Appendix A:  
Supported Housing for People with Psychiatric Disabilities
A primary focus of this report is the impact of the size of home and community-based service settings.  As we noted in the report, the published literature concerning the impact of residence size for individuals with mental health disabilities is scarce.  That is unsurprising, as mental health systems are increasingly serving individuals in their own apartments or homes, with the services that they need to succeed there.  This arrangement, known as “supported housing,” remains in short supply and expanding its availability has become a priority for state mental health systems.  
Discussions among mental health policy makers concerning new housing typically do not revolve around what size is appropriate for residential settings.  Instead, they focus on the provision of services to enable people to live in their own apartments and homes.  
There is a robust literature describing supported housing and its effectiveness.  Given the important role that supported housing plays in advancing the community integration of individuals with psychiatric disabilities, NCD believes it is appropriate to include an appendix describing in more detail how supported housing works and the role it plays in implementing the ADA’s requirement to administer services to people with psychiatric disabilities in the most integrated setting appropriate.  
I. What is supported housing?
Supported housing enables individuals with significant psychiatric disabilities to live in their own apartments or homes, with a flexible package of services tailored to their needs.  It includes rental subsidies or other financial support to make mainstream housing affordable to participants, and the supportive services they need to succeed—such as services to help them secure and maintain housing, to restore or develop independent living skills, to obtain and keep employment, and to maintain their health.[endnoteRef:1]  These services may include, regular and intensive case management, skill-building services, supported employment, assertive community treatment, mobile crisis services, personal care services, and peer support services.[endnoteRef:2] [1:  Bazelon Center for Mental Health Law, When Opportunity Knocks:  How the Affordable Care Act Can Help States Develop Supported Housing for People with Mental Illnesses (April 2014), at 2, available at http://www.bazelon.org/portals/0/Where%20We%20Stand/Community%20Integration/Olmstead/When%20Opportunity%20Knocks.%20Bazelon%20Center%20for%20Mental%20Health%20Law.pdf.]  [2:  Id. at 9.] 

Key principles of supported housing include the following: 
· Participants receive immediate, permanent housing in their own apartments or homes, with the rights and responsibilities of tenants. The housing is not conditioned on the resident’s compliance with his or her treatment regimen; this is known as a “housing first” approach. Stable housing is a prerequisite for people with mental illnesses to be able to focus on recovery, and a powerful motivator for people to engage in treatment. 
· Supported housing residents are afforded access to a comprehensive array of services needed for them to succeed, including help learning independent living skills, help maintaining housing, help securing and maintaining employment, help coordinating medical treatment, and other services. All services are voluntary. 
· Supported housing facilitates full integration of individuals into their communities. Residents are encouraged and assisted to seek employment and/or volunteer work, strengthen their bonds with family and friends, and pursue social and recreational activities in the community.[endnoteRef:3] [3:  Bazelon Center for Mental Health Law, A Place of My Own:  How the ADA is Creating Integrated Housing Opportunities for People with Mental Illnesses (March 2014), at 7-8, available at http://www.bazelon.org/portals/0/Where%20We%20Stand/Community%20Integration/Olmstead/A%20Place%20of%20My%20Own.%20Bazelon%20Center%20for%20Mental%20Health%20Law.pdf?utm_source=4.1.4_A+Place+of+My+Own+Report+&utm_campaign=3.27.14_APlaceofMyOwn&utm_medium=email.] 

II. Supported housing works 
Supported housing for people with psychiatric disabilities has been studied since the 1970’s.  Research and experience demonstrates that it is effective.   In numerous studies, supported housing has been demonstrated to achieve better outcomes than congregate housing models or institutional settings, including reduced hospitalization and emergency room use, improvements in mental health symptoms, greater housing stability, and greater satisfaction and choice.[endnoteRef:4]  One recent literature review collected a large number of studies from 1995 to 2012, including seven randomized controlled trials, and concluded that supported housing “reduced homelessness, increased housing tenure, and decreased emergency room visits and hospitalization.”[endnoteRef:5]  An extensive literature review from 2009 found similar outcomes.  The review found “robust evidence” that supported housing with a “housing first” approach was more successful than traditional approaches in enabling people with significant illness to be stably housed and in helping individuals with serious mental illness to achieve greater independence with respect to personal and household responsibilities, greater occupational functioning, and greater satisfaction.  Costs of supported housing are significantly lower than the costs of other alternatives, in part due to reduced hospitalization and other service usage.[endnoteRef:6]   [4:  See, e.g., Debra J. Rog et al., Permanent Supportive Housing:  Assessing the Evidence, Psychiatric Services, vol. 65 no. 3 (March 2014); E. Sally Rogers et al., Boston University Center for Psychiatric Rehabilitation, Systematic Review of Supported Housing Literature 1993-2008 (2009), available at http://www.bu.edu/drrk/research-syntheses/psychiatric-disabilities/supported-housing/.]  [5:  Debra J. Rog et al., Permanent Supportive Housing:  Assessing the Evidence, supra note 4.]  [6:  E. Sally Rogers et al., Systematic Review of Supported Housing Literature 1993-2008, supra note 4.] 

Moreover, as noted by the Substance Abuse and Mental Health Services Administration (SAMHSA), studies of consumer preferences have consistently demonstrated that:
· Mental health consumers strongly prefer normal housing over congregate residential services; and 

· People want to live alone or with someone of their choice, rather than in a group of people who have psychiatric disabilities.[endnoteRef:7]  [7:  Substance Abuse and Mental Health Services Administration, Permanent Supportive Housing: Evaluating Your Program. HHS Pub. No. SMA-10-4509, Rockville, MD: Center for Mental Health Services, Substance Abuse and Mental Health Services Administration, U.S. Department of Health and Human Services, at 6 (2010), available at http://store.samhsa.gov/shin/content//SMA10-4510/SMA10-4510-05-EvaluatingYourProgram-PSH.pdf.  See also Ann O’Hara, Housing for People with Mental Illness:  Update of a Report to the President’s New Freedom Commission, 58 Psychiatric Services 907, 909 (July 2007) (studies consistently show that people with psychiatric disabilities prefer to live in their own apartments rather than in congregate setting).] 

Honoring individuals’ housing preferences leads not only to greater satisfaction, but also to increased residential stability.[endnoteRef:8]  [8:  SAMHSA, Permanent Supportive Housing:  Evaluating Your Program, supra note 7, at 6 (citing other sources).  See also Debra Srebnick et al., Housing choice and community success for individuals with serious and persistent mental illness, Community Mental Health Journal, vol. 31, no. 2, 139 (Apr. 1995) (housing choice positively related to housing satisfaction, residential stability, and psychological well-being).] 

III. How is supported housing financed?
States can use Medicaid dollars to finance the supportive services provided to tenants in supported housing.  States receive substantial federal reimbursement – typically 50% or more – for services provided through the Medicaid program.  
The supportive services provided are typically covered as rehabilitative services, under Medicaid’s Rehabilitation Option, or as case management services.  
In addition, although the Medicaid program cannot be used to fund rental subsidies, states can use Medicaid funds for security deposits needed to secure a lease, service set-up fees or utility deposits, and essential furnishings and moving expenses  under certain Medicaid options, including the Medicaid “home and community-based services state plan option” (known as the “Section 1915(i) option”) .[endnoteRef:9]   [9:  42 U.S.C. § 1396n(i) (all services covered under Section 1915(c) home and community-based services waivers may be covered under the Section 1915(i) option); CMS, Application for a § 1915(c) Home and Community-Based Waiver: Instructions, Technical Guide and Review Criteria (Jan. 2008), at 166, available at http://www.medicaid.gov/medicaid-chip-program-information/by-topics/waivers/downloads/technical-guidance.pdf.] 

Rental subsidies can be provided through the Section 8 Housing Choice Voucher program, the Section 811 program (newly modified to provide housing in buildings with no more than 25% of units occupied by people with disabilities), or other federal programs that make mainstream housing affordable.  Many states use state-funded “bridge subsidy” programs to pay for rental subsidies while helping recipients apply for federal housing subsidies.  Individuals can transition off of state-funded rental subsidies when federal housing subsidies become available.  Importantly, as states downsize institutional capacity, they can redirect state dollars used to fund institutional care to fund supported housing instead. 
In states that have adopted the Affordable Care Act’s Medicaid expansion, the federal funding is available for supportive services to individuals who are newly covered under the Medicaid expansion is particularly generous.   People with “serious mental illness” in the expansion population have the option to receive traditional Medicaid services (often more expansive than the services covered for the expansion group).[endnoteRef:10]  When states use the Medicaid program to provide traditional Medicaid services to this group, including the supportive services described above, the federal government  pays an for  90 to 100% of the cost (the enhanced matching rate).  Thus when states provide a robust array of community services to support newly covered individuals with psychiatric disabilities in supported housing, the federal government will pay nearly the entire cost.    [10:  78 Federal Register 42160, 4229-34 (July 15, 2013), available at http://www.gpo.gov/fdsys/pkg/FR-2013-07-15/pdf/2013-16271.pdf.] 

IV.	Supported housing is critical to implementing the ADA’s “most integrated setting” requirement for people with psychiatric disabilities 
The ADA’s integration mandate requires that states “administer services to people with disabilities in the most integrated setting appropriate to their needs.”[endnoteRef:11] (emphasis added).  The Justice Department, charged with enforcing this mandate, has described the “most integrated setting” as the setting that best enables individuals with disabilities to live like people without disabilities.[endnoteRef:12]   [11:  42 U.S.C. § 12132, 28 C.F.R. § 35.130(d).]  [12:  See Statement of the Department of Justice on Enforcement of the Integration Mandate of Title II of the Americans with Disabilities Act and Olmstead v. L.C., and Questions and Answers on the ADA’s Integration Mandate and Olmstead Enforcement, Question 1, http://www.ada.gov/olmstead/q&a_olmstead.pdf.  ] 

Scattered-site supported housing has been the primary focus of efforts to implement the integration mandate and the Olmstead decision for people with psychiatric disabilities.  It has been repeatedly recognized by federal agencies and by Olmstead settlements as offering the most integrated setting appropriate for people with significant psychiatric disabilities.
The Justice Department’s guidance on the integration mandate identifies scattered-site supported housing with supportive services as an integrated setting. It describes as segregated settings:  “(1) congregate settings populated exclusively or primarily with individuals with disabilities; (2) congregate settings characterized by regimentation in daily activities, lack of privacy or autonomy, policies limiting visitors, or limits on individuals’ ability to engage freely in community activities and to manage their own activities of daily living; or (3) settings that provide for daytime activities primarily with other individuals with disabilities.”[endnoteRef:13]  Similarly, the guidance issued by the U.S. Department of Housing and Urban Development (HUD) on Olmstead and the integration mandate lists as examples of integrated settings:  “scattered-site apartments providing permanent supportive housing, tenant-based rental assistance that enables individuals with disabilities to lease housing in integrated developments, and apartments for individuals with various disabilities scattered throughout public and multifamily housing developments.”[endnoteRef:14] [13:  Id. ]  [14:  Statement of the Department of Housing and Urban Development on the Role of Housing in Accomplishing the Goals of Olmstead, at 6, http://portal.hud.gov/hudportal/documents/huddoc?id=OlmsteadGuidnc060413.pdf.  ] 

SAMHSA’s evidence-based toolkit on permanent supportive housing identifies as an important measure of community integration whether “tenants live in housing units typical of the community” and their units are not “clustered with housing units occupied by people with disabilities.”[endnoteRef:15]  This measure is based on the requirements of the ADA and Olmstead, and on strong consumer preference for mainstream housing.  As SAMSHA has noted: [15:  SAMHSA, Permanent Supportive Housing:  Evaluating Your Program, supra note 7, at 29 (Indicator 4.1, Community Integration).] 

Consumer preference studies show that consumers strongly prefer normal housing and supports over a congregate residential services approach, and they want to live alone or with someone of their choice, rather than with groups of people who have psychiatric disabilities. . . . Also, the Olmstead Supreme Court decision interprets the ADA’s anti-discrimination provision to require providing services in the “most integrated setting.”

Olmstead settlements entered into by states and the Justice Department or private litigants addressing the segregation of people with psychiatric disabilities have recognized that scattered-site supported housing is the most integrated setting appropriate for these individuals.[endnoteRef:16]  Some of the settlements specify that supported housing can be denied only in very limited circumstances.  In the 2014 settlement entered by New York, the United States, and a class of adult home residents with psychiatric disabilities, for example, adult home residents are considered eligible for supported housing unless they (a) have significant dementia, (b) would be a danger to self or others in supported housing, even if receiving needed services, (c) need skilled nursing care that cannot be provided outside of a nursing home or hospital, or (d) need services that are not available through any publicly or privately financed program.[endnoteRef:17] A 2010 settlement between Illinois officials and a class of residents of “institutions for mental diseases” similarly provides that permanent supportive housing is considered the most integrated setting appropriate for class members except those who (a) have “severe dementia or other severe cognitive impairments requiring such a high level of staffing to assist with activities of daily living or self-care management that they cannot effectively be served in supportive housing,” (b) have “medical needs requiring a high level of skilled nursing care that may not safely be provided in supportive housing,” or (c) “present an imminent danger to themselves or others.”[endnoteRef:18] [16:  See, e.g., O’Toole v. Cuomo, United States v. New York (state will develop at least 2000 units of scattered-site supported housing for adult home residents with serious mental illness, and as many as needed to afford all residents with serious mental illnesses the opportunity to live in supported housing if they are qualified for it and want it); United States v. New Hampshire, Amanda D. v. Hassan (state will develop more than 600 units of scattered-site supported housing for residents of a state psychiatric hospital and state nursing home for individuals with serious mental illnesses, as well as individuals who, within the last two years, have been admitted multiple times to New Hampshire Hospital, have used crisis or emergency services for mental health reasons, have had criminal justice involvement as a result of a mental illness, or have been unable to access needed community services); United States v. North Carolina (state will develop 3000 units of scattered-site supported housing for individuals with serious mental illnesses who reside in, or are at risk of admission to, large adult care homes); United States v. Delaware (state will develop 650 units of scattered-site supported housing for individuals with serious and persistent mental illnesses served in, or at risk of admission to, Delaware Psychiatric Center or private psychiatric hospitals that are paid for with state funds); United States v. Georgia (state will develop approximately 9000 supported housing units for state psychiatric hospital residents who are qualified for and want it); Williams v. Rauner (Illinois will develop 646 units of scattered-site supported housing for IMD residents over the first two years, and then a sufficient amount of additional units to ensure that all IMD residents with mental illnesses who are qualified for supported housing and want it have the opportunity to transition to supported housing).  All except the last are available at http://www.ada.gov/olmstead/olmstead_docs_list.htm#Settlements.  The Williams consent decree is available at http://www.bazelon.org/LinkClick.aspx?fileticket=FCDIyZfA5jk%3d&tabid=195.]  [17:  Settlement Agreement in O’Toole v. Cuomo, United States v. New York, Nos. 13-CV-4165, 13-CV-4156, at F.5.  ]  [18:  Consent Decree in Williams v. Rauner, No. 05 C 4673, at par. 9, available at http://www.bazelon.org/LinkClick.aspx?fileticket=FCDIyZfA5jk%3d&tabid=195.] 

Not only is supported housing an extremely effective intervention that has been shown to promote better mental health and life outcomes than other housing alternatives; it is the lynchpin for effective implementation of the integration mandate for individuals with psychiatric disabilities.
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