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Objective: The study examined the effectiveness of the Community Re-En-
try Program, a brief, time-limited skills training module designed to help
acutely ill inpatients hecome engaged in community-hased treatment pro-
grams. Methods: Of 84 consecutive admissions to a chronic psychotic disor-
ders unit, 44 completed assessments and attended the Community Re-Entry
Program. The program consists of 16 daily small-group therapy sessions that
engage the patient in efforts to define discharge readiness, identify symp-
toms and medication effects, and assist with discharge planning. Skill levels
and positive and negative symptoms were assessed on admission and on com-
pletion of training, and a subsample of patients received two-week postdis-
charge follow-up assessments. Results: From admission to discharge, positive
symptoms diminished substantially, negative symptoms diminished to a less-
er but statistically significant degree, and skill levels increased significantly.
Posttraining skill level was predicted by pretraining skill level and level of
participation in the skills training module. Patients’ symptom levels did not
predict participation in the program or skill acquisition. Skill level at dis-
charge was also more predictive of two-week postdischarge community ad-
justment than were symptom levels. Conclusions: Although further con-
trolled studies are required to fully establish the efficacy of the Community
Re-Entry Program, these data suggest that brief, focused skills training may
play an important role in augmenting optimal pharmacotherapy for hospi-
talized patients with chronic psychotic disorders. (Psychiatric Services
47:1099-1103, 1996)
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variety of factors have led to
Adramatic reductions in inpa-

tient hospitalization and an in-
creased emphasis on community-
based treatment of persons with
schizophrenia (1). Those factors in-
clude more effective treatiments, in-
creased awareness of individual pa-
tients’ needs, managed care, and cut-
hacks in Medicare and Medicaid pro-
grams. Although inpatient treatment
of schizophrenia is still necessary,
there is now a strong emphasis on
minimizing npatient stays and using
hospitalization to manage the most
severe symptom exacerbations or be-
havioral disturbances. Shorter inpa-
tient stays allow for less disruption in
patients’ rehabilitation programs,
which arc most effective when com-
munity based {2,3).

To be most cost-efficient, the inpa-
tient treatment team should focus not
only on treating acute exacerbations
hut also on dealing with the underly-
ing causes of relapse and rehospital-
ization. For example, a substantial
number of patients become psychotic
because of poor adherence to medica-
tion regimens rather than medication
refractoriness (4-7). In addition,
many patients are admitted to hospi-
tals not because of psychotic symp-
toms per se, but because of an inabil-
ity to obtain or use the resources nec-
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Table 1

Demographic characteristics of sub-
jects who gave initial consent to par-
ticipate in the Community Re-Entry
Program (N =84)

Characteristic N
Gender
Male 43
Female 41
Race
Caucasian 60
African Amnerican 16
Hispanie 8
Marital status
Never married 76
Manried, divorced 8
Age (mean=*SD years) 33.9x9.3
Education {(mean*S$D years) 12.5+2.6
Age at illness onset (mean=*
SD years) 19.2+33
Lifetime hospitalizations
{mean+S5D) 7.9+124
Length of current hospital-
ization (mean=SD days)  69.9x47.4

essary to maintain quality of life and
effective community functioning
(7-10). A combined psychosocial-
pharmacotherapeutic approach to
hospital care that eniphasizes medica-
tion adherence and engagement in
community services should minimize
relapse and rehospitalization,
Intensive behavioral training, that
is, social skills training, is one ap-
proach that has been shown to be ef-
fective in addressing the treatment
adherence and resource management
problems of chronically ill patients
{11-17). Skills training fosters the de-
velopment of autonomous function-
ing by teaching self-awareness and
interpersonal skills. Although studies
suggest that acutely symptomatic pa-
tients can learn and apply traimed
skills such as assertion and affect
management (16,18-20), further data
are required to clarify the degree to
which skills training strategies are ef-
fective adjuncts to pharmacological
interventions for acutely ill patients.
In this report we present prelini-
nary data on a new skills training pro-
gram for patients with schizophrenia
or recurring affective disorders. The
Community Re-Entry Program,
which is targeted to hospitalized or
recently discharged patients, teaches
skills necessary for engagement with
aftercare services (21). The goals of
the program, which is standardized
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throngh usc of a manual, are to facili-
tate rapid discharge from the hospital
and to minimize the risk of relapse.

This skills training program is the
newest module developed by clinical
researchers at the University of Cali-
fornia, Los Angeles (UCLA), Center
for Schizophrenia and Psychiatric Re-
habilitation and the University of
North Carolina at Wilmington. As a
prelude to a controlled study of the
effectiveness of the Community Re-
Entry Program, we nsed a naturalistic
design to obtain preliminary data on
degree of participation in the pro-
gram, skill acquisition, and postdis-
charge adjustment among a cohort of
acutely ill patients.

Methods

Patients

The study was conducted on a 25-bed
inpatient unit for patients with refrac-
tory chronic psychotic disorders.
Subjects were recruited from consec-
utive admissions over a ten-month
period in 1994-1995. Table 1 summa-
rizes the demographic characteristics
of the 84 subjects who gave initial
consent. Diagnoses were obtained
from the clinical record. Fifty-five
percent of the subjects had DSM-1V
diagnoses of chronic schizophrenia,
25 percent had schizoaffective disor-
der, 15 percent had affective disorder
with psychotic features, and 5 per-
cent had psychotic disorders not oth-
erwise specitied.

The Community Re-Entry Program
Subjects were asked to participate in
the Community Re-Entry Program
(21), which was described as a small
group therapy program that aimed at
helping patients become more active
in their discharge and aftercare plan-
ning. The training program teaches
skills necessary for symptom identifi-
cation, medication management, and
collaborative treatment planning.
Program materials include a trainer’s
manual, videotapes, and workhooks
for patients. The manual outlines
strategies for instruction, modeling,
role play, and homework techniques
that are used in 16 instruction ses-
sions. Table 2 lists the topics covered
in each of the 16 sessions.

Before beginning the project, eight
staff members participated in an

Table 2
Topics covered in the 16 sessions of
the Community Re-Entry Program

Session  Topic

1 [ntroduction
2 Sywmptoms of disabling imental
disorders
3 Determining discharge readi-
ness
4 Community re-entry planning
5 Connecting with the community
6 Coping with stress in the
community
7 Planning a daily schedule
8 Making and keeping appoint-
ments
9 How medications work to pre-
vent relapse
10 Evalnating the cficets of med-
ication
11 Solving medication problems
12 Solving medication side effect
problems
13 TIdentifying warning signs of
relapsc
14 Keeping track of warning signs
15 Developing an emergency plan
16 Bringing vour ecmergeney plan

to the community

eight-hour seminar using training
tapes produced by the UCLA group
to illustrate the learning activities and
treatment techniques in the module.
After the seminar, cach trainer ob-
served at least four groups led by an
experienced trainer and was then ob-
served leading at least two groups be-
fore being included as a trainer in the
project.

For the project, groups of four or
five patients were led by one or two
trainers, with 60-minute sessions of-
fered each weekday. Patients were
asked to begin attending the group as
soon as they had completed the pre-
training skill assessment, which is de-
scribed below, and regardless of their
sywptom or medication status, After
each session, trainers recorded atten-
dance and rated eacl patient for level
of participation on a 3-point scale
(O=none, 1=minimal, 2=uadequate).
Although all patients were strongly
encouraged to attend, there were no
specific rewards {or attendance. All
trainers followed the manual during
each session, and intennittent group
observation by senjor staft and week-
ly trainers’ meetings were used to
maintain trainer fidelity to the pro-
gram.
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Assessments

The assessment battery included
measures of positive and negative
symptoms as well as ratings of the

community reintegration skills taught

in the Community Re-Entry Pro-
gram. The battery was administered
on the patient’s adinission to the inpa-
tient unit and again at discharge.
Symptomn ratings were made by the
patients’ psychiatrists using the Scale
for the Assessment of Positive Symp-
toms (SAPS) (22} and Scale for the As-
sessment of Negative Symptoms
(SANS) (23). The clinicians participat-
ed in a training program in which
they rated patients shown in video-

tapes produced by the developers of

the SAPS and SANS. luterrater relia-
bility for the instruments’ global sulb-
scales was documented using intra-
class correlation coefficients. The co-
efficients for each of the subscales
were as follows: affective flattening,
.78; alogia, .68; avolition-apathy, .65;
anhedonia-asociality, .67; attention,
.94; hallucinations, .87; delusions, .46;
bizarre behavior, .52; and formal
thought disorder, .77.

Ratings of patients for the skills
tanght in the training module were
made using a structured interview
developed specifically for the pro-
gram that includes 29 questions and
role plays addressing each of the 16
competency arcas. Interviewers
asked questions and initiated role
plays and then recorded the patients’
responses verbatim. Scores were
based on the presence and absence of
specific behavioral or informational
respouses, with item scores summed
to create a total knowledge score that
was used in analyses. Interrater relia-
bility was tested by having a second
rater score the first ten tests; the in-
traclass correlation coefficient was
.92. Similar tests have been validated
and used in clinical studies by the
UCLA group (16,17).

To assess generalization of learned
skills, a subgroup of patients were rat-
ed for quality of postdischarge com-
munity adjustment. These data were
gathered by social workers during a
routine telephone follow-up done for
all patients two weeks after discharge.
During these phone contacts family
members, outpatient treatment pro-
viders, and community residence

staff were asked specific questions
about the patient’s community adjust-
ment and compliance with aftercare
recommendations, and responses
were recorded in 2 narrative fashion.
Members of the research team rated
these narratives, categorizing patients
as either community “adjusters” or
“nonadjusters” based on attendance
at aftercare programs and medication
compliance.

When three raters independently
rated 62 narratives about patients
who were not included in this study,
interrater agreement was good, as cv-

The Community
Re-Entry Program
represents a significant
advance in that it identifies
skill areas most relevant to
patients’circumstances
and then details
training strategies

for each area.

idenced by kappa values between .77
and .81. For this study, raters blindly
rated 33 postdischarge follow-up nar-
ratives.

Results

Program altendance

Over the ten-month study period, 84
patients gave initial consent to partic-
ipate in the study and completed the
pretraining assessments. Of this
group, 21 patients, or 25 percent, sub-
sequently failed to attend any of the
group sessions. These paticuts were
variously described by the clinical
staff as psychotically disorganized,
oppositional, extremely withdrawn,
or uninterested. Analyses comparing
results of the pretraining assessment
for attenders and nonattenders
showed that the two groups had equal
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levels of negative symptoms but that
nonattenders had a tendency toward
greater positive symptoms (t=1.77,
df=66, p<.09). The two groups
showed no differences in age, gender,
marital status, ethnicity, education, or
level of skill before training,

Of the 63 subjects who began the
program, 19 failed to complete the
posttraining assessinents for a variety
of reasons, including precipitous dis-
charge or the clinical factors noted
above, Thus a total of 44 subjects, or 52
percent of the original sample, attend-
¢d groups and completed the pre- and
posttraining assessments. The total
number of training sessions attended
by each of these subjects varied. They
attended a mean*SD of 11.6£3.9 ses-
sion, and 36 subjects attended at least
eight of the 16 sessions.

Skill acquisition
The 44 subjects showed a statistically
significant increase in total skill level
from admission to discharge (paired t
test, t=-6.64, df=43, p<.001). Be-
cause of missing data, only 31 of these
subjects were included in analyses of
symptom changes, with paired t tests
showing decreases in positive symp-
toms (t=6.13, d{=30, p<.001) and
negative symptoms (t=2.25, df=30,
p<.04} from admission to discharge.
To determine the influence of
symptoms on changes in skill level, a
stepwise regression analysis was done
with posttraining skill level as the de-
pendent variable; predictors were
pretraining skill level, average posi-
tive and negative symptom ratings at
discharge, number of sessions attend-
ed, and average participation rating,
The final model was significant (F=
6.45, df=5,36, p<.001) and account-
ed for 40 percent of the variance. The
only factors that made significant
unique contributions to posttraining
skill level were pretraining skill level
(B=.48, p<.001) and average level of
participation during the sessions (=
.28, p<.05).

Skill generalization

Two-week follow-up data on subjects’
adherence to aftercare treatment rec-
ommendations were obtained for 33
of the 44 snbjects; 11 of the follow-up
narratives were considered inade-
quate for rating. Of the 33 rated sub-
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jects, 23, or 70 percent, were classi-
fied as “adjnsters,” and ten, or 30 per-
cent, were rated as “nonadjusters.”

A logistic regression analysis was
used to test whether outcome status
was related to positive symptoms,
negative symptoms, or skill level at
discharge. By varying the order of ¢n-
try, it was possible to determine the
significance of each predictor, above
and heyond the significance of the
other two. The overall model was sig-
nilicant (likelihood ratio x%=5.24,
df=1, p<.03) and correctly classified
70 percent of the patients at the point
of follow-up. Among individual pre-
dictors, posttraining skill level made a
unique contribution to the prediction
of ontcome status (Wald test=4.41,
df=1, p<.04), with higher skill levels
predicting better community adjust-
ment. Neither symptom variable con-
tributed significantly above and be-
yond skill level.

Discussion

The data provide useful information
about the potential role of the Com-
munity Re-Entry Program on an
acute psychotic disorders inpatient
unit. Twenty-five percent of the ini-
tial cohort failed to attend any of the
skills training sessions, suggesting
that there are prerequisites for ade-
gnate patient participation. The pre-
requisites would likely address some
combination of patient-related fac-
tors, such as psychotic disorganiza-
tion or cognitive deficits, and pro-
gram-related factors, such as lack of
relevance of trained skills. Identifica-
tion of these factors will require fur-
ther exploration. We conld find no
other comparable studies that docu-
mented attendance rates in inpatient
psychosocial treatiment programs.

Of the group of patients that began
the training program, 30 percent
dropped out. Again, it is unclear what
determined dropout status, although
in addition to the patient- and pro-
gram-related factors noted above, we
must also consider factors related to
the trainers, including failure to pro-
vide sufficient positive reinforce-
ment for attendance. Although other
studies of skills training for patients
with schizophrenia have not reported
dropout rates (16,17), the dropout
rate of 30 percent that we found is
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comparable to those noted in the psy-
chotherapy research literature (24).
It is noteworthy that more than 50
percent of the targeted cohort com-
pleted assessments and training. The
inpatient population was severely ill,
and a majority of the patients had a
history of treatment noncompliance.
There were no additional reinforcers
for group attendance, although atten-
dance was encouraged and groups
were led by familiar unit staff mem-
bers in open rooms on the unit. Anec-
dotal reports from patients and staff
from aftercare programs indicated
that the patients felt the program di-
rectly addressed their greatest con-

Posttraining
skill levels were
more predictive of
short-term postdischarge
adjustment than
were positive
or negative

symptoms.

cern, which was how to get out and
stay out of the hospital. This opinion
was echoed by the staff trainers, who
felt they were helping patients in ar-
eas that were most crucial to their
short-term and long-term well-being,

The data also suggest that the
Community Re-Entry Program was
effective. Skill acquisition, as mea-
sured by improved test performance,
was related to level of participation in
the program and was independent of
symptom levels. These findings are
consistent with the literature on skills
training in outpatient programs,
which shows learning effects that are
only minimally influenced by posi-
tive and negative symptoms (11-17,
25,26). In three other studies of inpa-
tient skills training programs (18-20),
patients were taught skills including

politeness, initiating conversations,
and managing negative affects. Each
study demonstrated that acutely ill
inpatients could participate in train-
ing groups and leam social skills.
However, little attention was paid to
documenting generalization effects
in these studies.

The Community Re-Entry Program
represents a significant advance in
this area in that it identifies skill areas
most relevant to patients’ circum-
stances and then details training
strategies for each area. This type of
“task analysis” has been recommend-
ed by leading skills training theorists
as a means of addressing the major
criticism that previous studies of skills
training failed to identify the target
skills for training that were most like-
ly to have a favorable effect on the in-
dividual’s overall adjustment (27,28).

It is crucial to include measures of
generalization in any study of skills
training (14,29). In this study, post-
training skill levels were more pre-
dictive of short-term postdischarge
adjustment than were positive or
negative symptoms. Other studies
have shown that relapse and rehospi-
talization in this population are com-
monly preceded by treatment non-
compliance (4-7), and a major focus
of the Community Re-Entry Pro-
gram is to engage the patient in an af-
tercare treatment plan in a manner
that encourages follow-up and adher-
ence to medication reginiens.

If the Community Re-Entry Pro-
gram proves to be effective in these
areas, it will be one of the first psy-
chosocial treatments to have a clear
role in modern-day inpatient psychi-
atric settings. For example, the mod-
ule may be used to guide clinicians’
judgments about discharge readi-
ness. Often these decisions are made
based solely on the patient’s symp-
tom levels and medication response.
The Communtiy Re-Entry Program
outlines specific skill areas that can
be added to the list of criteria for dis-
charge readiness.

This preliminary study had several
weaknesses, the greatest being the
lack of a centrol group and the use of
assessment strategies—the skill test
and the postdischarge adjustment as-
sessments—Tfor which we have no
data on test-retest reliability, internal
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consistency, or construct validity. We
are also aware that the observed
changes in skill level may be influ-
enced by regression artifacts, and we

have attempted to compensate for

this possibility by including pretest
scores as predictors in our model. In
addition, follow-up assessment for
longer than two weeks would be nec-
essary for thorough documentation of
generalization effects in such a study.

Finally, further analyses are
plamned to document the role of spe-
cific antipsychotic medications and
ueuropsycliological deficits in deter-
mining skill acquisition in this co-
hort. Several studies snggest that
neuropsychological deficits, especial-
ly in the areas in short-term niemory
and attention, have a greater effect
than symptoms on skill acquisition in
training programs (30-32).

Conclusions

The main goal of this study was to
generate preliminary data on the ef-
fectiveness of a new skills training
program for acutely symptomatic pa-
tients. The data reported here sug-
gest that the Community Re-Entry
Program merits further testing, and
we are planning a randomized con-
trolled study. The data also suggest
that this skills training module has
the potential to play an important
role in augmenting optimal pharma-
cotherapy for hospitalized patients
with chronic psychotic disorders, in
helping to further diminish inpatient
stays, and in increasiug patients en-
gagement with community-based re-
habilitation programs. ¢
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