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Clinical Practices Advisory Panel
Report on
Social and Independent Living Skills Training:
An Addendum to the Report on
Dartmouth Illness Management and Recovery

Introduction

People with a severe and persistent mental illness often have large deficits in the skills necessary to live independently in the community (Liberman & Martin, n.d.). Social and independent living skills programs are intended to help them to “perform those physical, emotional social, vocational, familial, problem-solving, and intellectual skills needed to live, learn, and work in the community with the least amount of support from agents of the helping professions” (Anthony, 1979).

The personal problems that people have every day frequently stem from their inability to express their feelings or to com​municate their interests and desires to others who are important to them. Person-to-person communication is one of the most essential of our uniquely human capacities. Each day we must satisfy our emotional, social, and biological needs by interacting effectively with other people - with our families at home, with employers and co-workers on the job, with clerks and officials in government and the marketplace, with friends and relatives at play and in social situations. When we are unable to get our feelings across to others or to meet our needs, our quality of life is diminished. When we are shut off from expressing our feelings or from having satisfying relationships with other people, we are stunted and stifled and pay the price with limited pleasures, depression, loneliness, anxiety, and psychosomatic ills.

This quote from Liberman, King, DeRisi, and McCann clearly states the importance of having command of social and independent living skills, but it is also important because it is from their 1975 book (p1.). Robert Liberman’s research group has been researching and implementing their social and independent living skills curriculum for over 30 years, and other research groups have been doing the same work for a similar amount of time. For example, William Anthony and his research group at Boston University.

There is a positive need to have social and independent living skills programs extend into the community beyond the clinic (Glynn, Marder, Liberman, et al., 2002). Though, one of the greatest challenges in the mental health system of care is helping people move from the hospital to an outpatient clinic, because of the changes in group re-identification for the people (K. T. Mueser, personal communication, November 9, 2006), but all transitions can be very disruptive. Consistency in programs across the system of care should help to make the transitions less difficult and allow the continued learning of social skills in all settings.

Learning social and independent living skills 

The learning of social skills by most people is not a conscious process (Liberman, King, DeRisi, & McCann, 1975). However, many people with a severe and persistent mental illness have never learned the social and independent living skills needed to function as an adult in the community. This is because the onset of the illness is most often in adolescence or early adulthood before the skills have been learned. There is also evidence that social functioning has been affected for years before the symptoms of the illness become apparent (Liberman, King, DeRisi, & McCann, 1975; Liberman & Martin, n.d.). In this paper, the language will reflect that the group participant is a student and the group leader is a teacher. The term training does not capture, does not describe the work the group participant has to do to learn the skills, and is at odds with the concepts of recovery. The social and independent living skills literature has often used terms related to learning and teaching from the beginning, which is what is really happening. 
The current situation in Vermont
The task of the Clinical Practices Advisory Panel (see Appendix A) is to review evidence-based practices (EBP) that may be useful in Community Rehabilitation and Treatment (CRT) Programs in Vermont, and to make recommendations to the Department of Mental Health related to the implementation and support of the EBPs reviewed.

The first EBP the Panel reviewed was Dartmouth Illness Management and Recovery (DIMR), a practice that teaches many skills clients need to be able to understand their mental illnesses and to function well in the community. The Panel made a report to the division of Mental Health in December  of 2005. The recommendations from that report are in Appendix B. The UCLA Social and Independent Living Modules (SILS) are very similar in many respects to DIMR and the SILS curriculum has been introduced at the Vermont State Hospital (VSH). 
The Panel members decided to review the SILS for two main reasons. First, continuity between the assistance received at VSH will be enhanced by continuing the same practice in the community that is being used at the VSH. The same will also be true for clients transitioning from the community to VSH. Clients will not be confused by changing terminology and class routines will be familiar. Second, the possible conflicts or redundancy with DIMR needed to be examined. 
Relationship between Dartmouth Illness Management and Recovery and UCLA Social and Independent Skills
Kim Mueser, the principal developer of DIMR, worked with Robert Liberman at UCLA, and he feels that SILS are compatible with DIMR without being redundant. DIMR was developed with a more narrow focus than SLIS with symptom, relapse and rehospitalization reduction as goals where SLIS focuses more on improvements in social and leisure functioning and not symptoms. He explained that learning social skills is a component of DIMR, but learning social skills only is not a sufficient therapy. Further, much of the material and methods are very similar between the practices but DIMR was developed to be a practice delivered in a much shorter time than SILS a few months versus typically a year or more, and for example, DIMR has motivational interviewing as a principal component and SILS start with the assumption that the person is motivated. (K. T. Mueser, personal communication, November 9, 2006).
Though the two practices may be more similar in the future, for example, a social skills module is being developed for DIMR (K. T. Mueser, personal communication, November 9, 2006). DIMR may be being developed in increments with modules that are making the practice look more like SILS. 

Coordination with the Vermont State Hospital

The focus of the treatment should be in the community with support in the hospital (W. McMains, personal communication, November 9, 2006), but people will cycle over time from peer support and/or service at a mental health center in the community to the hospital. Where they are known as peers, clients or patients but have the same needs and one of these needs is to continue to learn social and independent living skills. It has been shown that any social and independent living skills curriculum for people with a serious mental illness must be provided on a long term basis (Glynn, Marder, Liberman, et al., 2002), which means continuity in learning opportunities may be lost when transitions are made. Further, inpatient treatment for severe and persistent mental illness should be seamlessly integrated with community services (Kopelowicz, Wallace, & Zarate, 1998). To be able to maintain continuity among VSH, mental health centers, and peer support groups there will have to be a process for coordination. As Dr. Mueser noted, DIMR and SILS are compatible, but there will still be issues to work out related to the compatibility of DIMR and SLIS (personal communication, November 9, 2006).

All the SILS modules will be taught at the VSH, but the Community Reentry Module is most appropriate for everyone who will soon be discharged, because after having this module people enter after care more reliably (K. T. Mueser, personal communication, November 9, 2006). VSH can identify and keep track of the client’s goals and communicate them to the community care agency to help ease the transition (K. T. Mueser, personal communication, November 9, 2006). Each member of the system of care needs a process to communicate with the others in the system to be able to communicate a person’s goals and to coordinate the social skills curriculum.  

The main comparison in this report is between DIMR and SILS, but there are many more social and independent living skills curriculums that have been developed by noted researchers such as Social Skills Training for Schizophrenia: A Step-by-Step Guide (Bellack, Mueser, Gingerich, & Agresta, 2004), or the extensive work done at the Center for Psychiatric Rehabilitation at Boston University. Helping Older People (with SMI) Experience Success (HOPES) is being developed to integrate social skills learning and health care management for older clients at the Dartmouth Psychiatric Research Center (http://dms.dartmouth.edu/prc/aging/projects/older_smi/hopes/; K. T. Mueser, personal communication, November 9, 2006), and many other curricula have been developed at agencies.
Description of the Social and Independent Living Skills Curricula
UCLA Social and Independent Living Skills Modules 
SILS was developed from Personal Effectiveness (Liberman, King, DeRisi, & McCann, 1975) that was a more general form of SILS for use with virtually every group and person. The SILS program was designed using general learning principles common to all forms of social skills teaching and these principles are the same that are taught in schools of education (Liberman, 2006). The difference in SILS is that the teaching techniques and content of the class meetings have been tailored to the specific needs of people with a serious and persistent mental illness, most of whom are challenged by being socially isolated, unemployed, having poor personal hygiene, and being unable to manage money (Liberman & Martin, n.d.).

The topics for the modules have been selected because over many years of refinement they have been shown to be the topics that help people reach their goals and promote adaptation to the community (Liberman, 2006). The modules are: 

Medication management,
Symptom management,
Substance abuse management,
Recreation for leisure,
Basic conversation skills,
Interpersonal problem solving

Workplace fundamentals,
Community re-entry,
Involving families in services for the seriously mentally ill, and
Friendship and intimacy.
The teaching materials for SLIS have also been being developed for over 30 years, and the materials are very complete for both the student and the teacher. These include video tapes for training and class, teacher and student workbooks, and even posters to be used in class. The main point is that there is much less for the teachers to prepare, which saves large amounts of training and lesson preparation time. The completeness of the materials also helps promote fidelity to the curriculum and allows for easily having a substitute teacher step in when necessary.

To be able to participate in and derive benefits from social skills training the individuals have to be fairly well stabilized on medications, able to follow instructions and have the ability to pay attention. However, staff should be careful not to underestimate anyone’s abilities to learn (Liberman & Martin, n.d.). Bob Liberman demonstrated clearly during a social skills group at the VSH that even patients the staff thought to be non-responsive can take part in group and benefit from the experience.
 Skills teaching plans like all mental health treatment plans need to be individualized to the person. Careful analysis is very important to be able to meet each student where he/she is. One of the first steps is to determine the person’s long and short-term goals. The goals should be attainable, specific, include positive and functional behaviors, consistent with the person’s rights and responsibilities and chosen by the person. It is also essential that the entire support team be in harmony with the goals (Liberman & Martin, n.d.; Liberman, Mueser, Wallace, et al., 1986).

Because cognitive impairments are common to people with severe and persistent mental illness the skills are taught in specific concrete steps slowly, repetitively, and consistently. Memory deficits are worked around by presenting small chunks with numerous reviews and positive reinforcement. No error learning teaching methods include direct supervision, exposure to peer role models in class, reward for successive approximations, and positive critical feedback. There is also explicit homework given to allow for practicing skills learned in class in real-life situations (Liberman, DeRisi, & Mueser, 1989; Liberman, King, DeRisi, & McCann, 1975). 

The skills lessons can be taught 1-on-1, but classes are considered the best environment for learning. Class groups are not made up of cohorts that progress together. Rather people join a class when they are ready to join. Classes allow more natural interactions, and there is the chance for the class members to observe peer models who are more advanced than they are. Class members also identify with peer class leaders who have had the same experiences. Peer leaders are proof that recovery is possible and likely. 
The effectiveness of social skills training is dependent on competent teachers who use the teaching technology faithfully (Liberman & Martin, n.d.), but this does not mean teachers have to be highly qualified. Staff members both professionals and para-professionals have been able to teach the re-entry and other modules with fidelity (Kopelowicz, Wallace, & Zarate, 1998; Liberman, 2006). Very often skills teachers (trainers) started out being “wooden” in their presentations, but they progressed to be skilled teachers. The right personality and a desire to work with the class members are the main qualifications to be a teacher (R. P. Liberman, personal communication, October 3, 2006). People can learn the necessary teaching techniques from the training materials, but the best method is direct exposure by being a co-leader of classes with an experienced leader (Liberman & Martin, n.d.).
Boston University Center for Psychiatric Rehabilitation Curriculum
The Boston University Center for Psychiatric Rehabilitation has made their facility in Boston into a school environment where classes are taught to students who select the courses from the catalogue. This metaphor shows respect for the students and clearly shows how the Center is based in recovery principles and values. 

The program teaches numerous independent living skills in a classroom situation. Participants are students and not patients. They are allowed to take courses for up to four semesters (two years), but it seems this criterion can easily be waived if the need is there. All students can check-in after their active time as students. The school environment has also been tried at other agencies. Where the students like going to class and not group (Mueser, Meyer, Penn, et al., 2006) just as much as the students in Boston.
The class size is set at 12 with an absolute maximum of 13. No degree is earned and the program is not accredited in any way, but there is a certificate and celebration at the end of the courses. The dropout rate has been 2 out of 110. People are kept in the classes by the supportive atmosphere, having very committed staff, and everyone knows your name like the Cheers theme song. It is a small building with-in a very large University with a welcoming environment. The environment is welcoming, but people taking classes cannot be actively using substances. 

This may be a model that is difficult to reproduce at a mental health center in Vermont. The students need to be stabilized and they cannot actively be using substances. They can be there as long as they are in recovery and dry. Therefore, this program is not for everyone, though the people who presented to the Panel said their students range from people who have just left the hospital to people well into recovery. 

Social Skills Training for Schizophrenia

Social Skills Training for Schizophrenia: A Step-by-Step Guide (Bellack, Mueser, Gingerich, & Agresta, 2004) is a social and independent living skills curriculum that is very similar to SILS based on a social skills model that is the same. This can be expected because the primary researchers in the area are Liberman, Mueser, and Bellack, who have all worked and published together over their careers. The difference is that this guide has much less complete teaching materials. A program can be based on the guide and the included work sheets, but there are not, for example, the extensive manuals for teachers, video training tapes, and even wall posters.
The curricular skill sheets include:

Four basic social skills,
Conversation skills,
Assertiveness skills,
Conflict management skills,
Communal living skills,
Friendship and dating skills,
Health maintenance skills,
Vocational/work skills, and
Coping skills for drug and alcohol use.
These are the prepared modules, but social skills teaching is not viewed as being the skills worksheets. Social skills teaching is an evidenced-based methodology. Any subject area can become a lesson as long as the content is relevant to the students’ needs and follows the methodology, which the SILS also endorses. 
Helping Older People (with SMI) Experience Success
The Helping Older People (with SMI) Experience Success (HOPES) is an NIMH study being conducted at the Dartmouth Psychiatric Center. The study is testing the effectiveness of a skills training and health management intervention for older adults with serious mental illness. The intervention addresses functioning in two areas essential for preventing hospitalizations and long-term institutional care: (1) enhanced social and independent living skills, and (2) improved health management. The skills training component consists of manualized skills training aimed at improving competence in everyday functioning, including health management skills, community living skills and social skills. A highly scripted, structured, and standardized manual has been developed for each module of the skills training curriculum. The skills training component includes seven modules:

Making the Most of Leisure Time, 

Communicating Effectively, 

Using Medications Effectively, 

Living Independently in the Community, 

Making and Keeping Friends, 

Making the Most of Health Care Visits, and 

Healthy Living. 

The health management component consists of health management by nurses who monitor and facilitate routine preventive and acute health care. An instruction manual for the health management component of the intervention has been developed. This intervention was pilot-tested in the Mental Health Center of Greater Manchester, located in Manchester, NH. Results from the pilot study showed that participants who received the skills training component demonstrated significantly greater improvement in functioning over one year compared to a comparison group receiving only health management. Individuals who received the health management component showed increases in identification of medical conditions and receipt of needed medical services (http://dms.dartmouth.edu/prc/aging/projects/older_smi/hopes/).
There are numerous other social and living skills programs being developed and tested, for example Functional Adaptation Skills Training (Patterson, McKibbin, Taylor, et al. 2003), which are too numerous to review.
Recovery principles fit with social and independent living skills curriculum

Most of the Panel members have had the chance to meet with Kim Mueser and Robert Liberman, and several Panel members have had the chance to observe classes. When these observations and the literature for both DIMR and SILS are considered the conclusion is that the practices are recovery oriented. Here are some statements from the literature. 

Most Recovery is helping people with severe and persistent mental illness live, work, learn and participate fully in the community and not just the reduction of symptoms and return to previous functioning (Mueser, Meyer, Penn, et al., 2006).

There are concepts in recovery including hope, social connection, personal responsibility, meaningful life activities, positive identity, a full life beyond mental illness, and personal growth (Mueser, Meyer, Penn, et al., 2006).

Social skills training is consistent with the ideology and philosophy of the psychiatric rehabilitation movement (Liberman, 1992).

Social skills training is equally valuable for the person and his or her family. This is especially important because the emotional temperature in the person’s home often is the most important variable determining outcome (Liberman & Martin, n.d.).

The recommendation is to enter a person into a SILS class when he/she is ready for class and not when the group is ready for him/her (R. P. Liberman, personal communication, October 3, 2006). 
It is important to note that psychotropic drugs have been becoming better and better at suppressing symptoms, but “no one has ever learned a skill by taking a pill” (Liberman & Martin, n.d.).
However, as Richard Lanza of Lamoille County Mental Health has noted, “It is how you use the tool.” There is no guarantee that the implementation of DIMR or SILS will be recovery oriented that is up to the hospital and community. The Panel has come to a consensus that the Vermont Department of Mental Health System Values (see Appendix C), and National Consensus Statement on Mental Health Recovery (see Appendix D) should be used as guidelines to measure the recovery orientation of a mental health practice. By comparison with these criteria SILS implemented appropriately meet the standard.
Research on social and independent living skills curriculum

History

Reviewing the research on social and independent living skills curricula and the UCLA Social and Living Skills Modules (SILS) in particular is very different from reviewing Dartmouth Illness Management and Recovery (DIMR) or any other recently developed practice. The SLIS have been being developed and refined for over 30 years. Personal Effectiveness was published in 1975. At that time more than a 1000 people had already received classes that included a broad range of groups of people including people with a severe and persistent mental illness, mental health supervisors and parenting groups (Liberman, King, DeRisi, & McCann, 1975). Skills training and SILS have also been being evaluated for over 30 years. There are numerous reviews of the literature, and many of these are recent (e.g., American Psychiatric Association, 2004; Bellack, 2004; Heinssen, Liberman, & Kopelowicz, 2000; Lehman, Kreyenbuhl, Buchanan, et al., 2003; Liberman, Kopelowicz & Silverstein, 2005; Pilling, Bebbington, Kuipers, et al., 2002). It is not possible to review the vast quantity of literature in this paper. The approach will be to (1) describe the theoretical model, (2) present several of the endorsements of SILS from respected sources that have reviewed SILS, (3) present the data for SILS in a very general form, and (4) describe a small number of studies. 
Social and Independent Living Skills modules model

Recent Advances in Social Skills Training for Schizophrenia (Kopelowicz, Liberman, & Zarate, 2006) is a journal article that is a good starting point for gaining an understanding SILS and finding an entry into the evaluation literature. There are also two non-refereed papers by Robert Liberman that explain the SILS methods and the current work being done (Liberman, 2006; Liberman & Martin, n.d.). Copies of these and other relevant papers can be gotten from the Panel coordinator, see Appendix A for contact information.  

Social Skills and Social Competence: in the vulnerability-stress-protective factors model of schizophrenia are proactive factors that help prevent stress-induced relapse, increase resilience, interpersonal supports, social affiliation, and improved quality of life. “We do not communicate effectively because we feel good, we feel good because we communicate effectively.”  Cognitive rehabilitation has been shown to be potentiated and enhanced by SILS (Kopelowicz, Liberman, & Zarate, 2006; K. T. Mueser, personal communication, November 9, 2006). 
The theory behind the SILS Modules has a history that stretches back almost 60 years. Andrew Salter (1949) Systematic Conditioned Reflex Therapy. Wolpe in 1958 described psychotherapy by reciprocal inhibition learning assertive responses, and in 1966 Lazarus presented behavioral rehearsal (Liberman, DeRisi, & Mueser, 1989; Liberman, King, DeRisi, & McCann, 1975).

These theories of treatment were combined with the theoretical work in social learning theory (Bandura, 1969) and operant conditioning (Liberman, 1972) to develop what has become SILS. These theories are applicable to all people not just those with a severe and persistent mental illness, though the SILS Modules have been specifically developed for people with a severe and persistent mental illness. The underlying principles highlight the importance of setting clear expectations with specific instructions, coaching the individual with frequent prompts, using modeling, or vicarious identification, engaging individuals in role playing or behavioral rehearsal, and offering abundant positive feedback or reinforcement for small improvements in social behavior (Liberman & Martin, n.d.). In addition to the behavior skills taught the teaching of accurate social perceptions that include the norms and rules for social interaction and the expectations of the people the person will interact with in the community are taught (Liberman & Martin, n.d.).
“Rather than provide a client a haven from the real world, Personal Effectiveness emphasizes real life situations and their mastery through speech and action (Liberman, King, DeRisi, & McCann, 1975).” This is just as true for the SILS Modules that were developed from Personal Effectiveness.

Endorsements

The UCLA social and living skills have been accepted as being an evidence-based practice (EBP) by several national associations that include:
American Psychiatric Association,
 American Psychological Association, and
 American Association of Occupational Therapy. 
The psychiatrists say SILS is a highly recommended practice, and the psychologists say SILS are a best practice (R. P. Liberman, personal communication, October 2, 2006). The SILS modules have also been approved in Oregon as an EBP, which means the State’s criteria have been met to allow billing for the practice.  

The SILS modules have been implemented in numerous agencies in the United States and the modules have been translated into 23 languages for use in 30 other countries (Liberman, 2006).

The most respected researchers have also made very positive comments about SILS. For example, significant improvements in social functioning and leisure activities are achieved with social skills training (K. T. Mueser, personal communication, November 9, 2006), and Social skills training for people with schizophrenia is the best treatment to improve social functioning (Bellack, 2004). SILS modules are the most rigorous, well defined, and standardized program that makes them the best vehicle for research. (K. T. Mueser, personal communication, November 9, 2006).
Research Findings

The focus of outcomes should be the traditional reduction in symptoms, and reduction in re-hospitalization, but also community functioning, social relations, personal empowerment, and a sense of purpose (Anthony, 1993; Deegan, 1988; Liberman & Martin, n.d.; Mead & Copeland, 2000; Mueser, Meyer, Penn, et al., 2006). In short improved social functioning is positively correlated with recovery (K. T. Mueser, personal communication, November 9, 2006). Liberman’s research group has been rigorously collecting data on these outcomes for many years (Kopelowicz & Liberman, 1998). 
This quality of research has not always been the case in the past for social skills study in general. A meta-analytic study of skills training research was conducted a decade ago based on 68 studies from the previous 20 years. The studies mostly found that skills were acquired and symptoms reduced with moderate to strong effectiveness. Most of the studies focused on social skills in inpatient settings, and few examined the most important outcomes related to skill usage and role functioning in the community (Nichols Dilk & Bond 1996).

By 1998, more than 40 randomized controlled trials demonstrated positive outcomes from the SILS Modules. The outcomes include the acquisition, durability, and utilization of the skills taught in the community, improvements in social functioning, reductions in relapse rates and hospitalization, and the participants reported an enhanced quality of life (Kopelowicz & Liberman, 1998).

Skills training in groups has been shown to be effective and has the advantages of being cost effective, helping create enhanced cohesion established among the participants, peers serving as models and reinforcers, real life experiences and the opportunities for problem solving. Peers who have progressed through SILS have been shown to be capable co-leaders of classes, which is beneficial for the group and the peer (Liberman, 2006).

The SILS have also shown a positive effect in the workplace. Improved social and independent living skills help some clients to keep a job if he/she already has one (K. T. Mueser, personal communication, November 9, 2006).
It has been shown that successful implementation is associated with the SILS modules being user friendly and time saving. In addition, the agencies with successful implementation were well prepared, which included interpersonal strategies and follow-up strategies (Liberman, 2006).

Though social skills training and SILS teaching in particular have been shown to be effective, the generalization of learned social skills has not been demonstrated to generalize optimally to the participant’s living environment. There has been work in developing in vivo opportunities to use social skills in the community with support. The supporters are selected by the participants based on cooperativeness, accessibility, and familiarity with their environments. The supporters that have been studied are peers, family members, volunteers, friends and paid supporters without high levels of training. Peer run programs are beneficial for the participants, because they provide opportunities to use social skills in the community, and to provide support in the community outside the professional mental health environment (Liberman, 2006).  

There are also numerous individual studies ongoing that are demonstrating the use of SILS, but SILS is only one component of a comprehensive multidimensional treatment program. In six countries, optimal treatment programs have been being examined that combine evidence-based practices. These practices include SILS, assertive community treatment, antipsychotic medication with compliance training, and family psychoeducation. There are also SILS extensions and variations that have been developed for numerous other populations of people with mental health challenges (Liberman, 2006).
Selected Studies

These studies were selected to highlight some very important outcomes that have been observed. (1) When the reentry module is taught in the hospital people are more likely to make it to aftercare. (2) Social skills teaching by paraprofessionals can be more effective than psychosocial occupational therapy delivered by a professional. (3) Two studies show the importance of having support in the community.
An eight session social skills training using the SILS Re-entry Module modified for an acute hospital setting was given to patients. The important finding was that the group of patients who received social skills training kept their first community mental health appointment 85% of the time versus only 37% for the group that received the standard occupational therapy treatment. The rate for keeping the first appointment was equally high for patients who did not complete the eight sessions as those who did complete the sessions (Kopelowicz, Wallace, & Zarate, 1998). Dr. Mueser has found the same results and stated that getting to the aftercare appointment is correlated with good progress in recovery (K. T. Mueser, personal communication, November 9, 2006).
 A study of 80 outpatients with persistent forms of schizophrenia received either social skills training led by paraprofessionals or psychosocial occupational therapy for 12 hours a week for six-months. The social skills group used independent living skills significantly better than the occupational therapy group during a two-year follow-up (Liberman, Wallace, Blackwell, et al., 1998).

In a randomized controlled trial 63 patients with schizophrenia were assigned to 60 weeks of clinic based skills training or the same training with manual-based generalization sessions in the community. The group with the community component showed significantly better improvement in role functioning, family relationships and overall adjustment at a 60-week follow-up assessment (Glynn, Marder, Liberman, et al., 2002).

In a study of social skills teaching with and without a community support person of the client’s choice, the group with community support at the 6-month and 12-month follow-up assessments were functioning significantly better than the group without community support. As may be expected the two groups skills learning and retention were not different between the groups, which has also been shown in numerous studies of psychoeducation. Though skills can be learned in a classroom to the level of being able to pass a written test only practice in the community is associated with being able to use social and independent living skills (Tauber, Wallace, & Lecomte, 2000).

In summary, the SILS are supported by psychological theory, endorsements by respected organizations, and most importantly by more than 30 years of research.
Vermont agencies experiences implementing social and independent living skills training

The Vermont experience with SILS has been at the Vermont State Hospital (VSH) where SILS teaching has been implemented. Dr. Pam Fadness, a fellow, working at the Vermont State Hospital (VSH) came to January 2007 Panel meeting to give an up-date on the implementation of the SILS modules at VSH, and the “Bridge Programming” with Lamoille County Mental Health (LCMH).

One of the goals of collaboration between VSH and LCMH is to have the same language used in the hospital and community. If the system of care is working optimally, then people will be able to continue easily learning social and independent living skills in and out of the hospital. Richard Lanza stated that, “How you use the tool is everything.” There always has to be an overlay of recovery principles when planning treatment and programs. Keeping recovery principles in mind will promote continuity. 

At VHS, all the modules have been taught except the Basic Skills Module. Some like the Medication Management and Symptom Management Modules have been taught three times. There are three modules currently being taught. Some modules are taught on the wards since patients may not have permission to be in the common areas. The Community Reentry Module is now being taught in the common area. The only modules not taught yet are Friendship and Intimacy, and Conversation Skills. 

The modules are being taught in groups of from 2 to 10 participants with two facilitators (teachers), but when there is enough staff; one on one teaching will be possible. Of the 200 to 250 patients that have been at VSH in the past year 65 to 75 (26% to 37.5%) have taken part in the module trainings.

Sessions are typically two to four times a week, but there is no upper limit. The limiting factor is the ability of students to sustain attention and tolerate the session. Coffee breaks with social time help extend the length of the sessions and allow leaders to be able to observe social behavior in a more natural setting. Students like that there are no wrong answers, errorless learning, praise for effort, and a pleasant environment. Most patients have had a positive response to the modules.

A pre-test is given after the first session, but it is not used as a screening device for entry into the class. Most patients do not get to take the post-test because they have been discharged. Outcomes are based on retained skills and knowing the language.
New teachers co-lead the class with an experienced teacher and watch the Liberman video tapes. When a new module is to be taught staff go through the module playing all the parts. The VSH staff want to have peers, who want to return to VSH to lead the classes.

Resources needed to implement social and independent living skills training at CMHCs in Vermont

This report is an addendum to the Dartmouth Illness Management and Recovery Report (December, 2005), and the challenges to the implementation of a practice to teach social and independent living skills at the community mental health centers (CMHC) in Vermont are the same as discussed in section 6 of that report and the recommendations for DIMR (see Appendix B). The Draft Recommendations of the Clinical Practices Advisory Panel Common to Most Mental Health Practices (see Appendix E) also address these challenges. Two additional challenges identified by the Panel are also common to all practices at the CMHCs are the physical space to have groups and the transportation to get clients to the groups, but these challenges are not under the control of the Department of Mental Health. 

Recommendations of the Clinical Practices Advisory Panel 
for the Evidence-Based Practice
Social and Independent Living Skills Teaching
an Addendum to Dartmouth Illness Management and Recovery
to the Department of Mental Health
June 1, 2007
These recommendations for the UCLA Social and Independent Living Skills Modules (SILS) are an addendum to those made for the practice Dartmouth Illness Management and Recovery (DIMR), and are specific to SILS. DIMR was the first practice reviewed by the Clinical Practices Advisory Panel. Now that the Panel has reviewed several additional practices, it has become apparent that there are recommendations common to most mental health practices. A draft of these common recommendations is included in Appendix E of the report. 

DIMR teaches a very specific set of skills. The SILS modules are an extension of DIMR to more skill areas that are necessary for living successfully in the community that include social skills and activities of daily living (ADL). 

The Panel’s review has focused on three of many social and independent living skills curricula available. These are the SILS, Social Skills Training for Schizophrenia: A Step-by-Step Guide (Bellack, Mueser, Gingerich, & Agresta, 2004), and the work done at the Center for Psychiatric Rehabilitation at Boston University. The SILS modules may be preferred for implementation in Vermont for several reasons. 

The Vermont State Hospital (VSH) has implemented the SILS Modules. The continuity achieved by implementing the SILS Modules at the community mental health centers (CMHC) can make the learning of the skills easier for people who are entering or leaving VSH.

The teaching materials for the SILS modules are very complete, which will reduce preparation time and increase fidelity. 

The UCLA Social and Independent Living Skills Modules are the most rigorous and well-defined program for teaching these skills. 

DIMR and the UCLA Modules are compatible without being redundant.

Recommendations Specific to Social and Independent Living Skills
1. All agencies should have the capacity to provide SILS or equivalent evidence-based practice to consumers who need and want to learn either in a group or individually.

2. Skills should be taught to people who wish to participate, and the teaching of skills should not be imposed on anyone. 

3. The teaching methods for SILS are the most essential and researched elements of the practice. The effectiveness of SILS teaching is dependent on competent teachers who use the teaching technology faithfully. Competent skilled staff members both professionals and para-professionals have been able to teach SILS with fidelity. Using a teaching approach for SILS is more empowering and consistent with recovery principles than if the practice is conceptualized as treatment.

The teaching methods described in the manuals for the UCLA SILS Modules are not exclusive to the Modules, but the material in the Modules is very complete, and it is recommended that these methods be followed. The methods include:

· Anyone regardless of impairments should be included in SILS teaching. Never underestimate anyone’s ability to learn.

· Assessment is important to be able to meet each student where he/she is, which includes determining the person’s long and short-term goals.

· Careful assessment allows skills teaching plans to be individualized to the person. Plan goals should be attainable, specific, include positive and functional behaviors, consistent with the person’s rights and responsibilities and chosen by the person.

· Skills lessons can be taught 1-on-1, but classes are considered the best environment for learning because classes allow interactions that are more natural.

· Class groups are more effective when they are made up of people with varying levels of skill. Because having people with varying skill levels in the class groups allows the less experienced members of the group to observe the more experienced.

· Peers who have mastered the SILS skills should be able to become group leaders.

· No error learning teaching includes direct supervision, exposure to peer role models in class, reward for successive approximations, numerous reviews, and positive critical feedback.

· Information should be presented in small chunks with specific concrete steps, slowly, repetitively, and consistently.

· Multiple teaching methods and media are used to accommodate each student’s learning style and abilities.

· Explicit homework given to allow for practicing skills learned in class in real-life situations.

4. Agencies implementing an evidence-based social and independent living skills curriculum should be able to modify the curriculum as necessary. 

5. People teaching social and independent living skills need to be always aware of the Vermont system of care values while teaching. The content of manualized lessons is important, but the presentation by the teacher makes all the difference. The teaching should be empowering, non-stigmatizing, and non-patronizing. 
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Dartmouth Illness Management and Recovery Recommendations of the Clinical Practices Advisory Panel
to the Division of Mental Health
December, 2005
· Dartmouth Illness Management and Recovery should be available in designated agencies in Vermont, but not all agencies should be expected to implement the practice. The agencies implementing Dartmouth Illness Management and Recovery should be expected to maintain high fidelity (see Appendix D of the IMR report) to all components of the practice as measured by the fidelity assessment tools developed by the practice’s developers (see Appendices E and F of the IMR report). In this case, the State should provide the resources necessary to implement and maintain the fidelity of the Dartmouth Illness and Recovery program.

· All agencies in Vermont who choose not to implement Dartmouth Illness Management and Recovery are encouraged to implement the components that under lay Dartmouth Illness Management and Recovery. Agencies implementing one or more of the components of Dartmouth Illness Management and Recovery should be able to modify these components as necessary.

· All agencies in Vermont should offer recovery-based options to their clients participating in the Community Rehabilitation and Treatment programs.

· All agencies in Vermont should be encouraged to develop the peer leadership potential in their recovery programs.

· Not all clients are ready to participate in a recovery intervention. To avoid a failure experience clients’ agencies are encouraged to assess the readiness of clients to participate.

· All agencies should be required to follow recovery principles as defined by the Adult State Standing Committee, and the State should provide training and other necessary resources to implement and maintain the agencies’ ability to follow these recovery principles at all system levels from frontline staff through the management of the agencies.

· Whenever the State expects (requires) agencies to implement and maintain practices, fidelity to practices or recovery principles the State should be expected to provide the necessary resources.
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Client Empowerment

Strength Based

Family Centered

Community Based

Least Restrictive

Non-stigmatizing

Recovery Oriented
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National Consensus Statement on Mental Health Recovery

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration
Center for Mental Health Services
www.samhsa.gov

PDF version
You will need Adobe Acrobat Reader to view this file.
Background
Recovery is cited, within Transforming Mental Health Care in America, Federal Action Agenda: First Steps, as the "single most important goal" for the mental health service delivery system. 

To clearly define recovery, the Substance Abuse and Mental Health Services Administration within the U.S. Department of Health and Human Services and the Interagency Committee on Disability Research in partnership with six other Federal agencies convened the National Consensus Conference on Mental Health Recovery and Mental Health Systems Transformation on December 16-17, 2004.

Over 110 expert panelists participated, including mental health consumers, family members, providers, advocates, researchers, academicians, managed care representatives, accreditation organization representatives, State and local public officials, and others. A series of technical papers and reports were commissioned that examined topics such as recovery across the lifespan, definitions of recovery, recovery in cultural contexts, the intersection of mental health and addictions recovery, and the application of recovery at individual, family, community, provider, organizational, and systems levels. The following consensus statement was derived from expert panelist deliberations on the findings.

Mental health recovery is a journey of healing and transformation enabling a person with a mental health problem to live a meaningful life in a community of his or her choice while striving to achieve his or her full potential. 
The 10 Fundamental Components of Recovery

Self-Direction: Consumers lead, control, exercise choice over, and determine their own path of recovery by optimizing autonomy, independence, and control of resources to achieve a self-determined life. By definition, the recovery process must be self-directed by the individual, who defines his or her own life goals and designs a unique path towards those goals.

Individualized and Person-Centered: There are multiple pathways to recovery based on an individual’s unique strengths and resiliencies as well as his or her needs, preferences, experiences (including past trauma), and cultural background in all of its diverse representations. Individuals also identify recovery as being an ongoing journey and an end result as well as an overall paradigm for achieving wellness and optimal mental health.

Empowerment: Consumers have the authority to choose from a range of options and to participate in all decisions—including the allocation of resources—that will affect their lives, and are educated and supported in so doing. They have the ability to join with other consumers to collectively and effectively speak for themselves about their needs, wants, desires, and aspirations. Through empowerment, an individual gains control of his or her own destiny and influences the organizational and societal structures in his or her life.

Holistic: Recovery encompasses an individual’s whole life, including mind, body, spirit, and community. Recovery embraces all aspects of life, including housing, employment, education, mental health and healthcare treatment and services, complementary and naturalistic services, addictions treatment, spirituality, creativity, social networks, community participation, and family supports as determined by the person. Families, providers, organizations, systems, communities, and society play crucial roles in creating and maintaining meaningful opportunities for consumer access to these supports.

Non-Linear: Recovery is not a step-by-step process but one based on continual growth, occasional setbacks, and learning from experience. Recovery begins with an initial stage of awareness in which a person recognizes that positive change is possible. This awareness enables the consumer to move on to fully engage in the work of recovery. 

Strengths-Based: Recovery focuses on valuing and building on the multiple capacities, resiliencies, talents, coping abilities, and inherent worth of individuals. By building on these strengths, consumers leave stymied life roles behind and engage in new life roles (e.g., partner, caregiver, friend, student, employee). The process of recovery moves forward through interaction with others in supportive, trust-based relationships. 

Peer Support: Mutual support—including the sharing of experiential knowledge and skills and social learning—plays an invaluable role in recovery. Consumers encourage and engage other consumers in recovery and provide each other with a sense of belonging, supportive relationships, valued roles, and community.

Respect: Community, systems, and societal acceptance and appreciation of consumers —including protecting their rights and eliminating discrimination and stigma—are crucial in achieving recovery. Self-acceptance and regaining belief in one’s self are particularly vital. Respect ensures the inclusion and full participation of consumers in all aspects of their lives.

Responsibility: Consumers have a personal responsibility for their own self-care and journeys of recovery. Taking steps towards their goals may require great courage. Consumers must strive to understand and give meaning to their experiences and identify coping strategies and healing processes to promote their own wellness. 

Hope: Recovery provides the essential and motivating message of a better future— that people can and do overcome the barriers and obstacles that confront them. Hope is internalized; but can be fostered by peers, families, friends, providers, and others. Hope is the catalyst of the recovery process. Mental health recovery not only benefits individuals with mental health disabilities by focusing on their abilities to live, work, learn, and fully participate in our society, but also enriches the texture of American community life. America reaps the benefits of the contributions individuals with mental disabilities can make, ultimately becoming a stronger and healthier Nation.

Resources
www.samhsa.gov
National Mental Health Information Center
1-800-789-2647, 1-866-889-2647 (TDD)
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Draft
Recommendations of the Clinical Practices
Advisory Panel 
Common to Most Mental Health Practices
to the Department of Mental Health
June 1, 2007

1. Agencies should be allowed to implement an evidence-based practice (EBP) over time, because implementation of any EBP is a process that may require significant changes in an agency. 

2. All agencies should be required to follow the recovery values as defined by the Vermont system of care, and the State should provide training and other necessary resources to implement and maintain the agency’s ability to follow these recovery values at all system levels from frontline staff through the management of the agencies. 

3. All agencies in Vermont should offer recovery-based options to their clients participating in the Community Rehabilitation and Treatment (CRT) programs.

4. All agencies in Vermont should be encouraged to develop the peer leadership potential in their recovery programs. Designated agencies and the State should support the development and inclusion of peers and peer run programs as part of the system of care at the designated agencies and in the community. The support should include resources such as training and stipends for peers.

5. Not all clients are ready to participate in a recovery intervention. To avoid a failure experience clients’ agencies are encouraged to assess the readiness of clients to participate.

6. Whenever the State expects (requires or mandates) agencies to implement and maintain a practice, fidelity to a practice, or recovery principles the State should be expected to provide the resources necessary to implement and maintain the practice. These resources include but are not limited to:

Appropriate reimbursement structures 

Appropriate staffing patterns

Initial and continuing training for professional staff and peers

Appropriate supervision

Training Materials

State consultation team to support practice quality and outcome-driven fidelity systems

Reimbursement for participation in the statewide consultation team

Information technology supports (e.g., computer systems, programming, and system compatibility among agencies and the State)

Quality improvement activities

Administrative assistance

Administrative support for a statewide lending library  

7. Practices implemented at the designated agencies should be considered in the local system of care plan quality improvement process by the designated agencies, Department of Mental Health and across the Agency of Human Services.

8. Consistent Documentation Infrastructure improvements need to be developed that support standardized documentation applicable to multiple clinical programming within the designated system of care. The standardized documentation should include at a minimum screening, assessment, treatment planning, outcome measurement, and the reporting of clinical information. 

9. Data elements need to be developed that can be used to monitor both individual client’s progress, and when aggregated program-level performance. These elements can then be incorporated in the electronic medical records system when it is available. 

10. The designated agencies and State should consider the implementation of treatment programming that is consistent across designated agency divisions based on best practices principles for the population served. This will not only make treatment available to more consumers, but also increase the ability of the designated agencies to maintain the quality of their practices especially at the smaller agencies. 

