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My Introduction to Community Inclusion

Hennepin County (MN, U.S.) Medical Center

Story about John Study
 Think of a story about a man named John who is 38

years-old and has been diagnosed with
schizophrenia. Your story can include anything
about how John thinks, feels, or behaves. The story
should have a beginning, a middle, and an ending.
Start your story with: Once upon a time…..

John the Patient
 John was released from the hospital. John got a room at the YMCA.

Once a month he would get a phone call from his caseworker. John
would spend most of the day sitting in his room. John was afraid to go
outside as he felt people were looking at him or talking about him.
When John was in the hospital he sometimes felt the same way but not
always. At the hospital they gave him pills and there were people who
talked to him, sometimes this made him feel better. John had Dr.
appointments once a month at the clinic, sometimes he would go
sometimes he wouldn’t because he forgot. They would also give him
pills which he would take sometimes but other times he would forget
or he couldn’t find them. John thought people were breaking into his
room and stealing them. As John got lonelier and more scared he just
stayed in his room. He didn’t bathe or shave or wash his clothes. When
he did leave his room people would point and talk about him because
he was dirty and smelled. One day John went out and when people
started pointing at him he yelled at them and threatened them. They
called the police who arrested him. After a few days in jail John had a
hearing and was sent back to the hospital. This made John feel better.
He once again had people who cared about him.
Salzer, M.S., & Baron, R.C. (in press). Who is John?: Community integration as a paradigm
for transformative change in community mental health. In G. Nelson, B. Kloos, and J.
Ornelas (Eds.). Community Psychology and Community Mental Health: Towards
Transformative Change. New York: Oxford University Press.

John the Person
 John lived in his country home with his parents and three older siblings. As the

youngest child, with three older sisters, he was the center of his family’s
attention for many years and enjoyed being the focus of their lives. He was not
at all thrilled with the idea of leaving this nurturing environment to enter
school, where other children often made fun of him and teased him, but he
did! His high school years weren’t especially enjoyable (especially compared to
his beginning life experiences within his family), so he was excited about the
opportunity to begin working at the local McDonald’s after graduation. John is
not very interested in talking about the time of high school graduation until
now, saying that it has been a very difficult struggle… one in which he watched
both of his parents die of cancer within 2 years of each other, and his other
three sisters become further distant in his life. He talks briefly about receiving
a dx. of schizophrenia, the many doctors/counselors and hospitals, all of which
had different labels and treatments for the problems he kept finding himself
in… but he prefers now to focus on his new, one-room apt. that he’s just moved
to… and the fact that he is the short-order cook at the local Friendly’s (15
hrs/wk). John thinks about asking, Mary, a waitress on a date… going to his
sister’s home for a Memorial Day picnic, and saving enough money to buy a
cassette player. John is a 38 yr. old man who dreams about finding a girlfriend,
working more hours, managing his finances, seeing his sisters more, and
keeping his current apartment.
Salzer, M.S., & Baron, R.C. (in press). Who is John?: Community integration as a paradigm
for transformative change in community mental health. In G. Nelson, B. Kloos, and J.
Ornelas (Eds.). Community Psychology and Community Mental Health: Towards
Transformative Change. New York: Oxford University Press.

Emergence of Community
Integration and Inclusion
 Normalization Movement in MR/DD in Denmark (1959) –

”Create an existence for the mentally retarded as close to
normal living conditions as possible”
 Wolfensberger (1983) – “creation, support, and defense of
valued social roles for people at risk for devaluation”
 O’Brien (1981) – 5 elements: present in the community;
make choices; increase competence and decrease
dependence; increase respect for people (focus on
language); ensure participating in the community

Community Integration (U.S. Approach)
 Definition: “The opportunity to live in the community,
and be valued for one’s uniqueness and ability, like

everyone else.” (Salzer, 2006)
 U.S. Legal and Policy Grounding
 Americans with Disabilities Act (1990)

 Supreme Court Olmstead decision (1999): unnecessary

institutionalization is a form of discrimination prohibited by
the ADA
 President’s New freedom Initiative (2001)
 President’s New Freedom Commission Report (2003)
Salzer, M.S. (2006). Introduction. In M.S. Salzer (ed.), Psychiatric Rehabilitation Skills
in Practice: A CPRP Preparation and Skills Workbook. Columbia, MD.: United States
Psychiatric Rehabilitation Association.

Community Inclusion (a.k.a. Social Inclusion)
 Inclusion means actively working to bring people who

have historically been excluded to "come in”
 Not just accommodating – instead soliciting

 Inclusion principles
 Inclusion is about all of us – not just people who have
been excluded
 Inclusion is about living full lives, together
 Inclusion treasures diversity and builds community
 Inclusion is about abilities and uniqueness
http://www.inclusion.com/inclusion.html
(Marsha Forest Centre)

Inclusion as an Economic and Moral Imperative
Capabilities Approach
(Sen and Nussbaum)
 Assessing a societies state of development (economic,

social, political, ethical)
 Capabilities (what people are able to do and to be)

versus functionalism (what people do) and
utilitarianism (what people produce)

 Promoting capabilities (opportunity) is viewed as

economically and morally sound

Inclusion as a Key Component of Health: International Classification
of Functioning, Disability, and Health (ICF: WHO, 2002)
Health Condition
(Disorder or Disease)

Body Functions and
Structure

Activity
(Execution of a task
or action)

Personal Factors

Participation
(Involvement in a
social situation)

Environmental
Factors

Contextual Factors

More people in the community….
Year

1969

1984

1990

1998

2004

2011*

National 369,969 114,055 90,572 63,765 52,632 41,249
# of Individuals in State and County Hospitals at the End of
the Year (From Annual report -- Admissions and Resident
Patients, State and County Mental Hospitals, United States.
Rockville, MD: Center for Mental Health Services).
* 2011 CMHS Uniform Reporting System (URS) Output
Tables (page 9)

…but NOT OF the Community
 Housing
 Education

 Employment
 Financial

independence

 Limited social roles
 Atrophied leisure/recreation
 Limited attention to spiritual

issues
 Limited encouragement to
vote
 Limited self-determination

Modest Residential Segregation

From Metraux, Caplan, Klugman, Hadley (2007)

National Educational Survey
 520 Respondents from 357 different institutions
 193 current students
 327 former students

 79% female; 89% White

 Diagnoses: 38% bipolar; 25% major depression;
10% schizophrenia-spectrum
 73% taking psychiatric medications while at

college
(Salzer et al., 2008, Psychiatric Services; Salzer, 2012, Journal of American College Health)

College Students with Mental Illnesses
 Less engaged on campus

compared to their peers
 Use campus facilities

less
 Involved in fewer clubs
and organizations

 Less satisfied with their

college experiences
compared to their peers
 Less satisfied with

relationships with other
students
 Less satisfied with their
relationship with faculty
 Less satisfied with their
relationships with
administration
 Less satisfied overall

(Salzer, 2012, Journal of American College Health)

SMI Associated with Greater Custody Loss
(Park, Solomon, Mandell, 2006)
Group

SMI

Any Child Welfare
Contact
14.6%

Out-of-home
placement
8.0%

Other MI

10.8%

3.8%

No MI

4.2%

1.6%

 Mothers with SMI 2.8 times more likely to experience

out-of-home-placement than those without a MI
4,827 Philadelphia mothers eligible for
Medicaid (7.2% had a SMI; 4.4% other MI)

Would Participate
 Good place to live, work (70% want to work), and
intimate relationships are top 3 things people
want
 80% report being extremely or very
religious/spiritual (Corrigan et al., 2003; Salzer,
2005)
 50% voted in 2004 election (Salzer, 2005)
 50% have access to computers and the Internet
and have attitudes comparable to the general
population (Salzer et al., 2003)
 Parenting data (Nicholson, 2004)

Participation Data from a Philadelphia Community
Mental Health Sample (Salzer et al., under review)

Overall (N=119)
Mean ± SD

Days of Participation
Use public transportation
Go to run errands
Go shopping at grocery store
Entertain family or friends in your home or visit family or friends
Go to a restaurant or coffee shop
Go to a 12-step group for mental health issues
Participate in volunteer activities
Go to a park or recreation center
Go to a 12-step group for substance use problems
Work for pay
Go to a church, synagogue, or place of worship
Go to a library
Go to a gym
Get together in the community or attend an event with family or friends
Go to a social group in the community
Go to watch a sports event
Go to a barber shop, beauty salon, nail salon, spa
Go to school to earn a degree or certificate
Go to a community fair, community event or activity
Go to another type of support group
Go to a theater of cultural event
Take a class for leisure or life skills
Go to a consumer-run organization
Go to a zoo, botanical garden, or museum
Go to a movie
Go to or participate in civic or political activities or organizations

14.85 ± 10.75
7.02 ± 7.64
6.95 ± 6.8
4.78 ± 6.96
4.6 ± 6.95
4.57 ± 8.31
3.72 ± 7.35
3.66 ± 6.25
3.38 ± 7.21
3.1 ± 6.75
2.4 ± 5.29
1.96 ± 4.78
1.81 ± 4.56
1.5 ± 2.55
1.31 ± 4.19
1.26 ± 3.71
1.1 ± 1.5
1.09 ± 4.22
1.09 ± 2.52
0.93 ± 2.91
0.91 ± 2.42
0.85 ± 3.39
0.81 ± 3.23
0.62 ± 2.5
0.51 ± 1.48
0.47 ± 2.28

People are Not Participating As Much as they
Would Like to Participate (Salzer et al., under
review)
Go shopping at grocery store?
Go to a restaurant of coffee shop?
Go to a church, synagogue, or place of worship?
Go to a movie?
Go to a park or recreation center?
Go to a theater of cultural event?
Go to a zoo, botanical garden, or museum?
Go to run errands?
Go to a library?
Go to watch a sports event?
Go to a gym?
Go to a barber shop, beauty salon, nail salon, spa?
Use public transportation?
Go to a 12-step grp for mental health issues?
Go to a 12-step grp for substance use problems?
Go to another type of support group?
Go to a consumer-run organization?
Go to a social group in the community?
Work for pay?
Go to school to earn a degree or certificate?
Take a class for leisure or life skills?
Participate in volunteer activities?
Get together in the community or attend an event with family or
friends?
Entertain family or friends in your home or visit family or friends?
Go to a community fair, community event or activity?
Go to or participate in civic or political activities or organizations?

Importance
Yes

Sufficiency
Less than you
want
N
%
32
28
38
47
53
59
47
70
40
48
46
69
43
72
19
18
46
58
41
63
56
66
44
48
20
18
28
36
15
31
16
37
30
60
38
64
54
65
51
68
38
64
34
42

N
114
81
90
67
84
68
60
105
80
65
85
91
109
78
48
43
50
59
83
75
59
81

%
96
68
78
56
72
58
52
88
67
55
71
76
92
66
40
36
42
50
71
63
50
68

85

72

41

48

95
72
53

81
61
45

50
41
36

53
57
69

Could Participate
 Participation-oriented supports initiatives have

been found to be effective
 Supported housing
 Supported employment
 Supported education

 Consumer/peer-delivered supports

Should Participate
Employment
(out of 9
studies)

Provides structure, opportunity for socialization
and meaningful activity, increase self-esteem and
personal mastery, help cope with symptoms

Van Dongen, C.J.
(1996). – Diverse
population

Higher quality of life, higher overall self-rated
quality of life, more internal locus of control, and a
better global functioning.

Eklund et al. (2001)
– Persons
diagnosed with
schizophrenia

“..work contributes to the recovery process by
providing meaning in one’s life...”

Provencher et al.,
(2002) – Psychiatric
disabilities

“…competitive work group showed higher rates of
improvement of symptoms; in satisfaction with
vocational services, leisure, and finances; and in
self-esteem than did participants in a combined
minimal work-no work group.”

Bond et al. (2001) –
Diverse population

Formerly unemployed psychiatric patients who
obtained competitive employment while
participating in a vocational program tended to
have lower symptoms, better overall functioning,
higher self-esteem

Mueser et al. (1997)
– Diverse population

Should Participate

Education

Friendships
and marital
relationships

significant increase in competitive employment;
significant decrease in hospitalizations

Unger (1991) - young
adults with long-term
mental illnesses

Significant increase in self-esteem

Cook (1993) – Severe
mental illness

Achieve life goals, self-esteem, empowerment,
meaning in life

Mowbray et al. (2002) –
Diverse populations

Friendships -- Enhanced quality of life, and
ability to cope with life stressors and
vulnerabilities

Boydell et al., (2002) –
Diverse populations

-“Social support interactions were significantly
associated with better satisfaction with social
life…while negative interactions were
associated with poorer overall life satisfaction,
satisfaction with leisure and satisfaction with
finances” (p. 415)

Yanos et al., (2001) –
“Severe mental illness”

Having a close friend and having a friend
providing help were more highly correlated with
general life satisfaction. Marital status also
associated with higher general life satisfaction

Kemmler et al., (1997) Schizophrenia

Should Participate
Parenting

-81% felt that becoming a mother was a positive
event
- advantages of having children – 1) child gives love
to mother; 2) mother provides child with a chance to
grow and develop; 3) child provides mother with a
chance for personal growth; 4) children provides
roots and immortality; 5) mother gives love to child
- how having a child changed your life – 1)
motivates mother to be responsible, grow as
person; 2) keeps mother from drugs, deviant
lifestyle; 3) child provides support
- most women mentioned positive feelings produced
by their children’s mere existence, rather than from
what the children achieved or produced
- several mothers indicated that their children were
a strong motivating force in their own recovery
- motherhood can be a resource because it
provides a connection to the social world and
implies achievement of an important adult role

Mowbray et al.,
1995) – 24
mothers with
serious mental
illnesses

**Research
shows that
having children is
associated with
decreased life
satisfaction while
they are in the
home and
Simon, 2008
data shows that
childless couples
are happier than
those with
children

Should Participate
Religion/
Spirituality

Physical
activity/
Leisure/
Recreation

“..positively associated with psychological well-being and
diminished psychiatric symptoms…,and significantly related
to recovery, social inclusion, hope, and personal
empowerment.”

Corrigan (2003)

“Religious salience was positively related to empowerment,
and religious service attendance was tied to increased use
of recovery-promoting activities.” Recommendations based
on the results: “Mental health service consumers’ reliance on
religious faith and service attendance cannot and should not
be dismissed as a symptom of their underlying
psychopathology”

Yangarber-Hicks
(2004)

“One purpose that religion plays in coping is that one’s faith
can provide a sense of meaning and purpose that affords
the individual a sense of hope for the future and a source of
comfort for the present.” (p. 121)

Bussema &
Bussema (2000)

Physical benefits (e.g., weight loss, reduced risk of
diabetes), higher quality of life and well-being, reduce
symptoms of schizophrenia

Richardson et al.
(2005)

Community Inclusion Drives Participation
and Facilitates Recovery
Community Inclusion Outcomes
Community Presence
and Participation
Community
Inclusion
(Opportunity)
Well-Being
and Recovery
Salzer, M.S. (2006). Introduction. In M.S. Salzer (ed.), Psychiatric Rehabilitation Skills
in Practice: A CPRP Preparation and Skills Workbook. Columbia, MD.: United States
Psychiatric Rehabilitation Association.

Participation Dimensions
Participation Less Like
Everyone Else

Participation More
Like Everyone Else

Institution/Agency-Based -------------Community-Based participation
Staff-directed participation----------------Person-directed participation
Separation------------------------------------------------------- Association

Paradigm Shift in Understanding of Disability
 Paradigm shift in views about causes of community

participation/”disability”
 Individual Model of Disability: “Disability” is something
inherent within an individual
 Social Model of Disability: “Disability” results from a
person-environment interaction that reduces
opportunities for people to live like everyone else


Reduce “disability” and increase opportunity by

 Interventions to increase participation should
 Making a broad-spectrum of individualized supports readily

available


Treatment and adaptive supports

 Identifying and eliminating environmental barriers

Person-Centered Care and Shared
decision-making to Self-Directed Care

Promoting Self-Determination
 Self-determination refers to “acting as

the primary causal agent in one’s life and
making choices and decisions regarding
one’s quality of life free from undue
external influence or interference”
(Wehmeyer, 1996, p.24).

Self-Directed Care Concept
 Increase participant choice, control, and flexibility in selecting

services

 Puts purchasing decisions in the hands of the participant to choose

services and goods that meet their health care needs
 Participant manages their own budget

 Non-traditional purchase categories, for example









Housing (moving expenses, security deposits)
Employment (clothing, special training, tools)
Educational expenses (tuition, books)
Alternative medicine (yoga, acupuncture)
Social activities (travel, meals)
Child care
Transportation (car repair, tokens)
Exercise (gym membership)

Self-Directed Care: Evidence With an Adult
Mental Health Population
 States who have/had SDC programs or pilots: Iowa, Florida,

Maryland, Michigan, Oregon, Pennsylvania, Tennessee
 Small evaluations suggest greater satisfaction with care among
SDC participants
 Florida SDC
 Medicaid eligible (~$1600) and non-Medicaid (~$3200) in FY 2004
 48% required to go toward “traditional” services; remainder allowed for

non-traditional services (peer support, weight watchers, yoga, gym
memberships)
 Quasi-experimental study suggests it may enhance community tenure
and participation, greater GAF scores, and lesson hospitalizations (Cook
et al., 2008)
 SDC participants use more preventive care (i.e., psychiatry and
outpatient psychotherapy) and fewer crisis services (State of Florida,
Department of Children and Families, Mental Health Program Office,
2007)

Pennsylvania-Delaware County(PADELCO) SDC Demonstration
 Magellan Health Services

 Office of Behavioral Health, Delaware County,

Pennsylvania (In coordination with PA OMHSAS)
 Temple University Collaborative on Community
Inclusion of People with Psychiatric Disabilities
 Mental Health Association of Southeastern
Pennsylvania

Acknowledgment of Erme Maula
for this modified slide

PA-DELCO SDC
 RCT funded by NIDRR
 Inclusion criteria
 Delaware County Resident
 Member of Health Choices, Magellan Behavioral Health
 Schizophrenia-spectrum (295.XX) or affective disorder
(296.XX)
 50th – 95th%-ile utilizer of services ($7,000 - ~$20,000
ambulatory services only in previous 2 years)
 No hospitalizations within the past 6 months
 120 total in study: 60 in SAU, 60 in SDC

PA-DELCO SDC Model
 CRIF Program: Consumer Recovery Investment Funds
 Develop planned budget based on previous two-year
ambulatory expenditures
 CPS Recovery coach assists in this process











Peer support plus budgeting coaching
Establishing relationship
Exploring dreams to develop goals
Reviewing past 24 month utilization with peer
Setting budget from goal activities
Requesting authorization for purchases
Authorization approved by Magellan Health Services
Purchase amount placed on Allow Card
Monthly check-ins with Recovery Coach, or as determined by
Participant
Recovery coach tracks expenditures
Acknowledgment of Erme Maula
for this modified slide
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Non-traditional goods/services that have
been purchased
 Physical health care needs that are not addressed in current medicaid

plan are the first requests
 Other recovery-oriented goods/services














Back Rent
Electric Bill
Exercise Clothes
Gym Memberships
Computer Software to write poetry
Glasses
Relocation Costs
Car Repair
Books for School
Social Activities
Lawnmower
Digital Camera and Printer
Transportation
Acknowledgment of Erme Maula
for this slide

12-Month Findings: “Do you feel like being involved in the CRIF program has
facilitated your recovery and mental health?”

 Yes, helped to make me more

independent.
 Yes, helping to get things
insurance wouldn’t normally
cover like computer & GED
classes.
 Yes. Because it contains
everything a consumer would
need to move forward. Shame
on the person who doesn’t
take part in the program.
 Yes. Very supportive and
helped me to get out the
feeling of loss and
hopelessness.
5/3/2012

 Yes, helped me to take back

control of my life.
 Yes. (CRIF staffperson name)
made me realize for the first
time that I had mental health
issues. Also, computer I
received from SDC helps with
my anxiety.
 Yes, a majority of my stress
and depression came from
not being able to provide for
my kids so when I was able to
finally, it was such a relief
 Yes; without the program I
would’ve been furniture-less

12-Month Findings: “Do you feel like being involved in the CRIF
program has facilitated your recovery and mental health?”
 Yes, I wouldn’t have help,

wouldn’t be able to do what I
need for my mental health
 Yes, they have taught me to be
more assertive when I am not
happy with services.
 Yes. I have learned to put destressing tools into action. Two
of my medications have been
lowered.
 Yes, it helped me overcome my
symptoms.

5/3/2012

 Yes. It’s helped to deal with bills
relieving stress getting where I need

to go, and helping with taking care
of my mother.
 Yes, it has helped, I was on 4
medications but now I am only
taking 2.
 Yes, I am not stuck in one set modewhen they visit or when I go there. I
people to talk to that will give me
their view points on what I am
dealing with.
 Yes, because I have choices.

“Do you feel like being involved in the CRIF program has facilitated
your recovery and mental health?”
 Yes, helped me be more

confident, don’t feel alone
anymore, don’t feel closed in, I
can go out now instead of sitting
stressing about things.
 It has helped. It makes me look
toward the things n life that
make me happy and satisfied.
 Yes; more open and socializing.
More responsible and
knowledgeable about my
triggers.
 Yes, usually I’m isolated and this
brought me out of my shell.

 Yes, allowed me to feel better

about myself than I normally do.
 Very much so; makes me get up
in the morning and enjoy the
day.
 Yes; it gives me an opportunity
to assist in the mater.
 Yes, allowed me to do the things
I need; like bus passes &
someone to talk to. Allowed me
to throw a baby shower for my
niece.

Types of Support
 Treatment/Impairment

 Adapative Supports
 Peer Support
 Natural Supports

Utilizing Mainstream Resources
 Vocational Services

 Educational institutions
 Gyms, community centers, and other

leisure/recreation settings and organizations
 Religious and spiritual organizations
 Parks
 Community groups

Common Environmental Barriers
 Negative/Incorrect Beliefs and Attitudes
 Violence
 Wouldn’t, Couldn’t, Shouldn’t

 Discrimination
 Disempowerment
 Structural barriers to participation (e.g., supports

primarily available only during the day)

 Poverty
 Transportation

Implication for community
participation, well-being, and
recovery

Modest Residential Segregation

From Metraux, Caplan, Klugman, Hadley (2007)

People Live Where Housing is Affordable

Physical/Structural Inadequacy

Serious Crime

Delinquent Crime

Drug Related Activity

Joblessness

Discuss Possibly Novel Approaches to Providing Supports and
Addressing Environmental Barriers to Facilitate Community
Inclusion

