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Objective: The housing preferences of persons with severe mental illness
living in three types of community residences were examined, as were
their perceptions of problems in these settings and the relationships be-
tween clients’ and family members’ housing preferences and percep-
tions of problems. Methods: A closed-ended questionnaire was devel-
oped to gather demographic and diagnostic data and information about
housing preferences and seven categories of service-related problems. It
was completed by clients who lived in group settings with 24-hour on-site
staff, in supported housing with on-site visits by staff, and in homes or
apartments with no on-site professional services. Questionnaires were
returned by 129 family members and 180 clients. Results: Clients who
lived in group settings were significantly more likely to be older, less ed-
ucated, unemployed, and diagnosed as having schizophrenia than clients
in other settings. Although a larger proportion of family members than
clients preferred housing with more support, for both families and
clients a statistically significant association was found between current
and preferred residence. A strong and significant correlation was found
between clients’ and family members’ perceptions of problems, which
included stress on the family and clients’ social isolation and relapse to
illness. For clients who lived independently, a significantly greater pro-
portion of both clients and families reported that social isolation was a
problem. Conclusions: Although supported housing works well for some
individuals, a continued need exists for an array of housing with varying
levels of structure. The results suggest that clients and families identify
the same problems as priorities. (Psychiatric Services 50:509–514, 1999)

in most jurisdictions. Many commu-
nities are ill equipped to meet clients’
basic needs for shelter, food, and psy-
chiatric care (1). Lack of adequate
community services has resulted in an
increase in homelessness (2), jailed
mentally ill persons (3), and severe
stress for families (4–6).

In response to the challenges of
community care, state and local men-
tal health systems are moving toward
supported housing and away from a
residential continuum of care. Accord-
ing to Nagy (7), the supported housing
approach has been used as a strategy
for “decongregating” traditional resi-
dential programs. More specifically,
the shift is toward homes, not residen-
tial treatment settings; choices, not
placement; physical and social integra-
tion, not segregated and congregate
grouping by disability; and individual-
ized flexible services and support, not
standardized levels of service (8). This
approach has been influenced by re-
cent studies of consumers’ prefer-
ences in the areas of housing and sup-
port, which show that a majority of
consumers of mental health services
prefer to live in their own apartment
or home and not in residential mental
health programs or facilities (9).

Because of national and state policy
shifts toward supported housing, this
approach has been replicated through-
out the United States (7). However,
some family members and profession-
als have expressed concern that those
who are the most ill require a greater
level of support and structure than in-
dependent living provides (10,11).
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As a result of deinstitutionaliza-
tion, treatment of persons
with severe mental illness has

been shifted from hospitals to com-
munity-based systems of care. How-

ever, the comprehensive array of ser-
vices and housing needed to help
those with severe mental illness func-
tion at an optimal level within the
community has not been developed
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Lamb (12,13) describes structure as
the missing ingredient in community
care and states that no need is more
important or varies more widely than
the degree of structure clients re-
ceive in their living situation. Struc-
ture is provided by maintaining a high
staff-to-patient ratio and by staff’s
dispensing medications and offering
therapeutic activities throughout the
day. Belcher and DeForge (14) point
out that one of the most glaring prob-
lems arising as a result of dismantling
the state hospitals is that people who
need structured care are often with-
out a place to receive treatment.

Dewees and associates (15) exam-
ined the level of community integra-
tion achieved by patients discharged
from the state hospital into the com-
munity in compliance with a regional-
ization policy in Vermont. Integration
and normalization did not occur for
most clients, although they were the
goals of the policy. Instead isolation,
separation, stigma-related loneliness,
and pervasive hard times were the
dominant themes. The authors con-
cluded that this particular population
has greater need for supports afford-
ed by supervised housing.

Few studies have examined the re-
lationship between the problems
clients experience and the amount of
support or structure within settings,
particularly since the advent of sup-
ported housing. An exception is a
study by Lehman and associates (16)
that explored differences in quality-
of-life outcomes for persons with se-
vere mental illness in four residential
settings: a state hospital, large resi-
dential facilities, small group homes,
and supervised apartments.

Although family members are pri-
mary caretakers for many severely
mentally ill clients and often suffer
from unending stress in that role,
their viewpoints on housing have
rarely been sought. The few studies
that have examined family perspec-
tives have demonstrated that families
are about equally divided in their
preferences for independent living
and group settings (17,18). When
client and family perspectives on
housing issues have been compared,
family members often prefer congre-
gate living situations and more staff
support than consumers want (19). 

Because development of adequate
housing is a major policy issue, know-
ing the preferences of both clients
and family members is important in
order to develop a housing strategy
that works (19). Furthermore, the
well-being of persons with severe
mental illness in different community
settings remains poorly understood.
Assessing the impact of varying levels
of structure on functioning of the
client and the family is essential in
planning community care.

The purpose of this study, which
used a cross-sectional survey design,
was to examine the housing prefer-
ences and current problems of per-
sons with severe mental illness living
in three types of community resi-
dences: group settings with 24-hour
on-site staff, supported housing with
on-site staff visits, and apartments or
homes with no professional services
within the residence. Family mem-
bers’ housing preferences and the re-
lationships between clients’ and fami-
ly members’ perceptions of housing
needs and problems within these set-
tings were also investigated.

Methods
Instrument
A closed-ended questionnaire, devel-
oped by the authors, was used to
gather data concerning demographic
and illness characteristics, housing
preferences, and service-related prob-
lems. Problems were assessed with a
30-item checklist; clients and families
were asked to identify problems expe-
rienced in the current living arrange-
ment by checking yes if the item was
a problem or no if it was not. Seven
problem areas were assessed: inter-
personal concerns, treatment issues,
problems with daily living, finance
and work issues, neglect of general
health, problems associated with the
physical setting, and safety. 

Extensive pilot testing of the instru-
ment was conducted with family
members and clients in hospital and
community settings before the study
began. Two formats of the question-
naire were used in the study. A self-
administered form was completed by
288 clients and family members, and
an interview format was completed
by 21 clients who needed more assis-
tance in answering questions.

Subjects
Family members and clients were con-
tacted at one of four sites or groups in
Johnson County, Iowa. They included
inpatient psychiatry units of the Uni-
versity of Iowa Hospitals and Clinics, a
supported-housing program, a resi-
dential care facility, and the local chap-
ter of the National Alliance for the
Mentally Ill. Clients were adults who
had been diagnosed as having a major
mental disorder. Those with a single
diagnosis of alcoholism or substance
abuse were excluded. Family mem-
bers included parents, siblings, chil-
dren, and spouses of the ill person.

The supported-housing program for
the mentally ill had 70 clients, and
staffing was provided primarily by
counselors with degrees in a variety of
social sciences. The residential care fa-
cility had a population of 89 persons, 63
of whom had a severe mental illness.
This facility was staffed by a part-time
psychiatrist, nurses, social workers,
recreational staff, aides, and orderlies.

The study was carried out from De-
cember 1993 through May 1994. All
clients who met study criteria at all
four sites were asked to participate.
Questionnaires and cover letters were
sent to family members and clients on
the mailing list of the local Alliance
for the Mentally Ill. Included in each
packet was an additional question-
naire for a family member or client
who was not on the mailing list. In
other settings, clients were invited to
participate in the study by either the
staff or the study investigators. 

Staff members were trained by in-
vestigators to conduct the survey in
the same systematic manner. Client
questionnaires requested the name of
a family member to contact, and
questionnaires were mailed by the in-
vestigators to all family members
whose names were provided.

A total of 309 questionnaires were
returned. The overall response rate for
the study was 56 percent. Some varia-
tion in response rates was noted. The
rates were 40 percent from the sup-
ported-housing program, 53 percent
from the Alliance for the Mentally Ill,
56 percent from the residential care fa-
cility, and 76 percent from the inpa-
tient units. Diagnoses of the inpatients
who refused to participate were ana-
lyzed for a one-week period. Com-
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pared with the inpatients who partici-
pated in the study, those who refused
were more likely to have schizophrenia
(50 percent versus 23 percent); all who
refused had acute psychotic symptoms.

Twenty-three of the returned ques-
tionnaires (7 percent) were not includ-
ed in the analysis because the current
residence was not specified. The re-
maining 286 respondents included
168 clients and 118 family members.
Of this total, 79 were matched pairs—
a family member and a client. Thus
207 clients were represented in the
study either by direct participation or
by family participation.

Analysis
The 207 clients were classified into
one of three groups on the basis of
their responses about where they cur-
rently lived. The first group of 58
clients consisted of those who lived in
group settings with 24-hour on-site
support. Fifty of these 58 clients (86
percent) lived in residential care facil-
ities, and the other eight (14 percent)
lived in group homes. The second
group of 38 clients consisted of those
who lived in supported housing with
on-site staff visits. The third and
largest group of 111 clients lived in
apartments or homes with no on-site
professional services. 

Individual responses were coded
and then manually entered into a stan-
dardized computer analysis program,
SYSTAT, Version 5 (20). Demographic
variables and clinical characteristics
were analyzed using descriptive and
nonparametric statistics. Groups were
compared for independence using
Pearson chi square analysis. Associa-
tions between family members’ and
clients’ perceptions were examined us-
ing correlation analysis.

Results
Demographic and 
clinical characteristics
Table 1 summarizes the demographic
and clinical characteristics of the
three client groups. The mean±SD
ages of the clients in group settings,
supported housing, and those with no
on-site support, were 49.5±15.8,
40.2±11.9, and 38.9±15.5 years, re-
spectively. Clients who lived in group
settings were significantly more likely
to be older, less educated, unem-

ployed, and diagnosed as having
schizophrenia than clients in other
settings. On the other hand, those
who lived in apartments or homes
were more likely to be diagnosed as
having depression. Some clients had
more than one psychiatric diagnosis. 

The diagnostic category “other” in-
cluded a fairly even distribution of
clients with personality disorders, eat-
ing disorders, and anxiety disorders.
About half of all clients (49.5 percent,
or 100 clients) were diagnosed as hav-
ing chronic medical illnesses, with
many individuals having more than
one illness. The most common chron-
ic conditions in descending order
were arthritis, hypertension, diabetes,
and respiratory illnesses. 

Current and preferred residence
Table 2 compares current and pre-
ferred housing from clients’ and fam-
ilies’ perspectives. Most clients who
currently lived in housing with 24-
hour on-site support preferred that
type of residence. Of the clients who
lived in supported housing with on-
site staff visits, slightly more than half
also preferred that arrangement,
while a third preferred housing with
24-hour on-site staffing. The majority
of those living in housing with no on-
site staff support preferred that op-
tion. Overall, a statistically significant
association was found between cur-
rent and preferred housing. Each
group preferred their current hous-
ing situation above other choices. 

Table 1

Demographic and clinical characteristics of 207 clients with severe mental illness,
by level of support in their current residence

Supported Apartment or 
24-hour on- housing with home with no
site support on-site visits on-site staff
(N=58) (N=38) (N=111)

Characteristic1 N % N % N %

Gender
Female 25 43 18 47 44 40
Male 33 57 20 53 67 60

Marital status
Married 3 5 5 14 19 17
Never married 34 59 19 51 61 55
Divorced or separated 17 29 12 32 26 23
Widowed 4 7 1 3 5 5

Education
Grade school 7 12 3 8 2 2
High school 24 41 10 26 30 27
Some college 19 33 13 34 40 36
College graduate2 8 14 12 32 39 35

Ethnicity
White 53 95 36 97 108 99
Black 2 4 1 3 1 1
Native American 1 2 0 — 0 —

Employment
Unemployed 35 61 17 45 49 45
Competitive job2 1 2 5 13 24 22
Sheltered workshop 14 25 11 29 13 12
Volunteer or other 7 12 5 13 22 20

Psychiatric diagnosis3

Schizophrenia2 34 59 12 32 34 31
Schizoaffective disorder 4 7 7 18 14 13
Bipolar disorder 12 21 9 24 22 20
Depression 11 19 15 40 49 44
Other 14 24 9 24 37 33

Medical illness 29 52 21 55 50 46
Substance abuse 9 16 7 18 15 14

1 Data were missing for some items.
2 Significant difference (p<.05) between the groups
3 Some clients had more than one psychiatric diagnosis.
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A statistically significant association
was also found between the current
residence of clients and the setting
preferred by their families, although
families preferred the more super-
vised settings even more than clients
did. For example, on-site 24-hour
staffing was preferred by more than
90 percent of family respondents
whose ill relative lived in this setting.
In contrast, a setting with on-site 24-
hour staffing was preferred by 50 per-
cent of families whose relative lived in
supported housing with on-site staff
visits and 29 percent of families
whose relative lived in housing with-
out on-site staff support. 

Clients’ and families’
perception of problems
Table 3 compares clients’ and fami-
lies’ perceptions of problems in the
current setting. Perceptions differed
significantly between groups on eight
items, with a greater percentage of
family members consistently report-
ing problems. The problem cate-
gories in which significant differences
were noted between families’ and
clients’ perceptions included inter-
personal issues, such as stress on fam-
ily members, and financial and work-
related problems.

Although family members report-
ed a higher incidence of problems than
clients, a strong and significant corre-
lation between clients’ and families’
perceptions of problems was found
based on rank order of all 30 prob-
lems on the list (Spearman correla-
tion coefficient=.86, p<.001; Kendall
tau correlation coefficient=.70, p<
.001). The top-ranked problems from
the perspectives of both clients and
families were interpersonal prob-
lems, including stress on the family,
social isolation, the client’s lack of
community integration, the client’s
difficulty relating to others, and fam-
ily disruption; treatment issues, in-
cluding increased illness symptoms
and rehospitalization; problems with
daily living, including the client’s dif-
ficulty with routine and poor nutri-
tion; and financial and work issues,
including the client’s inability to get a
job, increased financial responsibili-
ties for the family, and money man-
agement. Neglect of physical health
was also identified as a problem by
about a third of the respondents.

Current housing and
perception of problems
Problems that were found to be signif-
icantly associated (p<.05) with the lev-

el of support at clients’ residences are
listed in Table 4. According to family
members, clients who did not live in a
structured group setting experienced
significantly more problems with nu-
trition, physical health, daily routine,
and social isolation. Clients’ responses
also indicated that social isolation and
stress from family relationships in-
creased significantly when clients lived
independently. For those who lived in
group settings, a lack of privacy, the
age range of fellow residents, and the
death of fellow residents were signifi-
cantly more stressful. 

Discussion 
Of the 162 clients who expressed their
preferences in this study, most pre-
ferred the type of housing in which
they currently lived. This finding con-
tradicts the results of most previous
studies that found that clients pre-
ferred living independently regardless
of their current residence (9). Family
members in the study reported here
preferred 24-hour on-site staff support
above other housing options for most
clients; however, if their ill relative was
already living in a group setting, they
were significantly more likely to prefer
a group setting to the other two op-
tions. This finding is supported by oth-
er studies in which families tend to
prefer a higher level of support than
clients (19).

Schizophrenia was the predominant
diagnosis among clients who currently
lived in group settings with 24-hour
on-site staff. Research indicates that
many persons with schizophrenia lack
the ability to create their own internal
structure and therefore require struc-
ture in the environment to prevent de-
compensation (13). The prevalence of
schizophrenia among residents in this
setting may be linked to the recogni-
tion by caregivers that these individu-
als need more structure and support
than independent living provides. 

Results of the study suggest that an
array of housing is needed and that
giving clients a choice means ensuring
that housing alternatives exist. The sep-
aration of staff from housing, as rec-
ommended in the supported-housing
literature (8), may be an inappropriate
arrangement for a large number of
clients, particularly those with schizo-
phrenia. The study found that a third

Table 2

Current and preferred residence of 162 clients with severe mental illness and 116
family members1

Current residence

Supported Apartment or
24-hour on- housing with home with no
site support on-site visits on-site staff

Preferred residence N % N % N %

Clients2

24-hour on-site support 28 62 10 30 7 8
Supported housing with on-site visits 9 20 17 52 22 26
Apartment or home with no on-site 

staff 8 18 6 18 55 66
Family members3

24-hour on-site support 28 93 12 50 18 29
Supported housing with on-site visits 2 7 9 38 26 42
Apartment or home with no on-site 

staff 0 — 3 12 18 29

1 The numbers represent clients and family members who answered questions about both current
and preferred residence.

2 Significant correlation between current and preferred residence (χ2=34.84, df=4, p<.001; phi co-
efficient=.548)

3 Significant correlation between current and preferred residence (χ2=59.26, df=4, p<.001; phi co-
efficient=.605)
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of the clients living in a supported-
housing arrangement without 24-hour
staff support preferred the higher lev-
el of structure afforded by a setting
with 24-hour on-site staff support. 

Although families consistently re-
ported more problems than did clients,
a strong correlation was found between
clients’ and families’ perceptions of
problems based on the rank order of all
30 problems on the checklist. Stress on
family members was the top problem
from the family members’ perspective
and the fourth-ranked problem from
the clients’ viewpoint. Families whose
ill relative lived in a setting with 24-
hour on-site support perceived fewer
problems than families whose relatives
lived in the other two settings. 

When clients live in the community,
family members are often the primary
caregivers. The family viewpoint has
rarely been sought in determining the
housing and service needs of those
with severe mental illness (10). Policy
makers should be aware of the sense of
frustration and even exhaustion that
many family members feel as they deal
with their relative’s mental illness and
should include them as ongoing partic-
ipants in decision-making groups.

Clients who lived in a setting with
24-hour on-site support, as well as
their family members, were signifi-
cantly less likely to report social isola-
tion than those who lived in the other
two settings. This finding reaffirms

Table 3

Perceptions of 168 clients with severe mental illness and 118 family members of
problems in clients’ current residential setting 

Family
members Clients

Problem1 N % N % χ2† p

Stress on family 69 62 77 46 6.64 .010
Social isolation 63 58 85 51 1.34 .247
Unable to get a job 57 54 60 37 7.93 .005
Increased symptoms of illness 56 52 82 49 .27 .601
Lack of integration into the com-

munity 53 50 57 35 6.20 .013
Family financial responsibility 54 49 57 35 5.31 .021
Rehospitalization 54 48 82 49 .05 .829
Difficulty relating to others 52 48 57 36 3.46 .063
Money management 50 46 42 26 12.45 <.001
Poor nutrition 51 44 73 44 .01 .916
Difficulty with daily routine 48 44 66 39 .58 .447 
Family disruption 41 43 36 23 11.65 .001
Depressed about housing 45 42 63 38 .44 .508
Stress on family relationships 43 40 67 41 .01 .913
Physical health neglected 42 39 55 33 .95 .330
Lack of privacy 36 34 39 24 3.44 .064
Age range of fellow residents 34 33 30 20 5.81 .016
Suicidal 32 31 55 33 .24 .624
Hygiene neglected 34 31 32 19 4.72 .030
Noncompliance 34 30 37 22 2.50 .114
Taken advantage of by others 31 30 53 32 .23 .630
Dental care neglected 30 27 50 30 .28 .599
Stigma related to setting 26 25 26 17 2.54 .111
Lack of transportation 26 24 38 23 .02 .885
Lost income 13 13 24 15 .20 .657
Problems with landlord 12 11 15 10 .21 .649
Death of fellow residents 11 11 12 8 .66 .417
Robbed 11 10 25 15 1.52 .218
Sexually abused 5 5 16 10 2.40 .121
Mugged 4 4 10 6 .74 .391

1 Some participants did not answer all the questions.
† df=1

Table 4

Relationship between level of staff support at clients’ residence and perceptions of problems by family members and clients

24-hour on- Supported housing Apartment or home
site support with on-site visits with no on-site staff

Problem N % N % N % χ2 p

Family members
Poor nutrition 7 24 11 42 33 55 7.60 .022
Physical health neglected 4 15 9 36 29 52 10.59 .005
Hygiene neglected 2 7 7 28 25 42 10.76 .005
Difficulty with daily routine 6 21 15 60 27 47 8.66 .013
Social isolation 7 27 16 62 40 71 14.62 .001
Age range of fellow residents 15 58 5 22 14 25 9.95 .007
Death of fellow residents 7 28 1 4 3 6 10.42 .005

Clients
Social isolation 14 33 20 54 51 59 8.36 .015
Lack of privacy 18 43 8 21 13 15 12.01 .002
Death of fellow residents 7 16 2 6 3 4 6.24 .044
Stress on family relationships 8 19 20 54 39 46 12.56 .002
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families’ concerns that independent
living does not solve the problem of so-
cial isolation (10). Community integra-
tion is very difficult for many clients
who are mentally ill. Pulice and associ-
ates (21) found that current regulations
for supported housing put undue pres-
sure on clients to live alone, resulting in
anxiety, return of symptoms, and even
rehospitalization. Symptoms of severe
mental illness, particularly those of
schizophrenia, often interfere with
reaching out to others and making new
friends. Furthermore, only 14 percent
of the clients in this study were mar-
ried. Being single creates a high risk for
social isolation and loneliness.

Approximately 50 percent of the
207 clients in this study had chronic
medical illnesses, and about 15 per-
cent had a substance abuse problem.
The percentage of clients with med-
ical illnesses approximates the find-
ings from other studies (22); however,
the prevalence of substance abuse is
lower than in other studies (23). 

Neglect of physical health was cited
as a problem by approximately a third
of family members and clients. Family
members whose ill relative lived in a
setting with 24-hour on-site support
were significantly less likely to report
neglect of physical health as a problem
than those with a relative in the other
two settings. Neglect of physical health
among persons with mental illness has
been well documented; the death rate
is significantly higher in the mentally ill
population than in the general popula-
tion, and the higher rate is often associ-
ated with undiagnosed and untreated
chronic medical illnesses (24).

Problems related to the physical
setting ranked relatively low; however,
they were significantly more stressful
for clients who lived in group settings.
Clients identified lack of privacy as a
problem. The wide age range of resi-
dents was particularly stressful to fam-
ily members. Housing elderly clients
with young adult clients may be inad-
visable for a variety of reasons, includ-
ing the death of elderly residents.

Although the findings are limited in
their generalizability because of the
geographic homogeneity of the par-
ticipants, the results suggest specific
changes in community residential set-
tings that might improve clients’ qual-
ity of life.

Conclusions
Although supported housing works
for many, it is not the answer for all
clients. Throughout the deinstitution-
alization and rehabilitation literature,
the phrase “return the patient to inde-
pendent living” appears frequently,
regardless of whether the goal is real-
istic or even advisable for all clients
(25). We found that persons with se-
vere mental illnesses and their family
members prefer a wide array of choic-
es in housing, ranging from 24-hour
staffed group settings to independent
living with no on-site services.

Because development of adequate
housing is a major policy issue, know-
ing the preferences and needs of a
wide range of clients and their fami-
lies is important. It is particularly im-
portant to consider the needs of
clients who are the most ill and who
are the least likely to respond to sur-
veys of consumer preferences. ♦
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