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Abstract

Background and aims
Since de-institutionalisation, housing services have taken a central role in the care of patients with severe mental illness. Yet, little is known about the characteristics of patients in different housing services, what care they receive, and what costs are generated. This study aimed to assess patient characteristics, care provision and costs in different types of housing services in England.

Methods

In 12 representative local areas in England, 250 housing services were randomly selected.  Information on services, characteristics of randomly selected patients and care received were obtained from managers. 

Results

Data from153 services (61% response rate) and 414 patients were analysed.  Most patients receive support with activities of daily living and are involved in some sort of occupational activities. 52% have a care co-ordinator in a community mental health team. Care provision and costs differed significantly between care homes, supported housing services and floating support services.

Conclusions

Quality standards may have to be defined and applied to ensure that all patients in housing services receive appropriate care.  More input of mental health services may be required for the rehabilitation and recovery of patients.  
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Introduction

Throughout much of the Western world, de-institutionalisation of mental health care led to the closure or downsizing of large asylums. This went along with establishing different types of housing services for people with severe mental illness who were regarded as unable to move to or stay in completely independent accommodation. Since 1990 the provision of housing services has been increasing in various European countries. For example, in Germany there were six times as many places in 2006 as in 1990. In other countries the increase was less dramatic, but still substantial (1,2). The exact reasons for this increase remain unclear, and there has been little, if any, research investigating whether the increased funding has been well invested for the patients concerned. 

The quality of housing services has been characterised as ranging from the “return of the private mad house” with sometimes unacceptable living conditions to “golden cages”, which provide pleasant care but little incentive to move to more autonomy and independent living (2,3).  Yet, reliable evidence to guide policies and service development is widely missing (4), and little is known about the costs of such services, despite the considerable sums spent on them. Whilst a national survey of residential facilities in Italy was published in 2005 (5), the most recent survey in England was conducted in 1996 (6). Both surveys however were limited to residential care without considering newer types of services such as supported housing and floating support.

Against this background, this study aimed to assess housing services for people with mental disorders of working age in England and identify who is living in different types of housing services, what care or support they receive, and what costs are generated by care in and outside of the housing service. 

Methods

Study design

In this exploratory study, we intended to obtain as precise data as possible about services and their patients. To limit a possible selection bias, we aimed at a response rate from services of at least 50%. This was unlikely to be achievable in a survey of all services across England. With respect to information on patients and their care, we decided not to interview patients themselves. Interviewing patients would have required obtaining written informed consent from all patients which would have introduced another substantial selection bias, whilst service managers could report information on patient characteristics in anonymised form. We therefore focused on a small number of representative geographical areas, took a random sample of 250 services across those areas, and obtained all information including anonymised data on a random sample of patients from the managers of the services. 

Selection of representative geographical areas

The 166 mental health local implementation areas (LITs) in England, which are mostly coterminous with administrative areas, were taken as the sampling frame. Six criteria were considered relevant to select areas for the survey: deprivation, urbanicity, provision of community mental health care, residential care provision, total mental health care spend and pressure on housing generally.  A direct or indirect measure was identified for each criterion and established for each local area. Variables were converted to standardised scores and multi-dimensional scaling undertaken to produce a single axis representing all six variables. All areas were ranked according to the score on that specifically developed axis. The scores on the axis showed good reliability when single criteria were eliminated from the equation. Twelve areas were chosen as study sites that represented an even spread on the new axis and also demonstrated a reasonable spread of scores of each of the constituent variables. The innovative method of combining different selection criteria to reach a representative sample of geographical areas was developed within this study. The rationale of the method, details of the procedure and the reliability of the scores are described in more detail elsewhere (7). 

The 12 areas selected as representative were Brent, Central Norfolk, Coventry, Craven, Devon, East Kent, Halton, North Hampshire, Peterborough, South Birmingham, Tower Hamlets, and Wiltshire. 

Selection of services and patients

Housing services for people with mental health problems between the ages of 18 and 65 were identified for all 12 areas using the Supporting People and Commission for Social Care Inspection (CSCI) databases. Four main categories of housing services were investigated: care homes (residential facilities where patients live and receive care), supported housing services (a Registered Social Landlord tenancy linked with support), floating support (support of a specified number of hours per week not tied to accommodation), and adult placement schemes (flexible accommodation and support for up to three adults in the family home of an adult placement carer). In this paper we refer to all of these settings as ‘housing services’. 

A total of 481 housing services were identified. However, service numbers varied substantially across areas and service types, e.g. for care homes between 1 and 75 per area. An exclusive random sampling might have resulted in some services and areas not being represented at all. We therefore decided to select services in a two-step procedure. We first randomly selected up to 3 services per area in each type of service (i.e. we selected all services in areas with three or fewer services of the given type) and complemented that through a random selection of all remaining services across all areas. The first step identified 108 services, the second one another 142, i.e. 57.9% of the remaining 257 services. 

To select a random sample of patients between 18 and 65 years of age within those services and limit a possible cluster effect we asked for information on up to three patients per service and instructed service managers to select those patients whose birth dates were the closest to the day of the data collection. 

Assessment instruments

Two assessment instruments were designed for the purpose of the study, one describing the service, its facilities and funding arrangements, the other one assessing characteristics of individual patients and the care they receive. For each instrument items were generated and amended in a repeated consultation process with a steering group of experts and stakeholders. Final versions were produced after piloting both questionnaires in services in East London. 
The questionnaire on the housing service consisted of 17 items. It was informed by the routine data collections of state agencies with which services were familiar. Questions covered the number of places, funding arrangements, exclusion criteria, number of admissions and discharges per year, staffing hours, available facilities, support provided by the service, and activities organised for the patients. With respect to therapeutic input and activities, it captured what type of support was provided in principle, not whether all patients or some of them actually received it. 

The questionnaire on individual patients had 69 items assessing five main aspects: 
a) patients’ socio-demographic and clinical characteristics including age; gender; ethnicity; marital status; history of criminal convictions, involuntary hospitalisations and substance abuse; clinical diagnosis; and current substance abuse. 
b) patients’ occupational and social activities including involvement in community activities; attendance of day centres; and number of hours per week spent on work or education.

c) patients’ needs assessed on the the Camberwell Assessment of Need Short Appraisal Schedule (8) which identifies needs for care and distinguishes between met and unmet needs in 21 domains of potential need (the domain of accommodation was left out since the provision of a housing service should mean that by definition there was a met need). Met and unmet needs were each grouped into the four categories of activities of daily living (food, self-care, and looking after the home), mental health care needs (physical health, psychotic symptoms, information on medication, psychological distress, safety to self and others, alcohol and drugs), rehabilitation needs (daytime activities, company, intimate relationships, sexual expression and child care) and service needs (education, telephone, transport, money and benefits needs).

d) the support patients received in the housing service for various activities including personal hygiene, dressing, cooking, washing, cleaning, paying bills and shopping; and whether patients were on medication and had a care coordinator in a community mental health team or other type of mental health team. 
e) The questionnaire also included a modified form of the Client Service Receipt Inventory (9) obtaining information on the weekly residence charge, and the use of each of ten specific services chosen as those most likely to be used and/or contribute most to overall cost: general practitioner, psychiatrist, psychologist, community psychiatric nurse, health visitor, social worker, other community mental health team member, inpatient stay, outpatient hospital attendance, and A&E attendance. 

Procedure

Having identified and selected services for the study we first sent letters to the provider organisations. We informed them about the study and asked them to send a response only in case they did not consent (i.e. opt out) to conduct the study and approach the managers in each service. In the information sheets We then sent the questionnaires to the managers. In case of non-response, mail shots were repeated three times and attempts were made to contact managers via e-mail and/or telephone and complete the questionnaires via telephone if necessary. Telephone contacts were also made to complement missing information and check implausible responses. The study (including the procedure to collect data without informed consent of patients) was approved by a Multicentre Research Ethics Committee (ref. 07/Q0803/23). Data collection took place from May to October 2007. 

Data analysis 

The study generated a large amount of data, and we analysed for this paper only the most important characteristics of services and patients. Results were analysed using descriptive statistics and compared between different types of housing using chi-square test and analyses of variance depending on the scaling of the dependent variable. In a logistic regression we analysed factors associated with whether patients had a care coordinator in a community mental health team (to test which patients received this type of input from secondary mental health services), considering in a multivariate analysis those variables that showed a significant association with having a care-coordinator in univariate tests. For that purpose dummy variables were created for categorical variables. Having a care coordinator in a CMHT was considered a relevant dependent variable since it captures an important aspect of input form mental health services. 
Unit costs of services were attached to the services received, based on the closest available approximations to long-run marginal opportunity costs (10). For each patient we therefore considered the charge paid on their behalf to the place of residence, the costs of other (non-accommodation) services, and the sum of the two. Analyses examined differences between accommodation types in these three financial measures, using the non-parametric Kruskal-Wallis test because of the non-normal distribution of these variables.

Results

Sample

The response of services from the 12 selected areas is summarised in figure 1.

Insert figure 1 about here

Following the information letter to service providers, no organisation responded with a decision to opt out of the data collection. Of the 250 approached services there was no response from 67. Of these 67 services we failed to obtain any information on whether they had different addresses or had ceased to exist. Among the 183 responses, in 11 cases the address was incorrect, two services had closed down, four services did not accommodate patients with mental health problems, four services were only for patients with learning difficulties, and two only for older people. Seven managers refused to participate resulting in a sample of 153 services (61% of the total sample) for analysis. The 153 service managers returned sufficiently complete questionnaires for 414 patients to be used in the analysis. Variables with more than 10% missing data (e.g. on the educational qualification of patients) were excluded from further analysis. 

The selection procedure ended with unequal sample sizes for the four categories of housing services. We received responses from 57 care homes (with 162 patients), 61 supported housing services (175 patients), 30 floating support services (66 patients), and 5 adult placement schemes (11 patients). Consequently, we report the figures for adult placement schemes and the patients in them, but did not test the differences with other types of housing services for statistical significance because of the small sample size. 

Service characteristics

Characteristics of the services and the types of support that they provide in principle are shown in table 1.

Insert table 1 about here 

On average, housing services care for 17 patients each. Most operate no exclusion criteria, and only a minority employ mental health care professionals. Across all service types 16% fund their own psychologists, and 11% counsellors. Many services provide a range of facilities such as computers and books and organise activities. Various differences between services are statistically significant, usually with more provision of facilities in care homes and supported housing services, compared to other housing types. 

Characteristics of patients

The socio-demographic and clinical characteristics, activities and needs of patients in housing services are shown in table 2. 

Insert table 2 about here.

For 68% of patients the current stay in a housing service is not their first. On average patients have been in the current service for about four years. Most patients are men and diagnosed as having a psychotic disorder, 13% have a criminal conviction and 50% a history of involuntary hospitalisation. 48% have a history of substance abuse, and for 25% this is an ongoing problem. 95% of patients have single bedrooms, and 87% are involved in some kind of occupation ranging from regular employment to activities organised in the service. Patients meet staff and fellow residents on a more or less daily basis. Patients meet friends outside the service twice per week on average, but many have no regular contact with their family. Such contacts are particularly rare for patients in care homes. The most frequently reported needs are for mental health care the majority of which were rated as met. Overall, there were three unmet needs per patient, more than one on average for rehabilitation.

Care received

Table 3 shows the support received by patients in the housing services and the health care they received within last three months. 
Insert table 3 about here

Most patients receive support for personal hygiene, dressing, cooking and other basic activities of daily living.  The support received differs significantly between the three main types of housing services. Yet, no category of care is exclusively provided in only one type of service, and no care category is provided in all services of one type. 96% of patients are on medication, and 52% have a care-coordinator in a community mental health team. Within a three month-period they see a general practitioner on average 2.4 times, and a psychiatrist slightly more than once per month. Other types of health care including in-patient services are rarely used.

Table 4 shows the patient characteristics that are associated with a higher probability of having a care coordinator. When the influence of other variables is controlled for in a multivariate analysis, five factors remain in the equation as significantly associated with a higher likelihood of having a care coordinator in a CMHT: having fewer met needs in activities of daily living and rehabilitation, having more unmet mental health care needs, being diagnosed with schizophrenia, and being involved in more community activities. 

Insert table 4 about here

Costs

Costs of services are shown in table 5. Mean charge per week varied significantly across the service types, with care homes the most expensive (£474) and floating support the least (£147). The overall weekly costs of non-housing services (ie not funded from the weekly charge) average £97, with the highest mean for people in supported housing and lowest for those with floating support. When the housing service charges and non-housing service costs were summed, mean total cost across the full sample was £430, highest in care homes (£542) and lowest for people with floating support (£202).

Insert table 5 about here.

Discussion

Overall findings

This is the first national study in England that has assessed characteristics of patients and their care in different types of housing services including supported housing and floating support services. 62% of services do not apply exclusion criteria, and 68% of patients have been in housing services before. 80% are diagnosed as having a psychotic disorder and 50% have had a substance abuse problem. Services provide support with activities of daily living and leisure activities on site. 87% of patients are involved in occupational activities. Whilst there is regular contact with staff and fellow patients in the services, many patients have only limited contacts with friends outside the service. The differences between different types of housing services, although statistically significant in many aspects, are not clear cut. 

Limitations

The study used a systematic approach to obtain representative data on housing services and patients in them in England. However, there are several factors that may have biased the results. Most importantly we did not get information on 27% of the services identified in the selection procedure. Services with poorer care provision may have more often decided not to respond which introduces an obvious selection bias. Also, we could not check the accuracy of the information in the questionnaires. Service managers may have misunderstood the terminology in some questions, filled in questions without having valid information, and tended to over-report service input and patient activities expecting that this may show their services in a better light despite the guaranteed data confidentiality. Thus, the findings might provide too positive a picture of the reality of housing services in England. This has to be taken into account in the interpretation of the findings although it may not substantially alter some of the main conclusions. Also, the sampling procedure provided too few placement schemes for statistical comparisons with other service types.

Quality of care

What do the findings reveal about the quality of care in housing services? The study did not assess predefined quality indicators, and the findings of a survey using a simple quantitative methodology as this study can only provide limited insight into the reality of daily life and care in housing services. The lack of social contacts outside the housing project and of regular work may be more a result of the severity of many patients’ disability than of insufficient support through staff in the housing services (11). Involving 87% of patients in some sort of activities and providing various support with activities of daily living may be regarded as indicators of reasonable quality. Many services in the selected sample and elsewhere are likely to provide respectful, appropriate and effective care.  At the same time, only 42% of services provide specific mental health input themselves, and on average patients have more than three unmet needs, e.g. for rehabilitation. On the whole, services probably provide an acceptable environment and meet the fundamental needs for most of their patients. Yet, one may speculate as to whether the overall care with limited input from psychologists and mental health teams represents optimal treatment, particularly for the substantial number of patients in such services who wish to move to more independent forms of living (12) rather than be content with the perspective of staying in housing services for a long time, possibly for the rest of their lives. Only 17% of patients are involved in occupational activities in the service which indicates that concepts of therapeutic communities which involve all patients in the running of the project are not common in housing services. 

The three main forms of housing services included in the study have – on average – different patients and provide different elements of care. Yet, characteristics of clientele and care provision overlap substantially. More detailed research is needed to assess whether this is a sign of positive flexibility or a problematic lack of clarity and focus. In any case, the results show that the broad categories used in the study - and in national policies - do not refer to clearly defined and distinct models of care. 

Costs of care

Housing services contribute a substantial part to the total costs of support for many people with mental disorders (13), yet surprisingly little is known about the economics of these important services today. Based on a survey conducted more than a decade ago in ten localities, Chisholm et al (14) also found considerable cost variation between accommodation types. The settings covered by their survey differ somewhat from those covered here, for example including inpatient wards. Yet there have also been noticeable changes over time in the balance of types of housing services, particularly the growth of supported housing arrangements, in line with the recommendations of the National Service Framework. Not surprisingly, there are significant differences between service types in the levels of charges, reflecting different intensities of on-site staffing, and there are also significant differences in rates of utilisation of services outside the housing setting, and in the associated costs (also found by Chisholm et al, 15). 
The major part of costs is generated through the housing services themselves, because patients use relatively few other health services. This might reflect that most needs are covered within the housing projects, but also point to potential under-provision of health care for these patients.

The role of mental health services

Although most patients have severe and persistent mental illnesses, only half of them have a care co-ordinator in a community mental health team. The findings of the regression analysis suggest that community mental health teams tend to target patients who have particularly high needs for such input, i.e. those with more needs that are still unmet and with fewer already met needs. Also, patients with care coordination more often have a diagnosis of schizophrenia - which may reflect the severe nature of the illness or a selection bias of CMHTs towards their traditional clientele - and are involved in more community activities, which might already be a result of effective care coordination. 

Yet, why do half of these patients have no care coordination? One may argue that many patients do not need input from CMHTs and are well cared for in housing services with consulting general practitioners for prescribing medication. Such arrangements, however, hardly reflect an aspiration for active rehabilitation and consistent attempts to improve patients’ functioning and autonomy. Achieving independent living and employment may be an unrealistic goal for many patients, but that should hardly be a reason for withdrawing ongoing input from mental health professionals in CMHTs to facilitate the maximum possible level of recovery in every individual patient. 

The findings might be considered in a wider context. The history of modern psychiatry since the establishment of large asylums was repeatedly and over long periods of time marked by a neglect of patients with severe and chronic illnesses. They often lived in poor conditions, were excluded from normal societal life, and received little therapeutic attention. Despite the fundamental improvements brought about by mental health care reforms since the 1950s, there might still – or again – be a tendency to provide insufficient care for this patient group. If such a tendency really exists – and the findings of this study cannot provide conclusive evidence for that - there should be a particular responsibility for the professional community to rectify it. Patients living in housing services are usually neither vocal nor politically skilled to act as lobbyists for their own cause. 

Implications 

More transparency and clarity is required on what care different types of housing services provide so that patients and referring clinicians know what to expect from such services. For this, quality standards may have to be defined, seen in the context of substantial cost differences between the different housing service types. The wide application of such standards and their potential link to funding might require some controls and inevitable bureaucracy, but should also help to ensure that all patients in housing services receive appropriate care. 

Whether greater care coordination can be provided through mainstream CMHTs probably depends on local circumstances. One may argue that community rehabilitation teams, which did not feature in the NHS plans following the National Service Framework of 1999, should be established or strengthened to focus on long-term therapeutic input facilitating the recovery of patients with severe and persistent illnesses who do not live independently. Rehabilitation may also require much wider provision of supported employment and sheltered work for patients who are unlikely to achieve regular employment, and for around 25% of patients’ specific input to discontinue or at least limit current substance abuse. 

All these implications apply to the situation in England, and this type of research is inevitably linked to the specific context of the national social and health care system. In most other countries, health care in general and community mental health care in particular are differently organised and housing services as well as the care provided by mental health professionals for people in housing services might be very different. Thus, the results cannot be generalised beyond the context in which they were generated. Yet, some issues and challenges that are highlighted in this study are likely to be relevant beyond England. Across Europe there is a shortage of precise and transparent data on the characteristics of patients in housing services, the components and costs of care, and the clinical and social outcomes for the patients in such services. Future international research may explore whether the trend of mainstream mental health services to ‘forget’ severely ill patients in housing services – as suggested by the findings in this study – is a common phenomenon in the industrialised world. International comparisons can utilise the existing substantial differences in service provision between countries to assess a wider range of care models and their association with outcome criteria (16). Research evidence should be generated on what type of care is most helpful for patients in housing services, and whether alternative services may provide better care. 
This exploratory study has, in a stock-taking type of exercise, reported mainly descriptive data. This can and should form the starting point for more specific research evaluating care processes in housing services and alternative services using quantitative and qualitative methods.  
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Figure 1: Flow diagram of responses from services 









 Table 1: Characteristics of services 

	Characteristic


	Care Home

N=57
	Supported Housing

N=61
	Floating Support

N=30
	F/χ²
	P
	Adult Placement Scheme

N=5
	Total sample

N=149

	Total number of places per service
	16.4
	13.3
	33.8
	22.5
	<.001
	19.50
	20.5

	Number of patients who left in the last year
	3.5
	3.6
	5.7
	2.7
	.066
	2
	4.3

	Staff onsite 24 hours (awake at night)
	48%
	17%
	0%
	64.7
	<.001
	100%
	28%

	Externally facilitated staff supervision 
	35%
	29%
	10%
	13.1
	.001
	0%
	26%

	Provider funds mental professionals 
	42%
	38%
	5%
	29.8
	<.001
	27%
	34%

	Service has no exclusion criteria
	51%
	57%
	79%
	13.916
	.001
	73%
	62%

	Service excludes patients with physical disabilities
	27%
	22%
	0%
	18.2
	<.001
	0%
	16%

	Service excludes patients with forensic history
	21%
	14%
	11%
	4.6
	.101
	0%
	15%

	Service excludes patients with substance misuse problems
	19%
	13%
	11%
	3.6
	.163
	0%
	15%

	Mainly self-catering arrangements
	33%
	60%
	21%
	35.6
	<.001
	0%
	41%

	Staff responsible for cooking
	52%
	13%
	11%
	71.2
	<.001
	0%
	26%

	Patients meetings takes place
	91%
	89%
	56%
	41.9
	<.001
	100%
	80%

	Organised activities (shopping, work, gardening, arts,educational, etc) 
	89%
	85%
	58%
	28.8
	<.001
	37.5%
	83%

	Organised outings
	65%
	33%
	35%
	36.9
	<.001
	100%
	47%


Table 2 : Socio-demographic and clinical characteristics, activities and needs of patients in housing services

	Socio-demographic characteristics
	Care Home

N=162
	Supported Housing

N=175
	Floating Support

N=66
	F/χ²
	p
	Adult Placemt. Scheme

N=11
	Total sample

N=414

	Mean age in years
	44.83 (± 11.135)
	43.86 (± 11.816)
	43.05 (± 12.463)
	0.6
	.537
	50.64 (± 12.556)
	44.1(± 11.702)

	Men %
	68%
	74%
	71%
	1.7
	.435
	3%
	71%

	Born in UK & Ireland %
	92%
	91%
	98%
	3.9
	.141
	3%
	92%

	White/Black and ethnic minorities %
	83/17%
	85/15%
	86/14%
	0.6/8.9
	.052/.176
	73/27%
	84/16%

	Married/not married
	9/90%
	5/95%
	1/99%
	5.2/1.4
	.073/.505
	4/86%
	6/94%

	History
	
	
	
	
	
	
	

	Previous criminal convictions
	10%
	17%
	11%
	3.8
	.153
	9%
	13%

	History of involuntary hospitalisation
	63%
	43%
	43%
	14.6
	.001
	45%
	50%

	History of substance abuse
	48%
	48%
	48%
	0.01
	.996
	45%
	48%

	First time in housing services accommodation
	23%
	36%
	42%
	9.8
	.007
	55%
	32%

	Number of months in current service
	54.7
	44.8
	46.1
	1.4
	.237
	75.8
	48.5

	Clinical characteristics
	
	
	
	
	
	
	

	Diagnosis of schizophrenia or schizoaffective disorder
	67%
	59%
	52%
	4.4
	.109
	73%
	60%

	Diagnosis of affective disorder
	16%
	19%
	26%
	3.1
	.215
	27%
	20%

	Diagnosis of neurotic/personality/

substance abuse disorder
	8%
	18%
	18%
	8.4
	.014
	0%
	14%

	Diagnosis of organic/learning disabilities/developmental disorder
	9%
	2%
	0%
	11.6
	.003
	0%
	4%

	Current substance abuse
	19%
	29%
	26%
	11.6
	.003
	9%
	25%

	Smokes cigarettes
	50%
	65%
	45%
	11.4
	.003
	73%
	56%

	Living situation
	
	
	
	
	
	
	

	Single bedrooms with en-suite facilities 
	41%
	27%
	26%
	7.9
	.019
	18%
	33%

	Single bedrooms without en-suite facilities
	55%
	67%
	66%
	5.2
	.076
	64%
	62%

	Shared bedrooms
	4%
	6%
	7%
	7.4
	.458
	18%
	5%

	Occupational activities
	
	
	
	
	
	
	

	Open-employment
	1%
	3%
	8%
	8.6
	.013
	9%
	3%

	Sheltered/voluntary work
	5%
	7%
	9%
	1.5
	.479
	36%
	8%

	Student
	1%
	3%
	3%
	1.2
	.555
	0%
	2%

	Number of hours spent per week on work or education of those in work/education
	14.4
	11.2
	15.8
	1.3
	.280
	16.75
	13.60

	Involvement in community activities
	25%
	42%
	40%
	11.1
	.004
	45%
	35%

	Attending day centre
	23%
	42%
	47%
	5.1
	.077
	100%
	24%

	Occupational activity organised by the service
	18%
	21%
	7%
	5.8
	.056
	9%
	17%

	No occupational activity
	7%
	13%
	20%
	8.1
	.017
	45%
	12%

	Social activities
	
	
	
	
	
	
	

	Number of days per week patients meets staff
	6.93
	5.55
	3.72
	75.5
	<.001
	5.66
	5.8

	Number of days per week patient meets fellow patients
	6.81 (± .976)
	5.54 (± 2.2)
	5.32 (± 2.95)
	24.0
	<.001
	6.38 (± 1.77)
	6.54 (± 1.6)

	Number of days per week patient meets friends
	1.44
	2.37
	3.33
	13.4
	<.001
	1.22
	2.07

	Patients meets first degree relative once per year or less often/ca. monthly/weekly or more often %
	45/27/27
	37/21/42
	31/20/49
	4.9/6.0/12.7
	.084/.200/.002
	36/27/36 
	39/23/37 

	Needs
	
	
	
	
	
	
	

	Average total number of met/unmet needs 
	5.8/3.1
	4.4/3.1
	4.5/3.0
	12.3/0.01
	<.001/.993
	3.5/3.5
	5.0/3.1

	Activities of daily living (met/unmet)
	1.4/0.5
	0.8/0.5
	0.7/0.5
	16.4/0.1
	<.001/.984
	0.7/1.1
	1.0/0.5

	Mental health care (met/unmet)
	2.6/0.9
	2.1/0.9
	2.4/0.7
	5.5/0.4
	.004/.682
	1.5/1.1
	2.3/0.9

	Rehabilitation (met/unmet)
	0.8/1.1
	0.7/1.1
	0.5/1.4
	3.7/0.9
	.025/.404
	0.5/0.9
	0.7/1.1

	Services (met/unmet)
	1.1/0.6
	0.9/0.6
	0.8/0.5
	1.8/0.6
	.160/.555
	0.9/0.4
	1.0/0.6


Table 3: Support in housing services and health care received by patients (received within last three months)

	Support received in housing service 
	Care Home

N=162
	Supported Housing

N=175
	Floating Support

N=66
	F/χ²
	P
	Adult Placemt. Scheme

N=11
	Total sample

N=414

	Support with daily activities
	86%
	77%
	85%
	5.2
	.073
	82%
	82%

	Support with personal hygiene
	69%
	66%
	43%
	12.4
	.002
	78%
	70%

	Support with dressing
	45%
	70%
	78%
	15.0
	.001
	43%
	52%

	Support with cooking
	75%
	72%
	50%
	11.0
	.004
	89%
	75%

	Support with washing
	72%
	59%
	42%
	20.6
	<.001
	78%
	69%

	Support with cleaning
	87%
	82%
	77%
	6.6
	.037
	67%
	83%

	Support with paying bills
	50%
	58%
	65%
	2.4
	.296
	57%
	56%

	Support with budgeting personal money
	66%
	70%
	72%
	0.5
	.764
	75%
	69%

	Support with shopping
	57%
	53%
	56%
	1.0
	.603
	63%
	56%

	Health care received 
	
	
	
	
	
	
	

	On medication
	99%
	92%
	97%
	10.3
	.006
	100%
	96%

	Care coordinator from CMHT
	45%
	58%
	51%
	6.0
	.050
	54%
	52%

	Inpatient days in general hospital
	.18
	1.26
	.21
	2.3
	.106
	.00
	.62

	Inpatient days in psychiatric hospital 
	.66
	1.23
	1.27
	0.4
	.657
	.00
	.97

	Outpatient hospital attendances 
	.50
	.48
	1.03
	1.4
	.250
	.36
	.57

	A & E attendances 
	.13
	.15
	.15
	0.1
	.946
	.18
	.14

	General practitioner consultations
	1.53
	3.55
	1.82
	4.5
	.011
	1.73
	2.42

	Meetings with a psychologist 
	.40
	.54
	.50
	0.2
	.850
	.27
	.47

	Meetings with a psychiatrist 
	1.39
	1.57
	.74
	1.8
	.175
	1.27
	1.23

	Meetings with a community psychiatric nurse
	1.06
	3.11
	1.78
	9.4
	<.001
	2.91
	1.98


Table 4: Logistic regression analysis of characteristics associated with patients having a care coordinator in a community mental health team

	
	Having a care co-ordinator from CMHT

	
	Univariate
	Multivariate

	
	Odds ratio
	(95% CI)
	p
	Odds ratio
	(95% CI)
	P

	Met needs in activities of daily living (one unit increase)
	.65
	(.534-.802)
	<.001
	.69
	(.530-.886)
	.004

	Met needs for mental health care (one unit increase)
	.76
	(.661-.867)
	<.001
	.90
	(.754-1.076)
	.251

	Met needs for rehabilitation (one unit increase)
	.49
	(.381-.642)
	<.001
	.48
	(.343-.677)
	<.001

	Unmet needs for mental health care (one unit increase)
	1.44
	(1.231-1.677)
	<.001
	1.41
	(1.167-1.715)
	<.001

	Unmet needs for services (one unit increase)
	1.27
	(1.061-1.525)
	.009
	1.23
	(.965-1.564)
	.095

	Gender (female v male)
	1.51
	(.973-2.342)
	.066
	1.66
	(.953-2.907)
	.074

	History of substance misuse (yes v. no)
	.65
	(.436-.964)
	.032
	.64
	(.386-1.068)
	.088

	Resident has schizophrenia (yes v. no
	2.44
	(1.611-3.694)
	<.001
	2.98
	(1.575-5.651)
	.001

	Resident has bipolar disorder (yes v. no)
	.31
	(.179-.533)
	<.001
	.693
	(.308-1.556)
	.374

	Resident’s number of community-based activities (one unit increase)
	2.50
	(1.826-3.428)
	<.001
	2.54
	(1.769-3.646)
	<.001


Table 5: Charges and costs for patients in different types of housing services

	Variable


	Care Home

N=162
	Supported Housing

N=175
	Floating Support

N=66
	Kruskal-Wallis χ²
	p
	Adult Placement Scheme

N=11
	Total sample

N=414

	Total weekly residence charge £
	£474
	£281
	£147
	45.2


	<.001
	£269
	£337

	Non-housing service costs
	£67
	£140
	£64
	 10.7
	.005
	£51
	£97

	Total cost
	£542
	£415
	£202
	 25.2
	<.001
	3317
	£430


Footnote: For total residence charges there were 11.4% missing data, for non housing services there were no missing data

481 services in the 12 identified areas





Random selection of 250 services


Letters sent out to managers of all services








No response = 67 





183 responses





Refused to participate = 7


Old age only = 2


Learning difficulty only = 4


No residents with mental health problems = 4


Service closed down = 2


Incorrect address = 11





153 responses for analysis


(for 153 services and 414 patients)
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