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The effectiveness of community care for people with
severe mental disorders
Katarzyna Prot-Klinger, Małgorzata Pawłowska
Summary
Background. A constant effort is observed all over the world to displace treatment from mental hospitals
and other long stay institutions to a community form of care. Community care is poorly developed in Poland. This induces surveys estimating the effectiveness of community care recently formed.
Aim. The aim was to estimate the efficacy of a new community model of treatment of patients with schizophrenia. It was expected that community care decreases hospitalizations and enables better functioning
in the environment, which in turn improves their quality of life.
Method. The study was carried out on 37 patients and 25 caregivers assessed at the referral to the community care and after one year in care. The study uses PANSS, Birchwood Scale and the Quality of Life
Scale. Polish questionnaires: Family Burden Questionnaire and Questionnaire of Burdensome Behaviour were used to measure family burden in the patients’ and their relatives’ views. The focus group was
used to evaluate treatment satisfaction. Cost assessment was made using the data form Administrative
Departure of the institution.
Results. Improvement in psychic state, contacts with family and satisfaction from life were achieved. Reduction in destructive behaviours was noted. Improvement occurred in withdrawal and undertaking social
roles. Reduction in costs occurred due to a major decrease in the length of hospitalisations.
Conclusions. Community care enables social inclusion through improving social functioning and subjective quality of life and sense of freedom. The community model is cost effective as a result of reduction of hospitalisations.
community care / cost effectiveness / schizophrenia

INTRODUCTION
It is well documented that community care is
associated with improvement of patients’ quality of life, guarantees the true respect of human
rights as well as better balance of costs and benefits. A constant effort is observed all over the
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world to displace treatment from mental hospitals and other long stay institutions to this form
of treatment [1, 2]. Large and centralized psychiatric institutions should be replaced by mental health units that are better adjusted to the patients’ needs [3, 4].
In Poland, the predominant model of health
care is hospital centred with coexisting ambulatory care. Community care is poorly developed,
community care teams are sparse and have a
marginal meaning. The main problem is the predominant model of thinking, which assumes the
importance of institutional care - hospitalisation
or long term units and eventually only joining
some of the community elements. In this context it is of crucial interest to determine the effi-
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cacy of community treatment while developing
new forms of this kind of care. The programme
of community treatment presented in the study
is relevant to the new National Programme of
Mental Health in Poland, supporting and initiating the growth of various community forms.
As a new model of treatment, the Community Mobile Team in Warsaw was founded to provide intensive community care for people suffering from psychosis in one of Warsaw’s districts.
The Community Mobile Team started its work in
2004 as a part of the Centre of Mental Health at
the Institute of Psychiatry and Neurology which
is involved in clinical research and teaching activity. Until now the Institute was mainly based
on inpatient treatment. The Community Mobile
Team is able to reach its goals mainly through
providing a continuity of care. It works on the
bases of a community model which primary indicates interventions in patients’ environment,
including family relations.
In order to describe the Community Mobile
Team region and system service, the European
Service of Mapping Schedule - brief version was
conducted [5]. There are 2 psychiatrists, 2 psychologist, 2 psychiatric nurses and 1 social assistant working in the team treating 150 patients
diagnosed with psychotic disturbance, age between 18 - 64. The Community mobile team offers home visits and individual visits in the office. The mean number of visits made by the
team during the week is 50-75, of which 36 to
50 occur in the office and 11 to 40 are take place
in the community. Community services are organized on the basis of a catchment area with
144,114 inhabitants. The area is located on 43.8
square kilometres. CMT offers crisis interventions and also provides non-acute community and out-patient care. They routinely include
home visits, assertive outreach and early interventions for psychosis. Patients are offered diagnostic procedures, both psychiatric and psychological. Treatment procedures are accessible,
both pharmacology and psychotherapy (individual, maintenance psychotherapy, psycho-education). Rehabilitation activities are offered on
a limited scale (training in social and cognitive
skills, occupational therapy workshops). There
is a possibility to participate in a support group
for patients’ families. The Community Mobile
Team assists in obtaining social benefits, along

with the co-operation of the social care services. The Community Mobile Team operates during the week from Monday to Friday in the formal hours which is a result of a small service
and lack of possibility to work in the 24 hours
system.
On account of evaluation the unit’s effectiveness, it is important to determine the goals of its
functioning. Owing to the recommendations of
NIMH, the results of schizophrenia treatment
should be evaluated in four categories: clinical,
rehabilitation, humanitarian and related to public health [6, 7]. The clinical area refers to psychopathology and treatment. The rehabilitation
area refers to social functioning and the humanitarian area refers to the quality of life. The area
related to public health concerns a wider convinced public health concern of the relation with
patient’s rights and society, assertion of freedom
as well as safeness.
It was hypothesized that the community form
of treatment reduces cost of treatment through
reduction of hospitalisations, it does not influence the symptoms in such a short period of
time, though it enables patients’ better functioning in the environment, in result improving
quality of life.
MATERIAL AND METHOD
The study group consisted of schizophrenia
patients admitted to the Community Mobile
Team and their relatives. Although the participation in the study was proposed to all family
members (30), some of them refused to take part
in it (5). The baseline evaluations were measured
in the first year after admittance to the Community Mobile Team (CMT). It is noteworthy that
only 41% of the patients were admitted after
previous discharge from the hospital. Followup questionnaires’ assessment was completed
in the second year of staying under the care of
CMT.
Social functioning was measured using the
Birchwood Social Adjustment Scale for patient
and family [8].
Quality of life was evaluated using the Quality of Life Scale [9, 10].
Family burden was assessed using two Polish
questionnaires: the Family Burden Question-
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Table 1. Quantitative measures
Assessed for eligibility
(n=56)

refused to participate (n=4)

Included in the study (n=52)

in proper filling in questionnaires
(n=4)

Patients remaining in the study
(48)
A
s
s
e

Lost to follow-up (n=11)
7 persons inaccessible
1 died
in proper filling in
questionnaires (n=3)

Analyzed (n=37)
excluded from analysis in
total (n=19)

Table 2. Psychopathology symptoms were measured
by the psychiatrist, using PANSS.
Factors
to be measured
psychopathology
symptoms

Client Relative Therapist
x

social functioning

x

quality of life

x
x

family burden
x
costs

x

Measures
PANSS
Birchwood Social
Adjustment Scale
(SAS)
Quality of Life
Scale (QLS)
Family Burden
Questionnaire
(FBQ)
Questionnaire of
Burdensome
Behaviour
administrative
data

naire (FBQ) and Questionnaire of Burdensome
Behaviour (QBB), which were filled in by close
relatives. Both tools were designed at the Institute of Psychiatry and Neurology [11]. QBB describes 14 diverse types of burdensome behaviours occurring in the family and qualified by
the family member on 3 dimensions scale (often, sometimes, never). The questionnaire’s queries refer to inactivity, contact avoidance, reali-
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zation of obscure actions, starting quarrels
or fights, destruction of objects, expression
of suicide thoughts, suicide attempts, selfmutilation, alcohol or medication abuse, hygiene neglect, behaviours not adequate with
commonly accepted norms and legal standards. The overall level of burden presented
by the patients is the sum of all questions
of the questionnaire, ranging from 0 to 28
points. FBQ includes 8 dimensions indicating the nature of family burden. The level of burden is qualified on a 3 dimension
scale (never, sometimes, often). This instrument is composed of two diverse areas indicating different causes of burden experienced. Four out of eight questions refer to
protective activities such as assistance with
maintaining hygiene and eating, handling
of official matters on behalf of the patient or
the necessity to resign from ones own matters because of the necessity to take care of
the patient . The other four dimensions refer to family’s emotional reactions on patient’ behaviours (tension, shame, sense of
danger). The overall level of burden is the
sum of each question and is ranging from 0
to 16 points. The Family Burden Questionnaire measures behaviours that are related
to long term malfunction.
Cost assessment was made using the data
from administrative departure of the Institute. The following data was included: costs
of hospitalization in the psychiatric department, day hospital, also costs of visits in the
outpatient clinic and in community care.
The SPSS programme was used to asses
the results. Student t-test was used to discover if there is a significant difference in
psychic state, quality of life, social functioning and family burden, before admittance
to the CMT and one year after.

Qualitative method
The focus group was used to evaluate treatment satisfaction. It took place in the frame of
the Mental Health Europe Project “Good Practice in the field of counteracting social exclusion
to the people with mental health problems”. Our
study was included in this project. Patients from
our study and their families took part in the fo-
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cus group. The goal of the group was to describe
the patients’ experiences using the Community
Mobile Team as well as comparing it to the other, known service in the mental health care.
RESULTS
Of the 37 patients participating in the study 24
were women. The average age was 46 for women and 39 for men. 25 caregivers participated in
the study.
During the study period there was an improvement in psychic state on the scope of global symptoms (t(36)=3.699, P<0.001), negative
symptoms (t(36)=3.058, P<0.005) and positive
symptoms (t(36)=2.281, P<0.05).
There was a significant improvement in the
quality of life on measures of relations with the
family (t(33)=-2.055, P<0.05) and how is it getting along with the family (t(33)=-3.187, P<0.005)
as well as general categories of life satisfaction
(t(33)=-2.815, P<0.01) and freedom (t(33)=-3.304,
P<0.005).
In the patients’ opinions they had observed a
significant improvement on the dimension of
“withdrawal” (t(35)=-2.282, P<0.05) and on the
dimension of “pro-social activities” (t(35)=-3.343,
P<0.005). On the caregivers’ opinion, patients improved on the dimension of “pro-social activities” as well (t(24)= -2.824, P<0.01). Both patients
and caregivers saw the positive differences in
their functioning after one year of treatment in
the Community Mobile Team, but those differences didn’t reach statistical significance.
There was a significant reduction on the Destructive Behaviour Scale (t(19)=3.142, P<0.005),
especially on the “fights” scale (t(19)=2.179,
P<0.05) and “untidiness” (t(19)=2.333, P<0.05).
There was an almost three time reduction in
the number of hospitalizations after one year of
treatment in the Community Mobile Team when
comparing to the number of hospitalisations before referral to CMT (t(36)=3.732, P<0.001) and
a significant reduction of the time spent in the
day-ward (t(36)=2.191, P<0.05).
Savings estimation was made in the frame of
direct costs. Indirect costs, like care and maintenance, are very difficult to estimate at the
present situation, since staying in the hospital does not mean throwing costs from family

to the hospital. For example eating portions are
too small in the patients opinion, which means
that bringing food by the family indicate sharing
costs of maintenance. Cost savings are a result of
reduced costs of hospitalisation, despite higher
costs of the Community Mobile Team than the
Out-patient clinic costs.
Table 3. Cost analysis 1 year before admittance to the CMT
and 1 year after admittance to CMT.
Type of care

Before CMT

Hospital
Day ward
including
time of
hospitaliOut-patient zation
clinic
excluding
time of
hospitalization
CMT
TOTAL

2030 Euro
440 Euro

After 1 year
in CMT
595 Euro
6.6 Euro

47.5 Euro
none
37.2 Euro
none
2507 Euro

365 Euro
966.6 Euro

In the calculation of costs, only direct costs
were taken into account as follows – the costs
of hospitalization and outpatient care and the
costs of hospitalization and community care.
After one year of admittance to the community
mobile team, the costs of hospitalisation amount
to 595 Euro, the costs of staying at the day-ward
amount to 6.6 Euro and the cost of the community mobile team amount to 365 Euro, if the time
of hospitalisation was also considered (therapist
visits patient in the hospital, family is participating in the support group, therapist is in contact
with other institutions in the patient’s businesses). The total annual cost amount of 966.6 Euro.
It implicates a 63% reduction of direct costs of
treatment. This reduction is related to the reduction in the number of hospitalizations.
All participants of the focus group encouraged
their support for the inclusion of a new model
of the community mobile team and to promote
and spread the examples of “good practices”.
The New Community Mobile Team was admitted to be “a very good form of help”.
The participants comparing other forms of
care with the new community mobile team stated that:
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“In out-patient clinics, where we were previously treated, the visits were once a month or
once a two months”.
“...We become a broader family. If someone is
not present at the appointment, his therapist is
making a telephone contact with him/her”.
“In the crisis situation we are able to receive
help immediately”.
“It is important that the therapist comes to our
homes. They talk with the family and with the
ill member. If someone has family problems, the
therapist helps with it”.
Participants concluded that it would be the
best if mobile teams take the place of ambulatory clinics. They spontaneously compared the
community mobile team with private care and
assumed that private care was not effective and
of high costs.
DISCUSSION
The study showed a huge reduction in the
length of hospitalisation, demonstrating the effectiveness of community work. That result is
of much significance regarding that the work
was done by a small team, without intensive, 24
hour service, during only a year, manifesting the
weakness of the system of mental health care.
This kind of treatment differs from the counselling unit, where good accessibility of ambulatory
service favours hospitalisations [12], furthermore
patients using out-patient service, are frequently
hospitalized more often [13]. This is due to the
superiority of passive counselling which results
in directing to the hospital in case of worsening,
as a dominant function of the counselling unit.
The overview of the research on the efficacy of
community treatment shows that the main effect
of the interventions made by the assertive community treatment is hospitalisation reduction.
As described in other studies, the effectiveness of a community form of treatment offered
by multi-professional teams, is associated with
a hospitalisation decrease [14, 15], although this
effect does not occur in teams not offering 24
hour service [16, 17]. In spite of this, Polish studies demonstrated hospitalisation reduction in
teams that do not offer 24 hour service [18].
Hospitalisation decrease is related with cost
reduction which corresponds with other natu-
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ralistic studies, one of these being the Mannheim
Programme [19], as well as the Friern and Claybury’ studies [20, 21]. Our, nearly 60% cost reduction, is higher than usually received in other
studies [22, 23]. That outcome difference might
be related to the early phase of team functioning
(the Howthorn effect). Such reduction achieved
in other countries is related to deinstitutionalisation, when the cost of community care is compared with cost of permanent stay in the hospital
[24, 25]. The results of more recent studies show
that the costs of community care is the same [26]
or even higher [27] than usual care.
A minority of the surveys focused on community treatment noted improvement in social
functioning, moreover in pro-social activities
[28]. This refers to less emphasis put on rehabilitation along with independence, yet focused on
direct needs satisfaction. Our study showed that
community treatment reduced social withdrawal and improved pro-social activities. This outcome doesn’t mean finding an employment in
the open labour market (only one person managed this), instead of which patients are hired
in the workshops of the occupational therapy or
came back to the function of a house wife.
There is an important outcome referring to
family burden, demonstrating that decreasing
hospitalisation doesn’t mean transferring cure
form professionals to the family. Relatives feel
less burden, especially in the field of hard and
violent patient’s behaviours as well as untidiness, which is consistent with other researches
showing a decrease in family burden caused by
intensive community interventions [29, 30].
Quality of life is a subjective variable and independent from the intensification of the psychopathology symptoms related to schizophrenia [31, 32, 33, 34]. In the EPSYLON programme
survey review, positive correlation was found
between the quality of life and positive symptoms’ increase, though a negative correlation
was noted among quality of life and depressive
syndromes. It is seen that quality of life is not
markedly influenced by treatment [35, 36]. In
our study, the change occurs in the areas of special interest of community interventions. Interventions take place at the patient’s home, include
family in the process of treatment, where one of
the main goals of treatment is improvement in
family relations. Progress in this area provides
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that goals are realized in this sphere. Patients
treated in the community team, instead of institutional care, experience more freedom, possibility of deciding about themselves which prove
the deep realization of the community treatment
idea.
It is noteworthy that the improvement
achieved in the negative and positive symptoms
stays in contradiction to results of worsening in
the negative symptoms obtained in the Verona
Study [36], especially when considered that only
41% of patients in the Polish study were admitted to the programme after hospitalisation. Our
outcome should be verified in a longer time.
Outcomes of the focus group reveal great satisfaction from treating patients, as well of the
family.
The main limitation of the study is its small
study group and short follow-up time. It implicates the need for repeated the research after longer time, since the study overviews show
that effectiveness from community treatment
grow over time [11].
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