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■ Abstract Background De-institutionalization has led
to the provision of various forms of housing with or
without support for people with mental illness in the
community. In this paper, we review the conceptual is-
sues related to the provision of supported housing
schemes, the characteristics of residents, research meth-
ods and outcomes, and the factors influencing the qual-
ity of care provided.Methods A Medline and hand search
of published literature was complemented by informa-
tion derived from contacting expert researchers in the
field. Findings There is considerable diversity of models
of supported housing and inconsistent use of terminol-
ogy to describe them. This makes it difficult to compare
schemes,processes,and outcomes.Patients in supported
housing are characterized by deficits in self-care and
general functioning, whilst behavioral problems such as
violence, drug abuse and extreme antisocial habits pre-
dict exclusion from supported housing. Most evaluative
studies are merely descriptive. In terms of outcomes, it
seems that functioning can improve, social integration
can be facilitated, and residents are generally more sat-
isfied in supported housing compared with conven-
tional hospital care. Further evidence suggests that most
patients prefer regimes with low restrictiveness and
more independent living arrangements, although lone-
liness and isolation have occasionally been reported to
be a problem. Little information is available on the fac-
tors that mediate outcomes and on skills required by

staff. Conclusion Research in supported housing for psy-
chiatric patients has so far been neglected. Large scale
surveys on structure, process, and outcomes across a va-
riety of housing schemes may be useful in the future to
identify some of the key variables influencing outcomes.
The use of direct observation methods in conjunction
with other more conventional, standardized instru-
ments may also highlight areas for improvement. In con-
ducting research, structure and process, as well as out-
comes,need to be considered.Thus,we need to know not
just what to provide, but how to provide it in such a way
that it will maximize beneficial outcomes. This repre-
sents a considerable research agenda.

■ Key words supported housing – community care –
outcome – staff training – mental illness

Introduction

Over the last 30 years in North America and Western Eu-
rope there have been major changes in the forms of res-
idential care provided for people with mental illness.
The move towards ‘de-institutionalization’ has led to in-
creasing numbers of patients with long-term needs be-
ing placed in the community and requiring housing
with or without support. Historically, mental health ser-
vices and mental health researchers have distanced
themselves from housing, which they have apparently
considered a ‘social care’ issue, defining their role more
narrowly around “treatment” (Carling 1993). However,
housing is arguably one of the most important factors
affecting long-term outcomes (Bigelow 1998). Most
countries are now struggling to provide a comprehen-
sive and effective range of housing provisions, along
with the necessary support, to enable people with men-
tal health problems to lead fulfilling and satisfying lives
in the community (Carling 1992a; 1992b).

Throughout Western European countries, changes in
mental health services – particularly the decreasing use
of placements in long-stay hospitals – have led to an in-
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creasing demand for housing provision for people with
mental illness. In the UK, concerns have repeatedly been
expressed that the range of available housing is insuffi-
cient or of a poor quality (e. g.,Audit Commission 1998).
It has been argued that this lack of supported housing
has enhanced the ‘revolving door’ for patients who ex-
perience repeated admissions to hospital, unstable ad-
justment in the community, followed by further admis-
sions (Caton and Goldstein 1984; Shepherd 1998).
Whatever the validity of this hypothesis, access to suit-
able housing is a problem for this ‘new’ generation of
long-stay inpatients and failure to make specific provi-
sions for them has meant that they have often begun to
accumulate on acute admission wards (Lelliott and
Wing 1994; Johnson et al. 1996).

Similar processes have occurred in other European
countries. For example, in Germany the number of hos-
pital beds has reduced, particularly since 1990, resulting
in increased demand for supported housing. In Berlin
the number of places for mentally ill patients in sup-
ported housing has risen by threefold over the last
decade (Kaiser et al. 2001). A similar situation exists in
Italy where, despite considerable reliance on extended
family support, demands for sheltered and supported
housing following the cessation of admissions to the old
psychiatric hospitals in 1978 have steadily increased, es-
pecially in central and northern regions.

Research on the effectiveness of housing provisions
for the mentally ill must also be placed within an eco-
nomic context. Across Europe, health systems are striv-
ing for maximum cost effectiveness and efficiency. That
means knowing what works, but also knowing how
much it costs. In the UK, the cost of housing per resident
week ranges from £462–362 in a staffed care home to
£459–362 in a high-staffed hostel (24-h nursed care) and
£212–158 in a low-staffed hostel, depending on the loca-
tion, i. e., in or outside London (Chisholm et al. 1997). In
1996, the National Health Service Executive estimated
that set-up costs per place for ‘24-hour nursed beds’ was
in the range between £35,000 and £50,000 per annum
(i. e.,£700-1000 per week).In view of these costs, it seems
reasonable to expect that housing schemes for people
with mental illness would have been subject to rigorous
evaluation, both in terms of their effectiveness and effi-
ciency. However, there is currently a marked imbalance
between the high costs of supported housing on the one
hand and the limited number of evaluative studies on
the other.

Methods

“For the purposes of this review, studies that were concerned with”
supported”, “sheltered”, “supervised”, or “protected” housing (ac-
commodation or living arrangements) where the majority of resi-
dents were regarded as having severe and enduring mental illness
were included. Throughout the paper, the term “supported housing”
will be used in reference to those settings where housing and support
– for more than 6 months (thus excluding acute interventions in com-
munity placements) – are intrinsically linked. Studies focusing on

housing for people suffering primarily from drug or alcohol depen-
dence,specific ‘geriatric’ (old age) provisions, services for those under
18 years of age with a mental illness, and for those with learning dis-
abilities were excluded. A Medline search of published literature with
search items such as “supported housing,” “sheltered housing,” “pro-
tected housing” and “supervised housing” provided only 148 papers.
No limit was imposed on the year of publication in any of the
searches. Adding the terms “mentally ill” or “schizophrenia” to the
above searches, and restricting the literature to the aforementioned
criteria, yielded fewer results than expected. Altogether, 87 articles
(reviews or studies) were identified by the database Medline; 21 of
which were empirical studies and are presented in Table 1. Given this,
it was decided to complement the Medline search with the traditional
hand search of the literature. Table 1 shows a wide range of European
and non-European studies evaluating supported housing for mentally
ill patients and is by no means designed to be inclusive of all studies
in the field.

This review provides an overview of the literature with the aim of
summarizing the existing information and identifying areas of future
research to improve the effectiveness and efficiency of various forms
of supported housing. More specifically, the paper addresses the fol-
lowing questions:
1. What is the historical background of housing for mentally ill peo-

ple?
2. What are the concepts of supported housing?
3. What are the characteristics of people receiving supported hous-

ing?
4. What is the range of research designs and methods that have been

used to evaluate supported housing?
5. What are the outcomes?
6. What factors seem to influence quality of housing care and sup-

port?

Results

■ The Development of Community Care

The process of moving the locus of long-term residen-
tial care from hospital to community has proceeded at
different rates in different countries (Mangen 1988). It
has been driven by a number of factors such as assumed
financial savings, the wish to exploit the benefits of new
medications, changing social attitudes, etc. (Jones 1972).
One of the important initial factors was the gradual con-
viction that there were features of institutional environ-
ments that made them intrinsically unsuitable for deliv-
ering high-quality therapeutic long-term care. These
criticisms first emerged in the 1950s (Barton 1959; Goff-
man 1961) and it was not until some time later that em-
pirical studies of ‘institutionalism’ were undertaken,
which highlighted the association between poverty of
the physical environment and severity of primary symp-
toms and secondary handicaps (Wing and Brown 1970).
Around this time, the first attempts were also made to
develop systematic measures and institutional care
practices as a basis for designing and maintaining bet-
ter quality of residential care in hospital and community
settings (King et al. 1971). However, during most of the
1960s and 1970s, the hostility towards ‘institutions’ (i. e.,
hospital) was fuelled by a series of well-publicized ‘fail-
ures’ of hospital care in which patients appeared to be
the victims of a ‘system’ in which staff were at best neg-
ligent and at worst cruel and exploitative. These inci-
dents have been analyzed by Martin (1984) who drew
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out a number of common themes: isolation, lack of lead-
ership, and failures in management – these themes are
just as relevant to providing good quality residential
care in the community, as they were in preventing ‘fail-
ures’ in hospital.

The early years of developing community alterna-
tives to long-term residential care were, therefore,
marked by a great deal of activity, but very little re-
search. The White Paper ‘Better Services for the Mentally
Ill’ (DHSS 1975) envisaged a system in which commu-
nity alternatives would develop as a result of a partner-
ship between the NHS and local authority and other
housing providers, but these partnerships were slow to
form.Although the funds were there to move people out
of hospital, ‘the administrative and financial structures
necessary to integrate local services into a co-ordinated
program of care’ (Thornicroft and Bebbington 1989)
were generally absent. Without these systems, the dan-
gers of poorly regulated care and individuals ‘falling
through the net’ became almost inevitable.Professionals
and public alike became increasingly concerned about
stories of how ‘ex-mental patients’ had been ‘dumped’ in
the community with no follow-up and support, so that
in a leading article in the BMJ, Groves (1990) concluded
that ‘community care is not working’. In this context, the
British TAPS study (started in 1985) began. There had
been isolated examples of studies looking at various
kinds of residential options (Ryan 1979; Wykes 1982;
Pritlove 1983; Goldberg et al. 1985). However, as Garety
(1988) contemporarily noted, ‘given the pressing need for
systematic evaluations of current and new residential
provision, remarkably little empirical work is being un-
dertaken on its effectiveness, or to determine whether the
principles presently enunciated with so much conviction
are associated with positive (or negative) outcomes’.

■ Concepts of supported housing

In 1987, the American ‘National Institute of Mental
Health’ (NIMH) attempted to define ‘supported housing’
as an “approach” that focuses on clients goals and pref-
erences, uses an individualized and flexible rehabilita-
tion process,and has a strong emphasis on normal hous-
ing, work, and social network. The approach is based on
clients’ choice of their own living situations, their right
to live in normal stable housing, and to have the services
and supports required to maximize their opportunities
for success over time (NIMH 1987). This definition,
while useful conceptually, is so broad that it is not pos-
sible to use it as a framework for classifying different
kinds of facilities. Lelliott et al. (1996), by contrast, sug-
gested a multi-dimensional system for classifying shel-
tered and supported housing facilities based on the
availability of different kinds of staff cover, number of
beds and staff to resident ratios. This classification re-
flects a traditional view of residential care based on a
‘sheltered housing’ model where the extent of support
available from staff in situ is seen as one of the predom-

inant defining characteristics. However, more recent de-
velopments in the housing field have tended to empha-
size other models for linking housing and support (Car-
ling 1993) where staff are used more flexibly to provide
high (or low) levels of support according to fluctuating
levels of individual need.

The main problem in defining supported housing is
the diversity of existing housing models (Goldmeier et
al., 1977; Carling 1978; Fairweather 1980; Budson 1981;
Carling 1981; Carling 1984; Segal and Liese 1991) which
makes comparative evaluations of effectiveness very dif-
ficult.A central dimension underlying different forms of
housing concerns expected lengths of stay and of tran-
sitional, or ‘move on’, accommodation versus a ‘home for
life’ (Bigelow 1998). A survey of housing schemes for
people with severe mental illness in the USA showed
considerable variation (Randolph et al.,1991) with some
settings emphasizing maintenance (Carling 1987) while
others used a more transitional (‘rehabilitation’) ap-
proach (Spaulding et al., 1987). While it has been sug-
gested that the ideal would be a mix of both, as Bigelow
(1998) has noted there is a need to resolve the question
of emphasis.

■ Characteristics of residents

Several patient characteristics are likely to predict
whether patients live independently or in supported
housing. In a study comparing clients living in sup-
ported housing with those in semi-supervision and
those living independently, clients in supported housing
were more likely to be older, less educated, and unem-
ployed than clients living independently or in semi-su-
pervised settings (Friedrich et al. 1999). Those living in-
dependently have been reported by other studies to be
of younger age (Arns and Linney 1995), of female gen-
der (Cook 1994; Andia et al. 1995), and to have had
shorter duration of hospital care (Wykes and Dunn
1992).

In addition to these characteristics, a diagnosis of
schizophrenia is common among many residents in
supported housing schemes (Middleboe et al. 1998;
Friedrich et al. 1999). It has been argued that many peo-
ple suffering from schizophrenia require structure in
the environment to prevent decompensation (Lamb
1995). Some have suggested that the prevalence of schiz-
ophrenia patients in supported housing is an indication
of the recognition by formal or informal caregivers of
the needs of a number of patients with schizophrenia for
the kind of structure and support which is generally not
found in more independent living settings (Friedrich et
al. 1999).

There has also been some interest in the possibility
that neuro-cognitive abilities may discriminate between
patients in supported housing and independent living.
For example, skills on complex reaction-time tasks
(Wykes and Dunn 1992) and performance on visual mo-
tor and verbal processing tasks (Brekke et al. 1997) have
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been found to be linked to the level of residential super-
vision received. Not surprisingly, associations have also
been found between patients’ daily living skills (Liv-
ingston et al. 1992; Sood et al. 1996) and general func-
tional abilities (Cook 1994; Arns and Linney 1995) and
housing status. Those with the lowest skills are more
likely to be placed in supported housing. The degree of
independence for patients with schizophrenia has also
been reported to be positively linked with the frequency
of family contact and levels of participation in social
and recreational activities and social relationships
(Dickerson et al. 1999).

Another body of research points to the characteris-
tics of patients who may be excluded from traditional
housing developments. In some services,‘new’ long-stay
inpatients accumulate on acute admission wards (Lelliot
and Wing 1994) because some characteristics – mainly
behavioral difficulties such as unpredictable aggression,
violence, extreme antisocial behavior, and fire risk –
make them difficult to look after in traditional housing
in the community. They also commonly have ‘co-mor-
bidity’ problems, particularly with drug and alcohol
abuse (Lelliott et al. 1994). Similarly, there is a ‘hard core’
of former ‘old’ long-stay patients who have been found
to be difficult to place in the community (Trieman and
Leff 1996). Further evidence suggests that community
residential facilities actively ‘cream off ’ the less disabled
clients (Jones 1993; Holloway and Faulkner 1994; Shep-
herd et al.1996).This often means that the most disabled
patients are left in the worst conditions, being looked af-
ter by the least skilled and often demoralized staff. De-
veloping specialist residential facilities for this group
(and the ‘new’ long-stay) is, therefore, a considerable
challenge (Shepherd 1998).

■ Research issues – design and limitations

Most of the studies conducted in this area have been un-
controlled follow-ups, cross-sectional surveys, or non-
randomized controlled trials (Table 1). There has also
been some use of direct observation methods (Shepherd
et al. 1996). There are obvious conceptual, practical, and
ethical problems in conducting randomized controlled
trials and, as a result, they are very rare. Cross-sectional
investigations, on the other hand, seem to be the most
common. Causality, however, cannot be ascertained in
cross-sectional designs (Wykes et al. 1982; Garety and
Morris 1984; Allen et al. 1989; Goering et al. 1992a; Go-
ering et al. 1992b; Oliver and Mohamad 1992; Seilheimer
and Doyle 1996); hence, the calls by some researchers
(Rowlands et al. 1998; Borge et al. 1999) for longitudinal
evaluations. However, the length of the follow-up period
needs to be taken into account, as follow-up periods
ranging from a few months (Elliot et al. 1990; McCarthy
and Nelson 1991; 1993) to a year (Goering et al. 1992b;
Donnelly et al. 1996; Middleboe 1997; Nelson et al.
1997a) are not long enough to detect meaningful sus-
tainable changes.

Design aside, studies in the field seem to be faced
with limitations casting doubts on the generalizability of
their findings. Having a small sample size, as is the case
in many studies on supported housing (Garety and Mor-
ris 1984; Keck 1990; McCarthy and Nelson 1993; Snyder
et al. 1994; Shepherd et al. 1996; Rowlands et al. 1998;
Dickerson et al. 1999), puts into question the represen-
tativeness of the sample.Geographic homogeneity is an-
other limitation. Studies often focus on settings selected
from a particular geographic area that often share the
same profile of residents and housing characteristics
(Massey and Lu 1993; Segal and Kotler 1993; Ryrie et al.
1998; Friedrich et al. 1999). When clients are sampled
from social services agencies, as is the case in some
American studies (Nelson and Earls 1986; Seilheimer
and Doyal 1996; Earls and Nelson 1998), it is difficult to
ascertain whether the sample represents the population
of long-term psychiatric clients found in the community
or merely the higher-functioning individuals who are in
frequent contact with these agencies. In some studies,
the sample consists of mentally ill residents with no spe-
cific diagnosis reported (Allen et al. 1989; Segal and
Holschuch 1991; Oliver and Mohamad 1992; Shepherd et
al. 1996; Ryrie et al. 1998) or of residents with different
diagnoses (Sturt et al. 1982; Lehman et al. 1991; Mc-
Carthy and Nelson 1991; 1993; Oliver et al. 1996; Mid-
dleboe et al. 1998; Jarbrink et al. 2001). In others, there is
no proper description of the housing settings under
evaluation, thus disallowing comparisons to be made to
findings from other settings (Segal and Holschuh 1991;
Goering et al. 1992; Segal et al. 1997; Tempier et al. 1997).
Despite these methodological limitations, research in
the field has provided needed information to improve
the structure and indeed the quality of supported hous-
ing programs.

■ Outcomes

The indication from the non-randomized controlled tri-
als is that supported housing schemes can have benefi-
cial effects (Goering et al. 1992; McCarthy and Nelson
1993; Nelson et al. 1997) with moderate to high satisfac-
tion levels being reported by most clients (Elliot et al.
1990; Middleboe et al. 1998; Kaiser et al. 2001). Formal
studies with matched controls are rare, but one of the
largest studies comparing various placements in the
community with ongoing hospital care is by the Team
for Psychiatric Services (TAPS) in the UK (O’Driscoll
and Leff 1993; Leff et al. 1996; Leff 1997; Leff and Trie-
man 2000). In the TAPS, over 700 formerly long-term
hospitalized patients were followed and comparisons
with controls at the 5-year follow-up showed stability in
psychiatric symptoms with negative symptoms reduced
considerably. Physical health remained stable, with sig-
nificant improvements in social behavior and domestic
and life skills; social networks increased (albeit margin-
ally) and patients grew to enjoy the freedom of their en-
vironment. By year 5 only a handful wanted to return to
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hospital. Other studies have similar findings (Borge
1999; Donnelly 1996; Segal and Kotler 1993; Andrews
1990; Hoffmann et al. 2000).

Several studies underline the importance attached to
independent living (Tanzman 1993; Owen et al. 1996;
Seilheimer and Doyal 1996) with less restrictive housing
and high feelings of ‘self-efficacy’ being associated with
housing satisfaction (Seilheimer and Doyal 1996). How-
ever, problems of isolation and loneliness are reported
by some residents (Goering et al. 1992). Friedrich et al.
(1999), for example, found that those who lived in a set-
ting with 24-h on-site support were less likely to com-
plain about social isolation than those who lived in sup-
ported housing with on-site visits or in an apartment/
home with no on-site staff.

Cross-sectional comparisons have also highlighted
differences in perceptions between patients and care-
givers regarding supported housing. Minsky et al. (1995)
reported that patients preferred more independent liv-
ing arrangements, while staff favored more structured
environments. Similarly, family members were reported
to be more likely to be in favor of supported housing
than patients (Holley et al. 1998; Friedrich et al. 1999).

■ Factors affecting outcomes

Although outcome assessment is clearly essential to
evaluate the success of a supported housing scheme, im-
portance should also be placed on the understanding of
the multiple factors that may exert an influence on the
quality of care and on outcomes. According to Donabe-
dian (1966) the literature on quality of residential care
may be grouped into ‘structural’ and ‘process’ elements.
The structure of a service describes ‘the setting in which
the intervention takes place and the instrumentalities of
which it is the product,’ while the process is ‘those activ-
ities triggered by any patient who enters the setting.’ So
far, there has been no comprehensive study on the ef-
fects of these elements. However, a number have ad-
dressed individual elements that may be placed within
this framework. As shown in Table 1, a familiar range of
standardized measures of symptoms and functioning
has been used. In addition, there has been considerable
interest in self-reported satisfaction, quality of life mea-
sures and some interesting special measures of organi-
zational process, e. g., the ‘Environmental Index’ (Leff
1997).

Physical and social environment

Baker and Douglas (1990) found that, even when the
effects of support services and unmet needs were con-
trolled for, living in, or moving to, poor quality or inap-
propriate housing was related to increases in maladap-
tive behavior, reductions in perceived quality of life, and
decreases in global functioning. In terms of individual
issues in the physical environment, lack of privacy is one
of the main complaints (McCarthy and Nelson 1993;

Nelson et al. 1995). It has been shown to be related to
negative effect, especially in ‘older style’ group homes
(Nelson et al. 1988). Differences between residents and
case managers with regard to assessments of the physi-
cal environment are also common. Privacy, indepen-
dence, personal choice, convenient location, and prox-
imity to mental health services have all been reported to
be significantly more important to residents in commu-
nity housing than to their case managers (Massey and
Wu 1993).

As to the influence of living with others on psycho-
logical health, the evidence is more mixed. Borge et al.
(1999) found single living no more lonely for people
than group situations. This confirms earlier work by
Goldstein and Caton (1983) who found no clinical or so-
cial differences between those living alone and those in
a group environment. However, as indicated earlier,
loneliness and isolation have been reported by others
(Friedrich et al. 1999). These differences may reflect
sample differences. Lewis and Trieman (1995) also
found higher re-admission rates from single person, in-
dependent accommodation. On the other hand, living in
close proximity with others who have a serious mental
illness may be perceived as a source of stress (Goering et
al. 1992). Nelson et al. (1997) found residents of single
supported apartments stated their relationships with
others deteriorated over time.

Staff training, case-mix, and staffing levels

There has been little systematic research to identify the
appropriate criteria for the recruitment, selection, and
management of housing support staff. Nor has much at-
tention been given to specifying what tasks should be
performed and what skills and, therefore, training are
needed for effective working. In fact, training is often
neglected, particularly among voluntary and indepen-
dent sector providers.For example,a survey of 48 homes
in London revealed that a fifth did not provide any train-
ing at all, not even for dealing with aggression and vio-
lence (Senn et al. 1997). Since studies in the USA have
shown that effective staff training can lead to better
quality of services, lower staff turnover, greater partici-
pation in social activities, and less hospital admissions
of patients (Petersen and Borland 1995; Raskin et al.
1998), it is clear that much more work needs to be done
with regard to the development of effective staff training
packages.

Numbers of staff are likely to be influential in terms
of the engagement of residents in practical and social
activities, whatever their social and psychological hand-
icaps. There is currently little information regarding the
optimal ‘fit’ between case-mix, staffing levels, and out-
comes. There are some indications in the UK that there
may be an imbalance whereby too many of the more
‘able’ people are housed in settings with high levels of
support settings (Audit Commission 1998). Shepherd et
al. (1996) also found a poor match between levels of dis-
ability and staffing levels, with the biggest differences
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between hospital and community facilities.However, the
relationship between absolute numbers of staff and
quality of care may not be simple. There is indeed evi-
dence showing that a slight understaffing may encour-
age greater levels of participation (Barker and Gump
1964; Nelson et al. 1998). It may, therefore, not be ab-
solute numbers of staff that are important, but rather
how they are organized and managed.

Staff organization

There are a number of studies on the impact of organi-
zation and management practices in housing care.Allen
et al. (1989) reported that community living, as opposed
to conventional hospital care,does not guarantee – on its
own – a supportive social environment. In this study, lo-
cation seemed less important than the staff and the way
they organize and manage the setting. A dimension of
organization and management practices that has re-
ceived particular attention is the ‘restrictiveness’ of the
environment. The less restrictive the housing regime,
the more the opportunities for normal ‘rhythms’ of life
occur and the less institutionalized is the “feel”of the ac-
commodation (McCarthy and Nelson 1991; Shepherd
1995; Leff 1997). This aspect of organizational ‘culture’
has a clear effect on subjective satisfaction and quality of
life (Shepherd et al. 1996). Culture, therefore, appears to
be dependent on the skills and attitudes of the staff and
their ability to manage the environment so that privacy
is respected and unnecessary rules and restrictions are
minimized.

Staff-resident interactions and ‘Expressed Emotion [EE]’

At the heart of these ‘cultural’ issues are the day-to-day
interactions between staff and residents. The concept of
‘Expressed Emotion’ [EE], a measure of interaction de-
veloped in the context of interactions between people
with schizophrenia and their key relatives (Anderson et
al. 1984; Leff and Vaughn 1985), has been shown to be a
predictor of symptomatic relapse. An analysis of aggre-
gate data from 25 studies linking EE and schizophrenia
showed a strong association between EE and relapse,
with high contact with a high EE relative related to in-
creased risk of relapse, the opposite true for contacts
with low EE relative(s) (Bebbington and Kuipers 1995).
This association has been reported across different cul-
tures (Bertrando et al. 1992; Martins et al. 1992;Vaughan
et al. 1992; Tanaka et al. 1995; Mottaghipour et al. 2001).

The EE concept has been applied to analyzing the in-
teractions between staff and residents in supported
housing, and a high EE staff-resident relationship was
found (Moore et al.1992a; Moore et al.1992b,Humbeeck
et al. 2001). Some reported that houses with staff who
had significantly higher levels of EE (mainly criticism)
had a higher resident discharge rate than those with staff
with low EE (Ball et al. 1992). Others argued that the
more critical the emotional climate, the poorer the qual-
ity of residents’ lives, suggesting that the quality of in-

terpersonal environment, regardless of a familial or
quasi-familial context, is the important aspect of the re-
lationship between EE and course of illness (Sorensen-
Snyder et al. 1994). As with the family studies, it seems
likely that the focus of the high EE interactions will be
difficulties for staff in coping with the ‘negative’ symp-
toms (lack of motivation, social withdrawal, etc) which
are common among the most disabled patients. The
findings of these studies open up the possibility of ap-
plying similar kinds of training programs to those that
have been used successfully with families to modify high
levels of critical, emotional interactions, with care staff
and residents. As far as the actual quality of day-to-day
staff/resident interactions, to our knowledge, only one
major study has attempted to examine this via direct ob-
servation. Shepherd et al. (1996) observed interactions
in 25 different residential care environments for people
with mental illness. This included a variety of private
and voluntary providers as well as a sample of long-stay
hospital wards. They found the number and quality of
the interactions varied considerably, but there was no
association with any particular provider type. Fewer
staff/resident interactions occurred overall in the long-
term hospital wards and a higher proportion was graded
‘negative’ or ‘neutral.’ Whether specific supervision and
training, combined with feeding back these results to
staff, could be used to improve levels of positive interac-
tions remains to be investigated.

Conclusions

There is considerable diversity of models in relation to
supported housing and inconsistent use of terminology
to describe them. This makes it difficult to compare out-
comes or processes in different schemes because of un-
certainties regarding the definition of the ‘independent
variable.’ This is a common problem facing researchers
and planners in mental health services (Burns and
Priebe 1996). Instead of further attempts to define sup-
ported housing and related terms, future research might
try to identify specific features that discriminate be-
tween different settings and contribute to outcomes.

Regarding who is served by supported housing, there
is evidence of factors that are likely to lead to inclusion
in, and exclusion from, supported housing. Predictably,
the inclusion factors center around deficits with regard
to self-care and general functional problems that may or
may not be related to underlying cognitive deficits asso-
ciated with major disorders like schizophrenia. These
findings highlight the relevance of attempts to find re-
training or compensation strategies that can help such
individuals make improvements in their functioning. At
present, the evidence for the effectiveness of such ‘cog-
nitive remediation’ strategies is weak (Priebe and Mc-
Cabe 2000); their application in the context of residen-
tial care is, therefore, some way ahead. Nevertheless, the
implication is that residents do need highly individual-
ized care plans that reflect their unique pattern of
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strengths and weaknesses if they are to function at their
optimal level. Similarly, a consideration of exclusion fac-
tors raises issues of how best to provide effective treat-
ment and manage strategies for very difficult behavioral
problems such as violence, drug abuse, and extreme an-
tisocial habits. Once again, a careful ‘single case’ ap-
proach seems an appropriate way forward.We also need
to know more about the effectiveness of specialist resi-
dential facilities designed for the care of such individu-
als based on the ‘ward-in-a-house’ model (Shepherd
1998; MacPherson and Jerrom 1999).

In terms of research designs and methodology, most
of the studies are descriptive and there are few con-
trolled evaluations and almost no random controlled
trials. Again, there are understandable reasons for this,
but in the absence of RCTs it may be helpful to under-
take large-scale surveys on structure, process, and out-
comes across a variety of housing schemes in order to
try to identify some of the key variables influencing out-
come. These large-scale studies can also investigate how
variation of costs in supported housing is associated
with outcomes and establish the cost-effectiveness of
different housing schemes. More in-depth qualitative
studies might also give further insights into key
processes. Methodologically, the use of direct observa-
tion methods, in conjunction with measuring the phys-
ical and social environment (input) and the quantity
and quality of staff-resident interactions (process), may
highlight areas for improvement.Valid standardized in-
struments to measure these already exist. For example,
staff-resident interactions and management style, two
main elements of the process of care, could be measured
using instruments such as the Quality of Interactions
Schedule (QUIS) (Dean et al. 1993) and the Hospital-
Hostel Practices Profile (HHPP) (Wykes 1982). On the
other hand, physical environment, an important input
element, could be measured using the Sheltered Care
Environment Scale (Moos and Lemke 1979).

As far as individual outcome measures are con-

cerned, the UK Government Paper setting out require-
ments for monitoring the delivery of the Mental Health
National Service Framework and the NHS Plan Mental
Health emphasized the importance of quality of life and
client satisfaction as performance indicators. It is, there-
fore, expected that the focus will be on these in future
evaluation of supported housing programs. This should
not, of course, lessen the importance of other outcomes,
whether they are service- (cost,hospital use) or non-ser-
vice-related (social networks, symptom stabilization).

Evidence from research on outcomes of supported
housing is mixed given the samples are mixed and the na-
ture of the housing is mixed.Yet it seems that functioning
can improve,social integration can be facilitated,and res-
idents are generally more satisfied.There is evidence that
most patients prefer more independent living arrange-
ments and there are certainly stresses sometimes in-
volved in too-close group-living.On the other hand,lone-
liness and lack of support can be a problem. Again, the
differences may be attributable to individual differences
and these must be taken into account when planning a
comprehensive system of housing options.

While the outcome evidence generally points to-
wards the positive impact of supported housing on res-
idents’ mental and social health, there is little informa-
tion on the factors that affect positive outcomes. Studies
have addressed the effects of structural elements such as
the physical environment, patient case-mix, and staffing
levels; however, there is hardly any evidence about the
effects of differences in clinical practice. The question is
not just what structure is most suitable for the delivery
of quality supported housing care, but also what prac-
tices and interventions undertaken in these places are
likely to lead to the most positive patient outcomes
(Priebe 2000). These should, therefore, be a priority for
future research.

Finally, as far as staff training and staff-resident in-
teractions are concerned, little is known either in terms
of the most important skills required by staff, or the ef-

Table 2 Problems raised and the way forward

Problem (issue) Solution

There are conceptual problems in defining supported housing There is a need to identify features that discriminate between different settings
and contribute to outcomes

Inclusion and exclusion factors for providing supported housing seem to exist Provision of supported housing needs to be considered on a “single case” basis

Research has been mostly cross-sectional with methodological limitations There is a need for large scale surveys that focus on structure, process,
and outcome across a variety of housing schemes to identify key variables
affecting outcomes

Interest has been on the effects of the physical environment, patient case-mix, There is a need to assess the effects of different clinical practices on outcomes
and staffing levels on outcomes

There has been little systematic research to identify the appropriate criteria There is a need to specify what tasks should be performed and what skills/
for the recruitment, selection, and management of staff training are needed for effective working

Staff-resident interaction needs to be strengthened This could be done using “Expressed Emotions” models, and measured using
direct observation methods

Outcomes indicate positive impact of supported housing on residents’ mental There is a need to investigate factors that affect positive outcomes
and social health
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fectiveness of different approaches in improving skill
levels. One specific area where there are promising in-
terventions already available is in relation to reducing
levels of ‘expressed emotion’, particularly criticism,
among carers. This awaits application in the field of res-
idential care. Such interventions might be evaluated by
examining their direct effect on the quality of staff-res-
ident interaction, as well as their effects on relapse pre-
vention.

There is much to learn in relation to supported hous-
ing programs. Housing is such a ubiquitous and obvious
need that it seems paradoxical that it has been so ne-
glected by researchers in the past. One may hope that
this deficiency will be remedied in the future. As indi-
cated, we need to know not just ‘what’ to provide, but
‘how’ to provide it in such a way that it will maximize
beneficial outcomes. This certainly represents a consid-
erable research agenda.
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