiums to pro-
vide time limited respite to community residence clients aé well as other men-
tally disabled in need of this service. Consortium egreements among providers

wvould include letters of agreement concerning respite placements and payment for
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service. Community clients in need of respite would be required to pay a fee

based on a proration of the SSI amount received or a private pay schedule. A

client in need of respite should be referred to a Crisis Residence only if (1)
there 1s no respite bed available or if (2) there is no capacity for fee
payment. 4

It must be noted that neither respite housing nor emergency housing 1is
intended to serve persons experiencing active acute psychotic episodes.

Pending the outcome of the consortium arrangement and the completion of the

Crisis Residence Progam review, the issues of respite and emergency housing will

be examined in depth.
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RECOMMENDATIONS

o Development of an implementation plan that allows reasonable time

for existing programs to convert to the nev model.

Initiate regqlatory change in order to support the new model.
The new model will apply to all beds becoming operational after
July 1, 198L.

Due to the episodic nature of mental illness coupled with the

" characteristics of the defined target populations, it is recom-

mended that a bed reservation system be developed. The purpose
of reserved beds is to meke provision for the continued availabi-
1ity of community residence services for residents who are tem-
porarily hospitalized (5 30 days). The bed reservation system
shouid provide for a maintenance of income to the providing
agency for a limited period of time.

The Office of Mental Health and the Department of Soclal Services
must work in concert to more adequately address the housing needs
of the mentally disabled. For example, redefine, restructure and
expand such options as Residential Care Facilities for Adults,
Residences for Adults, Enriched Housing and Shelters for Addltp.
More specifically, it is suggested that Residential Care
Facilities for Adults be targeted for a more active population

and the age requirement for Enriched Housing be lowered.
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Promote the conversion of existing SRO's serving the mentally

disabled to innovative models similar to the Friends of St.

Francis model. (NN

Intensified advocacy at the federal level to increase housing

subsidies or set-asides designated for the mentally ill.
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ATTACHMENT A

A ~ SPECIAL POPULATIONS

v

Throughout the work of the Task Force, the issue of development of
community residence progrems targeted for special populations continually
surfaced. It is clear that the term "special population" must be clarified.

Thus far. several groups have been called special populations. These
groups consist of persons having a diagnosis of mental iilness as well as having
an additional problematic special characteristic. A listing of these special
characteristics is as follows.

1) Aging out of the youth system and aging in to the adult system

2) Young chronic

3) Geriatric

4) Mental retardation

5) Physical disabllity

6) A recent history of drug or substance abuse

7) A recent history of violence, dangerousness Or arson

For the Comminity Residence Program these special populations ralse very
different progremmatic issues. Some may need e truly different service package,
gsome may need the same service package more intensely administered, some may
need the same service packﬁge but the location of the residence is aﬁ issue and
for some the severity of the special characteristic may make a community resi-
dence placement completely inappropriate. |

The following is a discussion of each of the above special population

groups.

1) Aging out/in - These individuals are between 18-21 years of age. If
there is no secondary disability, these persons should be_mainstreamed
into the generic community residence continuum. However meny indivi-
duals within this population have & secondary disability.



—-
1

2)

3)

b)

5)

Appropriateness of placement in & generic community residence would be
deter?ined by the severity of the secondary disability. (See L4 and 5
below

Young chronic - the new Community Residence Program has designated the
younger, more active client as a primary target population. Although
this population has not been clearly defined and therefore difficult to
serve, it is anticipated that relaxation of the five day outside
program requirement coupled with a more appropriate staffing pattern
will better meet the needs of this client population.

Geriatric - the standard community residence service package is
appropriate for the physically well elderly. There is no need to
design a special program for this population; however, the age mix in
the residence mist be closely monitored. As the infirmities of the
aging process occur, these clients will be referred to Family
Care/Personal Care, an HRF or SNF.

MH/MR diagnosis - Appropriateness of a standard community residence
program would be determined by the degree of the client's secondary
diagnosis. If retardation 1s mild, the individual should be
mainstreamed into the generic community residence continuum. If retar-
dation is such that the client can not be mainstreamed, but is still
appropriate for community living, the appropriate placement would be in
a commnity residence having the standard service package; howvever, the
service package would need to be administered with greater intensity..
The intensity of service delivery and the uniqueness of the secondary
disability would necessitate a richer staffing pattern which would
include a mental retardation consultant. The severity of the secondary
disability, the client mix in the residence and the size of the resi-
dence combine to dictate the number and type of staff needed beyond the
basic community residence staffing pattern.

Physically disabled - As in L above, if the secondary disability is
mild and/or the client is well adapted, the individual can be
mainstreamed into the generic community residence continuum. However,
1f the physical disability prevents this, the client still requires the
standard commnity residence service package but may require more
"hands on" physical assistance. This would require enriched staffing.
Thus, the type and degree of the secondary disability, the client mix
in the residence and the size of the residence combine to dictate the
number and type of staff needed beyond the basic community residence
staffing pattern. Should the physicel disability require major physi-
cal plant renovations, these programs, voluntary or state operated, may
have to be located on the gounds of a state physiciatric center.



e

S

C .

6)

T)

Drug or substance abuse - First it mist be clear that the Commnity
Residence Program is not intended to serve addicted persons. Those
individuals with a primary diagnosis of mental illness and having a
recent history of drug or alcohol abuse would be served in a community

residence with a standard service package. However, these persons

might be served in a state or voluntary operated community residence on
the grounds of a state psychiatric center (social control). But for a
drug or substance consultant, it is anticipated that this clientele
would not require an enriched staffing pattern. When the incidence of
drug or substance abuse has ceased for approximately six to nine months,
these persons should be reviewed for referral into the generic com-
munity residence continuum.

Recent history of violence, dangerousness or arson - these individuals

must be served on the grounds of a state psychiatric center (social

control) in a state or voluntary operated community residence with a
standard service package. It is anticipated that these individuals
will rot require a richer staffing pattern. These persons should be
reviewed on an individual case by case basis for referral into the
generic community residence continuum.

As described above, for the most part, special populations do not require
8peclal service packages. Special characteristics mey require greater intensity
of service delivery (staffing), a special consultant or a special location. It
is anticipated that demonstration projects to begin to ‘address the needs of spe-

cial populations will be developed over the next year.



