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Learning Objectives

• Discuss the history of transitioning patients with severe and 
persistent mental illness (SPMI)

• Identify 5 barriers to transitioning patients with SPMI into the 
community

• Incorporate strategies and develop appropriate discharge plans to 
enable the effective transition of patients across care settings



History
• Dorothea Lynde Dix (April 4, 1802–July 17, 1887) 

– An American woman activist, on behalf of patients with SPMI, who lobbied to 
create the first generation of American mental asylums

– Believed that “moral treatment,” fixed schedules, development of routine 
habits, calm and pleasant surroundings, proper diet, some medications, and 
physical and mental activities carried out in a kind manner with a minimum of 
physical restraints would cure the patient

• Thomas Story Kirkbride (July 31, 1809–December 16, 1883)
– Philadelphia psychiatrist who was first to describe that the asylum buildings 

and their surroundings were active participants in therapy
– An asylum was intended as a place of structured improving activity, seclusion 

from suspected causes of illness, and a certain amount of medical therapy
– All wards allowed fresh air and light on all 4 sides and no ward was visible 

from another for added privacy
SPMI = severe and persistent mental illness.



History (cont’d)

• 1950 – chlorpromazine was discovered by a French 
pharmaceutical company

• The effect of this drug in emptying psychiatric hospitals has been 
compared to that of penicillin and infectious diseases

• By 1964, about 50 million people worldwide were prescribed 
chlorpromazine

• In 1963, the Community Mental Health Act (CMHA) was passed 
and signed into law by President John F. Kennedy

Turner T. BMJ. 2007;334 Suppl 1:s7. 



Today’s System
• With the CMHA of 1963, states were given grants to build 

Community Mental Health Centers (CMHC)
• The Act required 5 essential services 

– Inpatient care
– Outpatient care
– Emergency services
– Partial hospitalization
– Consultation and education

• This ensured access to mental health services and the continuity 
of care to all persons regardless if they were able to pay for such 
services

Bloom BL. Community Mental Health: A General Introduction. Second Edition. Monterey, CA: Brooks/Cole; 1977/1984.
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Deficiencies of Today’s System
• With the CMHA of 1963, the United States government had 

funded the creation of CMHC, but Congress did not authorize 
funds to hire staff for these new centers

• Patients with SPMI have limited resources to help them find 
shelter and assist them with transitioning into the community

• Hospitals and insurance companies encourage shorter length of 
stays and limit services to maximize revenue

Bloom BL. Community Mental Health: A General Introduction. Second Edition. Monterey, CA: Brooks/Cole; 1977/1984.



Deficiencies of Today’s System (cont’d)

• Jails and prisons have become the new hospitals
• Between 1980 and 1995, the total number of individuals 

incarcerated in American jails and prisons increased from 501,886 
to 1,587,791—an increase of 216%

• It is much harder to find a bed for a person with SPMI who needs 
to be hospitalized. In 1955, there was 1 psychiatric bed for every 
300 Americans. In 2005, there was 1 for every 3000 Americans

Belcher JR. Are jails replacing the mental health system for the homeless mentally ill? Community Mental Health Journal. 1988;24(3):185-
195. Torrey EF, et al. The Invisible Plague: The Rise of Mental Illness from 1750 to the Present. New Brunswick, NJ: Rutgers University 
Press; 2002:218-222.



Why This is Important
• People with SPMI die, on average, 25 years earlier than the 

general population
• While suicide and injury account for about 30% to 40% of excess 

mortality, 60% of premature deaths in persons with schizophrenia 
are due to medical conditions such as cardiovascular, pulmonary 
and infectious diseases

• People with SPMI also suffer from a high prevalence of modifiable 
risk factors, particularly obesity and tobacco and drug use

• Compounding this problem, people with SPMI have poorer access 
to established monitoring and treatment guidelines for physical 
health conditions

De Hert M, et al. World Psychiatry. 2011;10(2):138-151.



Persons at Risk
• Increased mortality and morbidity are largely due to preventable conditions
• Vulnerability due to higher rates of

– Homelessness, victimization / trauma, unemployment, poverty, 
incarceration, social isolation

• Impact of symptoms associated with SPMI
– Paranoid ideation causing fear of accessing care or disorganized thinking 

causing difficulty in following medical recommendations 
• Symptoms can mask symptoms of medical/somatic illnesses 
• Psychotropic medications may mask symptoms of medical illness and 

contribute to symptoms of medical illness and cause metabolic syndrome 
• Polypharmacy 
• Lack of access to appropriate health care and lack of coordination between 

mental health and general health care providers
Parks J, et al (Eds). Morbidity and Mortality in People with Serious Mental Illness. Alexandria, VA: National Association of State Mental 
Health Program Directors (NASMHPD) Medical Directors Council; 2006.



Barriers
• Housing
• Nutrition and Physical Activity
• Medical Care
• Illicit Substances
• Interactions with Environment



Barriers: Housing
• Discriminatory factors regarding mental illness and the high cost 

of private housing on the market removes a significant amount of 
choice for persons with a SPMI diagnosis

• 26.2% of individuals utilizing homeless shelters also experience a 
severe mental illness

• Of that group, 50% also experience problems with co-occurring 
substance use

• 85% of surveyed housing programs required drug and/or alcohol 
screenings of all the residents to continue admission into the 
program

Substance Abuse and Mental Health Services Administration. Current Statistics on the Prevalence and Characteristics of People Experiencing Homelessness in 
the United States. July 2011. www.samhsa.gov/sites/default/files/programs_campaigns/homelessness_programs_resources/hrc-factsheet-current-statistics-
prevalence-characteristics-homelessness.pdf. Accessed September 5, 2019. US Department of Housing and Urban Development Office of Community Planning 
and Development. The Annual Homeless Assessment Report to Congress. February 2007. www.huduser.gov/Publications/pdf/ahar.pdf. Accessed September 5, 
2019. Wong YL, et al. Eval Program Plann. 2008;31(4):416-426. Sylvestre J, et al. Am J Community Psychol. 2007;40(1-2):125-137. 



How to Manage Housing Barriers
• Housing First

• An approach that centers on providing homeless people with housing quickly 
and then providing services as needed

– Permanent supportive housing
• Targeted to individuals and families with chronic illnesses, disabilities, mental 

health issues, or substance use disorders who have experienced long-term or 
repeated homelessness 

• It provides long-term rental assistance and supportive services
• In a 2-year HUD-funded demonstration project in Washington, DC, in 2007 

and 2008, there were promising outcomes in housing retention and 
reductions in psychiatric symptoms, alcohol use, and demand for intensive 
support services

• Long-term housing retention rate of up to 98%
• Housing First program could cost up to $23,000 less per consumer per year 

than a shelter program
HUD = US Department of Housing and Urban Development.
Tsemberis S, et al. Am J Public Health. 2012;102(1):13-16. National Alliance to End Homelessness. What is Housing First? November 2006. 
https://endhomelessness.org/resource/housing-first/. Accessed September 5, 2019. 



Barriers: Nutrition
• A number of factors have been found to contribute to obesity among 

people with SPMI. One area that has received considerable clinical 
attention in recent years is the metabolic effects of second-generation 
antipsychotic medications, including weight gain, hyperlipidemia, and 
hyperglycemia

• People with SPMI also appear to have an innate risk for metabolic 
problems relative to the general population, as evidenced in elevated 
rates of visceral adiposity and hyperglycemia in drug-naive patients

• Many patient’s with SPMI lack education in nutrition, access to quality 
food, and limited finances limit their ability to make healthy food choices 

• Persons with SPMI are known to have less healthful diets (ie, high in fat 
and low in fiber) than those in the general population

McKibbin CL, et al. Community Ment Health J. 2014;50(5):566-576.



Barriers: Physical Activity
• Physical activity, may be hindered by perceptions of stigma. 

Specifically, patients may feel conspicuous as a person with a 
SPMI and not feel like they belong in the community

• Side effects of some medications do affect energy levels, which in 
turn affect their ability to partake in healthy behaviors

• Health benefits of exercise among those living with SPMI include 
improvements in psychosocial and mental health functioning; 
improved mood; reduction in BMI, weight, and other 
anthropometric measures; and increased mobility and strength

BMI = body mass index.
McKibbin CL, et al. Community Ment Health J. 2014;50(5):566-576. Hoffmann KD, et al. Prog Community Health Partnersh. 2015;9(2):213-227. 



How to Manage Nutrition and Physical Activity Barriers
• RENEW (Recovering Energy through Nutrition and Exercise for 

Weight Loss) addresses weight loss through education and skill-
building to improve diet and physical activity

• A randomized trial found that the RENEW intervention group lost an 
average of 5.4 pounds at the end of the 3-month intensive phase. At 
6-month follow-up, they maintained this weight loss while the weight 
of the control group remained stable during this same time period

• Active lifestyles among people living with a SPMI may help relieve 
the severe and debilitating symptoms that can negatively influence 
their overall health and quality of life leading to premature mortality, 
morbidity, and obesity

Lee F. Exploring Diet within Treatment of Persons with Serious and Persistent Mental Illness. 2015. https://sophia.stkate.edu/msw_papers/483. 
Accessed September 5, 2019. University of Illinois at Chicago. Center on Psychiatric Disability and Co-Occurring Medical Conditions. Training 
Projects / Weight Management and Well-being. www.cmhsrp.uic.edu/health/weight-wellbeing.asp. Accessed September 5, 2019. 



Barriers: Medical Care
• Individuals with SPMI are at an increased risk for a large number of 

physical disorders 
• Adults with SPMI have higher than expected rates of type 2 diabetes, 

respiratory diseases, and infections such as HIV, hepatitis, and tuberculosis
• CVD, which includes coronary heart disease, atherosclerosis, hypertension, 

and stroke, is one of the leading causes of death among people with SPMI
• People with SPMI are also more likely to receive lower quality health and 

social care than the general population. One of the central issues around 
health care access for people with SPMI is the stigma and discrimination 
associated with mental illness

• Strategies to improve health and life expectancy must focus not only on 
modifying individual risk factors, but also on improving access to quality 
health care and eliminating the stigma associated with SPMI 

CVD = cardiovascular disease.
World Health Organization. www.who.int/mental_health/management/info_sheet.pdf. Accessed August 7, 2019.



Barriers: Medical Care (cont’d)
• Having SPMI may lead to problems in access to health care because of 

– Patient factors: Amotivation, fearfulness, social instability 
– Provider factors: Competing demands, stigma 
– System factors: Fragmentation overuse, underuse, and misuse related to 

poor quality of services related to this population
• Overuse: Persons with SPMI have high use of somatic emergency 

services
• Underuse: Fewer routine preventive services 
• Lower rates of cardiovascular procedures 
• Worse diabetes care
• Misuse: During medical hospitalization, persons with schizophrenia are 

about twice as likely to have infections due to medical care 
postoperative deep venous thrombosis and postoperative sepsis

Parks J, et al (Eds). Morbidity and Mortality in People with Serious Mental Illness. Alexandria, VA: National Association of State Mental 
Health Program Directors (NASMHPD) Medical Directors Council; 2006.



How to Manage Medical Care Barriers
• The excess mortality rates in persons with SPMI are largely due to modifiable 

health risk factors. Therefore, the monitoring and treatment of these factors 
should be a part of clinical routine care of the mental health clinician

• Improvement of the physical health of these patients by expanding a clinician 
task from clinical psychiatric care to the monitoring and treatment of crucial 
physical parameters
– Weight gain and obesity (BMI; waist circumference)
– Blood pressure
– Dietary intake
– Activity level and exercise
– Use of tobacco and alcohol or other substances
– CVD risk and ECG parameters 
– Routine blood work including, liver function tests, blood count, thyroid hormone, 

electrolytes (periodically, as indicated), fasting blood levels of glucose and lipids
ECG = electrocardiogram.
De Hert M, et al. World Psychiatry. 2011;10(2):138-151.



Barriers: Illicit Substances
• Lifetime prevalence of substance abuse was assessed at 48% for 

schizophrenia and 56% for bipolar disorder 
• Estimates of current abuse for the SPMI population range as high as 

65%
• Persons with SPMI and co-occurring substance use disorder show 

more severe symptoms of mental illness and have higher rates of 
incarceration, violence, suicide, and homelessness; they also have 
higher rates of service utilization and overall health care costs, and 
poorer treatment outcomes

• Individuals with SPMI may abuse lower quantities of psychoactive 
substances, but they’re more likely to experience toxic effects as a 
result of even moderate use, which suggests that they’re more 
sensitive to lower doses of drugs, a supersensitivity model

Bellack AS, et al. Arch Gen Psychiatry. 2006;63(4):426-432. Bellack AS, et al. et al. Behavioral Treatment for Substance Abuse in People 
with Serious and Persistent Mental Illness: A Handbook for Mental Health Professionals. Routledge; 2013.



How to Manage Illicit Substances Barriers
• There is a broad consensus on the number of elements required for effective treatment, 

including integration of psychiatric and substance abuse treatment
• Motivational Interviewing is a patient-centered, directive method for enhancing intrinsic 

motivation to change (by exploring and resolving ambivalence) that has proven effective in 
helping patients clarify goals and commit to change

• Contingency Management maintains that the form or frequency of behavior can be altered 
through the introduction of a planned and organized system of positive and negative 
consequences

• Cognitive-Behavioral Therapy is a general therapeutic approach that seeks to modify 
negative or self-defeating thoughts and behaviors, and is aimed at achieving change in both

• Relapse Prevention has proven to be a particularly useful substance abuse treatment 
strategy and it appears adaptable to patients with co-occurring substance use disorder. The 
goal of Relapse Prevention is to develop the patient’s ability to recognize cues and to 
intervene in the relapse process, so lapses occur less frequently and with less severity

• Modified Therapeutic Community is a promising residential model from the substance 
abuse field for those with substance use and serious mental disorders

Bellack AS, et al. et al. Behavioral Treatment for Substance Abuse in People with Serious  and Persistent Mental Illness: A Handbook for Mental Health 
Professionals. Routledge; 2013. Center for Substance Abuse Treatment. Substance Abuse Treatment for Persons With Co-Occurring Disorders. Rockville 
(MD): Substance Abuse and Mental Health Services Administration (US); 2005. (Treatment Improvement Protocol (TIP) Series, No. 42.).



Barriers: Interactions with Environment
• One-third of persons with SPMI work 
• Patients with schizophrenia—only about 20% work, and 12% work full 

time
• Approximately 67% are enrolled in federal disability insurance programs
• Individual Placement and Support (IPS) program participants were more 

likely than the comparison patients to work (42% vs 11%) and to be 
employed competitively (27% vs 7%). Employment effects were 
associated with significant differences in cumulative hours worked and 
wages earned 

• Among those who achieved employment, however, both groups 
experienced difficulties with job retention

• Those who work and make too much money lose their SSDI and 
Medicare/Medicaid

SSDI = Social Security Disability Insurance.
McAlpine DD, et al. Barriers to Employment among Persons with Mental Impairments: A Review of the Literature. New Brunswick, NJ: Institute for Health, Health 
Care Policy, and Aging Research; 2001:2-4. Mashaw JL, et al (Eds). The Environment of Disability Income Policy: Programs, People, History, and Context. 
Washington, DC: National Academy of Social Insurance; 1996:47-51. Lehman AF, et al. Arch Gen Psychiatry. 2002;59(2):165-172.



How to Manage Interactions with Environment Barriers
• The Individual Placement and Support model emphasizes 

competitive employment in integrated work settings with follow-
along support, bypassing the traditional stepwise approaches to 
vocational rehabilitation

• The Clubhouse Model of Psychosocial Rehabilitation has 
worldwide presence, and has positively affected thousands of 
individuals diagnosed with SPMI

• Prior to the development of Fountain House, a group of patients 
discharged from Rockland State Hospital formed the self-help 
group We Are Not Alone (WANA) to offer each other support. 
WANA reorganized at the end of 1947 and Fountain House 
started operating as a social club in New York City in 1948 

Lehman AF, et al. Arch Gen Psychiatry. 2002;59(2):165-172. Propst RN. New Dir Ment Health Serv. 1997;(74):53-66.



Discharge Planning
• Management of transitions is a key element of effective care and 

involves the coordination of care across the often-siloed domains of 
mental health, general health, and substance abuse

• Systematic protocols and communication procedures for managing 
transitions have been shown to be effective in managing handoffs

• For adults with SPMI, poor transitions among care settings are 
especially problematic and can increase the risk of hospital 
readmission and symptom exacerbation 

• The period directly following hospitalization carries many risks for 
persons with SPMI, including symptom relapse and hospital 
readmission, an increased risk of homelessness, and the possibility of 
violent behavior or suicide

Nelson EA, et al. Psychiatr Serv. 2000;51(7):885-889. Jencks SF, et al. N Engl J Med. 2009;360(14):1418-1428. Berenson RA, et al. N Engl J 
Med. 2012;366(15):1364-1366. 



Discharge Planning (cont’d)
• About half of all patients who are discharged from a psychiatric hospital end 

up being readmitted within 1 year 
• In the United States, fewer than half of discharged patients are connected 

with outpatient care discharge within 7 days, a widely accepted quality of 
care indicator

• A 2009 study indicated that nearly 20% of US Medicare beneficiaries were 
re-hospitalized within 30 days after discharge, at an annual cost of $17 billion

• Potentially preventable causes of overall hospital readmission include 
– Failure to adequately stabilize patients before release
– Overly brief stays/premature discharge
– Failure to coordinate and reconcile medications after discharge
– Inadequate communication among hospital personnel, patients, 

caregivers, and community-based clinicians
– Poor planning for care transitions 

Viggiano T, et al. Curr Opin Psychiatry. 2012;25(6):551-558. 



Components of the Discharge Plan
Living arrangements

Housing, food, clothing, transportation (bus passes)
Social support

Involve friends and family in the transition of care
Financial needs, legal requirements

Financial aid, contact numbers for social services
Possible legal issues

Daily activities
Employment, cooking, cleaning, budgeting

Olfson M, et al. New Dir Ment Health Serv. 1997;(73):75-85. 



Components of the Discharge Plan (cont’d)

Medication plan
Prescription information, medication options, contact information 
at CMHC

Community treatment plan
Appointments with case manager, contact numbers, patient’s 
attitude towards adherence, follow-up psychiatric and vocational 
rehabilitation services, assessment for other non-psychiatric 
medical services



Integrated Behavioral Health (IBH) Programs
• This includes patient education, warm patient handoffs, and 

follow-up phone calls by behavioral health counselors
• In the 4-month post-intervention time frame

– Average number of patients who kept their scheduled 
appointments and were seen by a mental health specialist 
increased by 22% 

– Average number of patients who did not come to their 
appointment decreased by 60%

– Average number of patients who canceled decreased by 15%

Gandy J, et al. Improving Adherence to Mental Health Treatment in a Low-Income Clinic. SAGE Open. 2019;9(2). 
https://journals.sagepub.com/doi/pdf/10.1177/2158244019851015. Accessed September 5, 2019. 



Family Support
• Numerous studies have demonstrated that family caregivers of 

persons with SPMI suffer from significant stresses, experience 
moderately high levels of burden, and often receive inadequate 
assistance from mental health professionals

• Family members are often those who suffer the immediate and 
disturbing consequences of relapse

• Family members often help patients to ensure that they are 
adherent to medications

• They have a key role in acting as patient advocates

Saunders JC. Issues Ment Health Nurs. 2003;24(2):175-198. 



Assertive Community Treatment (ACT) Teams
• ACT is an intensive mental health program model 
• Multidisciplinary team of mental health professionals
• Serve patients who do not readily use clinic-based services, but who are often 

at high risk for psychiatric hospitalization
• Most contacts occur in community settings 
• They help with medications, housing, finances, and everyday problems in 

living
• ACT substantially reduces psychiatric hospital use, increases housing stability, 

and moderately improves symptoms and subjective quality of life
• Research also suggests that the more closely case management programs 

follow ACT principles, the better the outcomes
• ACT services are costly. However, studies have shown the costs of ACT 

services to be offset by a reduction in hospital use in patients with a history of 
extensive hospital use

Lehman AF, et al. Arch Gen Psychiatry. 1997;54(11):1038-1043. Bond GR, et al. Assertive community treatment for people with severe 
mental illness: critical ingredients and impact on patients. Dis Manag Health Outcomes. 2001;9:141-159.



Partial Hospitalization Program (PHP)
• Outpatient program specifically designed for the diagnosis or active 

treatment of a serious mental disorder when there is a reasonable 
expectation of improvement or when it is necessary to maintain a 
patient’s functional level and prevent relapse or full hospitalization

• 5 days/week for 2 to 5 weeks
– Structured intensive group therapy 
– Relationship and life skills
– Recovery planning 
– Benefit from peers and staff who have had similar lived experience

• PHPs can provide efficient and cost-effective care for many patients 
who otherwise need inpatient care

The National Association of Private Psychiatric Hospitals and the American Association for Partial Hospitalization. Psychiatr Hosp. 
1990;21(2):89-90. Horvitz-Lennon M, et al. Am J Psychiatry. 2001;158(5):676-685. Khawaja IS, et al. Psychiatry. 2010;7(2):28-31.



Long-Acting Injectables
• No need for daily administration 
• Guaranteed administration and minimizes covert nonadherence 
• More predictable and consistent plasma levels and bioavailability
• Regular contact between the patient and treatment team with 

Improved patient-clinician relationships
• Including families in the discussion can help to ensure that 

patients have an advocate who is educated about the role of LAI 
antipsychotics in schizophrenia treatment

• Overall improved patient outcomes

LAI = long-acting injectable.
Brissos S, et al. Ther Adv Psychopharmacol. 2014;4(5):198-219. 



Transitional Programs
• Fountain House

– Prior to the development of Fountain House, a group of patients 
discharged from Rockland State Hospital formed the self-help group We 
Are Not Alone (WANA) to offer each other support

– WANA reorganized at the end of 1947 and Fountain House started 
operating as a social club in New York City in 1948—a clubhouse model

– It is dedicated to the recovery of men and women with mental illness
– Provides opportunities for members to live, work, and learn, while 

contributing their talents through a community of mutual support
– Today, 326 Clubhouses located in 33 countries and in 36 states in the 

United States are affiliated with Clubhouse International
– Numerous awards have been given, including the 2014 Conrad N. Hilton 

Humanitarian Prize

Propst RN. New Dir Ment Health Serv. 1997;(74):53-66.



Transitional Programs (cont’d)
• Passageway Residences of Dade County – started in 1979 

– Started with forensic patients with SPMI living in boarding homes and 
assisted living facilities while providing intensive case management

– All patients are on a conditional release from the forensic state hospital 
and have committed a first-degree felony (rape, arson, or murder)

– Developed paradigms to transition these patients into the community by 
teaching them life skills, coping skills, and general education 

– With daily case management and psychoeducational groups, they gain a 
sense of independence

– 0% recidivism and minimal government funding allowed us to succeed in 
today’s environment

– With the staff at the Western Forensic State Hospital in Vaasa Finland, we 
developed a program that utilized a similar model and has cut the 
readmission rate and utilization of services by more than 30%

Melnick I. Passageway: A novel approach to success of conditional releases - principles and constructs of the model residential program 
for the forensic mentally ill patient. Behavioral Sciences & the Law. 2016;34(2-3):396-406.



The Discharge Plan
• Creates a strong therapeutic alliance between patient, caregiver, 

and staff
• Improves patient quality of life

– Secures adequate housing
– Helps with financial planning
– Refers patients for educational and/or social activity programs

• Provides patient with sense of involvement in his or her own care 
– Improves adherence

• Establishes continuity of care from the acute setting to the 
community setting

R. Myers, PhD. Personal Communication. October 2012. Olfson M, et al. New Dir Ment Health Serv. 1997;(73):75-85. Boyer CA, et al. Am J 
Psychiatry. 2000;157(10):1592-1598.



Summary
• Since the 1800s patients with SPMI have struggled with 

transitioning from the hospitals into community
• With advocates like Dorothea Dix and Thomas Kirkbride 

improvement in the hospitals began to take place
• With the advent of chlorpromazine, CMHA, Medicare and 

Medicaid, hospitals began to empty
• At first transitional plans were basic and did not meet the needs of 

adults with SPMI
• Through a patient-centric approach, adults with SPMI are now 

able to successfully transition into the community from an 
inpatient setting
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