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Abstract

Clubhouses and consumer-run drop-in centers (CRDIs) are two of the most widely implemented
models of consumer-centered services for persons with serious mental illness. Differences in
structure and goals suggest that they may be useful to different types of consumers. Information on
what types of consumers use which programs would be useful in service planning. This study
analyzes data from the authors’ NIMH-funded research on 31 geographically matched pairs of
clubhouses and CRDIs involving more than 1,800 consumers to address the following question:
are there significant differences in the characteristics and outcomes of members of clubhouses
versus CRDIs? Results from multilevel analyses indicated that clubhouse members were more
likely to be female, to receive SSI/SSDI, to report having a diagnosis of schizophrenia, and to live
in dependent care; and they reported both a greater number of lifetime hospitalizations and current
receipt of higher intensity traditional MH services. Controlling for differences in demographic
characteristics, psychiatric history, and mental health service receipt, clubhouse members also
reported higher quality of life and were more likely to report being in recovery. CRDI consumers
were more likely to have substance abuse histories. Possible reasons for the differences are
discussed. The results suggest that CRDIs are a viable alternative to more traditional mental
health services for individuals who might not otherwise receive mental health services.

Introduction

Since the beginning of deinstitutionalization in the 1960s and the ex-patient movement of the
1970s, mental health consumers have become increasingly involved in mental health service
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provision at a number of different levels. Consumers have worked as advocates fighting for
systems change, developed peer-led self-help groups, been hired as case managers (CM) and
counselors within mental health service agencies, and established services run completely by and
for consumers.1,2 In recent years, consumer-centered services have played an increasingly
important role in the array of publicly funded mental health and support services that are available.
Consumer-run drop-in centers (CRDIs) are one of the most common group-based types of these
programs and are becoming increasingly more important as an option in the continuum of publicly
funded mental health and support services.

The interest in CRDIs is evident in the abundance of information available about CRDIs in
journals and on the Internet; however, relatively few of these sources provide empirical information
about the characteristics of users of CRDIs, and even fewer compare CRDI users to those who use
other types of consumer-centered services. Such studies could provide important information to
consumers, their families, and other service providers. This study begins to fill this gap by
describing the characteristics of consumers from 31 CRDIs in Michigan and comparing them to
members of 31 clubhouses serving individuals in the same geographic areas.

Consumer-centered services focus on consumers’ needs and goals, as defined by the consumer.
In this regard, CRDIs and clubhouses are similar. However, basic differences in the structure and
goals of CRDIs and clubhouses suggest that they may serve different types of consumers. What
follows is a review of the sample characteristics of a small number of studies of CRDIs and self-
help programs* as well as studies of clubhouses. This review suggests differences between the two
sets of users—patterns upon which the hypotheses for this study are based.

Some studies indicate that the characteristics of individuals who use CRDIs and clubhouses
closely match the population of adults with serious mental illnesses in the public mental health
service system.3–7,10–13,22 For example, there is a higher proportion of males than females in the
population as a whole. On average, adults with serious mental illness in general and those attending
CRDIs and clubhouses are in their late thirties and early forties, and about half have a high school
education or less. The racial and ethnic mix of the programs generally reflects the geographic
location of the program.3–7 However, some other research, although limited, indicates differences.
First, compared to CRDIs, clubhouses appear to have an even larger preponderance of men.7–10

Second, consumers in clubhouses seem more likely to have or report having a psychiatric diagnosis
with the diagnosis reported most often being schizophrenia.7,11–13 Consumers in CRDIs seem to be
more often diagnosed with affective disorders, personality disorders, and/or substance abuse
disorders.4,6

These differences in gender distribution and diagnoses may be related to differences in the focus
and structure of CRDIs versus clubhouses. The main goal of CRDIs is to provide a safe and supportive
environment where consumers with a history of psychiatric problems or high risk for psychiatric
hospitalization can develop a peer support network. CRDIs do this by providing social and
recreational activities, both organized and informal, and a forum for consumers to help each other with
problems of daily living. They emphasize the shared experience of mental illness and acceptance of
individuals as valued and respected members of a community. Clubhouses are more routinized than
CRDIs, revolving around the “work ordered day” with a greater focus on vocational rather than other
rehabilitative goals. This greater vocational focus may be related to the higher proportion of men in
clubhouses compared to CRDIs. Similarly, the nature of schizophrenia, in particular a greater need for
predictability and daily routine, may make the relatively structured routine in clubhouses more
appropriate for these consumers, whereas the less-routinized CRDIs may be more consonant with the
needs of those with a diagnosis of personality disorder or substance abuse.

*Like CRDIs, self-help agencies are completely consumer-run. These studies are included in the review of the literature
because of the small number that focused specifically on CRDIs.
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In addition, in CRDIs, the program is run by service users. In contrast, clients in clubhouses
(members) take part in the operation of the program, but the ultimate decision-making authority
rests with the staff who are most often not mental health consumers themselves.

To compare the characteristics of users of CRDIs and clubhouses, this study focuses on six
domains: demographic characteristics, psychiatric history, disability status, current service usage,
symptomatology, and personal outcome variables. Based on the literature reviewed, the following
hypotheses are proposed:

1. Consumers in clubhouses are more likely to be men than women, but there will be no
differences in age, education, or race/ethnicity.

2. Consumers in clubhouses are more likely to have a diagnosis of schizophrenia than those in
CRDIs.

3. Consumers in CRDIs will have had less interaction with traditional mental health and
support services including fewer hospitalizations and lower intensity of mental health service
usage, and they are less likely to currently reside in supervised living arrangements.

In addition to these hypotheses, the question of whether a greater proportion of consumers in
either program model would consider themselves “in recovery” is examined. Recovery in the
context of mental illness and for the purposes of this paper is defined as a process that is personal
in nature29 and is operationalized in terms of functioning or community adjustment rather than as
an absence of psychiatric symptoms.7,30

Methods

This study uses a multilevel analysis strategy with hierarchical linear modeling (HLM) software
with cross-sectional data from an NIMH-funded grant, Assessing Consumer-centered Services
(ACCS) (#R24 F003470). Data were originally collected to develop fidelity criteria and measures
for CRDIs; for comparative purposes, parallel data were collected from clubhouses serving the
same geographic areas (see Mowbray et al.14 for additional information). Data collection took
place at 31 CRDI centers and 31 clubhouses located in diverse geographical areas of the state of
Michigan. All programs had been in operation for at least 2 years. To ensure that the samples of
CRDIs and clubhouses were similar on community-level variables, each drop-in was matched to a
clubhouse within the same geographic location. Of 45 CRDIs in Michigan that had been in
operation 2 years or more, 31 could be geographically matched with a clubhouse serving the same
area. All 31 clubhouses and 31 CRDIs were funded by the public mental health system, under the
auspices of local county community mental health (CMH) boards. The total sample of CRDIs and,
consequentially, clubhouses, had an equal distribution of urban and rural locations (59.7% urban
and 40.3% rural). Because programs did not keep formal attendance records, directors at each site
were asked to estimate how many members come to the program on a typical day. For clubhouses,
the median number served per day was 30 with a range of 12 to 90. For CRDIs, the median number
served per day was 22 with a range of 5 to 103.

Procedures

In-person site visits by a research team of three trained project staff members were made to each
clubhouse and CRDI center; each visit lasted 2 days. Data for this paper came from consumer
interviews conducted during these visits; 787 consumers were interviewed in CRDIs and 892 in
clubhouses.

The site visits were arranged in advance and were publicized through flyers posted at each
program. At the beginning of the site visit, the field research director gave a short, informal,
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friendly introduction to the group of consumers present to provide an overview of the purpose of
the visit and to put them at ease with the presence of the research team as well as with the data
collection procedures. In appreciation for their participation, each program received $100
compensation.

All consumers in attendance during the site visit were given the opportunity to complete a
questionnaire and were paid $5 for their participation. Consumers chose whether they wanted to
self-administer the questionnaire (53%) or complete it as an interview with one of the field research
team (47%). Ten percent of consumers at the clubhouses and 9% at CRDIs refused to be
interviewed. The questionnaire/interview encompassed: demographics, psychiatric history (includ-
ing diagnosis), disability status, current mental health and support services, current symptomatol-
ogy, self-reports of personal experiences, and questions about consumers’ involvement with and
assessment of their programs.

Measures

Demographic data Data collected included date of birth, sex, race/ethnicity, and level of education
(1=less than high school, 2=high school or equivalent, 3=vocational or technical training, 4=
some college, 5=graduated college). Consumers were also asked how long they had been attending
the program (1=a few weeks, 2=a couple of months, 3=more than 6 months, 4=over a year); to
ensure that respondents had reasonable familiarity with the program, analyses were limited to those
who had attended more than a few weeks (92.3% of those who completed questionnaires).

Psychiatric history Information was based on these questions: “Has anyone ever told you that you
had a drug or alcohol problem?” (yes/no); “Counting all the times in your life, how many times
have you ever been hospitalized for mental problems?” (from “0” to “more than 10”); “How old
were you when you were first hospitalized or first saw a psychiatrist?”

Diagnosis Participants were asked, “What name best describes your mental illness diagnosis?”
Answers were coded as psychotic disorder, depression, bipolar disorder, anxiety-related disorder,
any other mental/emotional disorder, or a medical disorder. Out of 1,835 respondents, 564 (or
30.7%) failed to specify a diagnosis.

Psychiatric disability Participants were asked if they received Social Security Income or Disability
Income (yes/no). “Do you have a mental illness?” was an item from the Recovery Attitude
Questionnaire with “yes/no/don’t know” responses; the latter two were coded as “no.”18

Mental health and support services Participants were considered to be in a supervised living
situation if they indicated they were currently living in a group home, adult foster care, or
supervised/supported housing. Service use level was based on participants’ answers as to the
number of times they saw a doctor/nurse about mental health medications or saw their CM/
therapist during the last 30 days (1=no contacts, 2=only saw doctor/nurse, 3=CM/therapist once,
4=CM/therapist twice, 5=CM/therapist three times, 6=CM/therapist four or more times).

Current symptomatology Symptomatology was assessed using the Colorado Symptom Inventory
(CSI),15 which is comprised of 15 items addressing symptoms of anxiety, depression, and
psychosis, each rated as “not at all,” “a little,” or “a lot” (e.g., “How often do you feel nervous,
tense worried, frustrated or afraid?,” “How often do you feel depressed?,” “How often do you hear
voices or hear or see things that other people don’t think are there?,” “How often do you feel out of
place or like you don’t fit in?”) (a=0.90).
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Personal outcomes Global Quality of Life16 was measured using a single question (“Which of the
following best describes how you feel about your life as a whole?”) presented at the beginning and
end of the questionnaire with response options from 1=terrible to 7=delighted; responses to the two
questions were averaged to produce a single score. The State Hope Scale17 measures hopefulness
and optimism (six items; four-point scale: 1=definitely false to 4=definitely true; e.g., “Right now
I see myself as being pretty successful,” “At the present time, I am energetically pursuing my
goals”; a=0.81). The extent to which consumers believed they are in recovery was measured using
a single item (“Do you consider yourself to be in recovery from a mental health problem?”; 1=yes,
0=no/don’t know), which was taken from the Recovery Attitude Questionnaire.18

Analysis plan

Analyses were conducted using data from respondents who had been in attendance at their program
for more than a few weeks (N=892 or 93% of those interviewed from clubhouses and 787 or 90%
from drop-in centers). A multilevel analysis strategy was used to reflect the fact that participants were
nested within 62 individual programs and to appropriately handle variables at 2 levels—program
attributes and consumer characteristics. Consumers at CRDIs and clubhouses were compared on a
series of characteristics, using random effects analysis of covariance (ANCOVA).19 Using random
effects ANCOVA, the group effect (in this study, variability among the 62 individual programs) on a
dependent variable (e.g., a consumer characteristic) was conceived as random with individual
program means varying around a grand mean. The effect of program type (CRDI versus clubhouse)
was reflected in the analysis as a fixed effect at the program level, and the effects of potentially
confounding consumer characteristics (e.g., demographics) were incorporated as fixed covariates at
the consumer level. Analyses were done with the HLM software using full maximum likelihood
estimation.20 Generalized HLM was used to estimate models involving nonnormally distributed
dependent variables; the Bernoulli link function was used for dichotomous dependent variables (e.g.,
sex) and the multinomial link function for polychotomous variables (e.g., diagnosis).

We conducted the analyses in an ordered, hierarchical fashion, whereby theoretically ordered
blocks of consumer characteristics were tested for differences by program type and then
incorporated as covariates (i.e., control variables) in subsequent ANCOVAs, thereby reducing
redundancy of findings because of correlations among consumer characteristics. Blocks of
dependent variables were ordered by increasing mutability—that is, relatively unchanging,
historical variables were in early blocks and more malleable, current variables in later blocks.
Thus, the analysis allowed for statistical control of the effects of stable characteristics (e.g., for
consumer age, race, and sex) when testing for program type differences on more mutable
characteristics (e.g., symptomatology and quality of life). The initial block contained consumer
demographics (age, race, sex, and education). The second block contained psychiatric history
variables (substance abuse history, lifetime hospitalizations, age at mental illness onset, and
diagnosis). These were followed by blocks in this order: psychiatric disability (self-identified
mental illness, receipt of SSI/SSDI), mental health and support services (service intensity,
supervised living), symptomatology, and personal outcomes (State Hope, recovery orientation, and
quality of life). ANCOVAs on individual psychiatric history variables controlled for the effects of
demographics; ANCOVAs on psychiatric disability variables controlled for both demographics and
psychiatric history, and so on; ANCOVAs on personal outcome variables controlled for all of the
consumer characteristics in previous blocks. To verify the robustness of findings to the influence of
the control variables, random effects ANOVAs by program type were also performed on all
consumer characteristics without covariates; findings were generally consistent with the ANCOVA
results presented below. In addition, the method of completing the questionnaire was included in
the analysis as a control variable but was dropped from the final models because, although
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interviews were more common in CRDIs, the method was not significantly related to any of the
outcome variables.

Results

Characteristics of consumers in clubhouses and CRDI centers are presented in the left-hand
columns of Table 1. The first four columns in the table present the averaged, within-program means
and standard deviations (for continuous variables) and percents and subgroup ns (for categorical
variables) for clubhouse and CRDI consumers. The remainder of Table 1 presents the results of the
random effects ANCOVAs utilized to determine the extent to which consumer characteristics at the
two types of programs differed significantly. In the table, positive coefficients indicate that a
particular consumer characteristic was associated with clubhouse membership, whereas negative
coefficients indicate associations with CRDI membership. Odds ratios are presented for
dichotomous and categorical variables. The first block of analyses (ANOVAs with no covariates),
reported in the first four rows, focuses on demographic variables. Clubhouses and CRDIs differed
significantly on the sex of participants with those coming to CRDIs significantly more likely to be
males. However, according to the analyses, clubhouse members did not differ from CRDI members
on any other demographic variables (age, race, or education).

The second block of ANCOVAs, labeled psychiatric history variables, is reported in the next
section of the table (six rows). According to these analyses, clubhouse membership is a significant
negative predictor of having a substance abuse problem and a significant positive predictor of
number of lifetime hospitalizations and of having a schizophrenia diagnosis. Interpreting the odds
ratios, members of clubhouses (versus CRDIs) are only about 60% as likely to have had a
substance abuse problem and more than two times as likely to report a schizophrenia diagnosis as
are consumers at CRDIs. These findings take into account controls for the demographic
characteristics (age, race, sex, and education).

The ANCOVAs in the third block examine psychiatric disability variables. Both disability
variables are significantly predicted by program type, even after controlling for demographics and
psychiatric history. Members in clubhouses are nearly twice as likely to report having a mental
illness and more than three times as likely to be on SSI/SSDI as consumers at CRDIs. The next
block of ANCOVAs involves current service use variables, controlling for variables from the
previous three blocks. Both supervised living arrangement and current service intensity are
predicted by program type. Individuals receiving services from clubhouses are getting more
intensive services and are about three times more likely to be living in a supervised setting (group
home, supported housing, etc.).

In the fifth block of ANCOVAs, program type differences on current symptomatology is
examined, controlling for the previous blocks of variables. There is no significant difference
between consumers in the two types of programs. In the last block, the analyses examine
differences by program type on personal outcome variables, controlling for variables from all
previous blocks. Program type is significantly predictive of recovery orientation and quality of life,
but not of the State Hope Scale score. Consumers in clubhouse programs self-report a significantly
higher quality of life and are also about one and a half times more likely to say they are in recovery
from mental illness as were those in CRDIs; this association controls for consumers’ report about
whether they have a mental illness and for other psychiatric history, disability, symptomatology,
and service use variables.

Discussion

The analyses reported used cross-sectional data to provide a snapshot of the differing
characteristics of users of two publicly funded program models, clubhouses versus CRDI centers,
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Table 1
Random effects ANCOVAs on consumer characteristics by program type

(Consumer drop-in vs. Clubhouse)

Consumer characteristics
(dependent variables)

Means (percents) by program typea

Effect of program
type

CRDIs
(n=787 in 31 CDIs)

Clubhouses
(n=892 in 31 clubs)

Mean
(%)

SD
(n)

Mean
(%)

SD
(n) Coefficientb

p
value

Odds
ratioc

Demographics
Age 43.68 11.76 44.43 10.67 0.55 0.457 –
Race (1=African American;
0=non-African American)

(19.02) (167) (16.20) (155) −0.21 0.379 0.81

Sex (1=male; 0=female) (65.49) (575) (54.75) (524) −0.40 0.006 0.67
Education (1 through 5) 2.40 1.28 2.52 1.29 0.12 0.167 –
Psychiatric history
Substance abuse
(1=yes; 0=no)

(36.67) (322) (23.70) (227) −0.52 0.001 0.59

No. of lifetime hospitalizations 4.09 3.98 4.97 3.83 0.74 0.014 –
Age at MI onset 25.16 10.77 25.15 10.43 −0.27 0.617 –
Diagnosis
Schizophrenia (21.41) (188) (36.70) (351) 0.76 0.001 2.13
Bipolar (15.26) (134) (14.80) (142) −0.14 0.317 0.87
Depression (12.80) (112) (9.60) (92) −0.31 0.134 0.73

Psychiatric disability
Self-reported MI
(1=yes; 0=no)

(66.60) (585) (81.80) (783) 0.56 0.008 1.76

SSI/SSDI received
(1=yes; 0=no)

(67.20) (590) (90.20) (863) 1.18 0.001 3.24

Mental health services
Service intensity (1 through 6) 2.89 1.78 3.59 1.57 0.33 0.003 –
Supervised living
(1=yes; 0=no)

(23.20) (204) (40.00) (383) 1.07 0.001 2.92

Symptomatology (current)
Colorado Symptom Scale 1.81 0.44 1.79 0.45 −0.04 0.100 –
Personal outcomes
State Hope Scale 3.00 0.61 3.07 0.64 0.02 0.664 –
Recovery orientation
(1=yes; 0=no)

(52.30) (459) (71.20) (681) 0.43 0.004 1.54

Quality of life 4.55 1.38 4.88 1.38 0.15 0.048 –

ANCOVAs in subsequent blocks incorporate the dependent variables in previous blocks as covariates. For
example, ANCOVAs in the psychiatric history block incorporate demographic variables as covariates; ANCOVAs
in the psychiatric disability block incorporate demographic and psychiatric history variables as covariates
aAveraged within-program means, SDs, and percents
bProgram type was coded 1=clubhouse, 0=CDI; positive coefficients indicate that the characteristic is
associated with clubhouses; negative coefficients indicate that the characteristic is associated with CDIs
cOdds ratios are reported only for categorical outcomes where a logistic or multinomial link function was used
for analysis. Odds ratio control for the effects of covariates in previous blocks
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in the same geographic locations—all within the State of Michigan. Based on a few limited and
separate studies, hypotheses were presented of the expected differences, which were partially
supported, as follows.

Hypothesis 1 stated that consumers in clubhouses are more likely to be men than women, but there
would be no differences in age, education, or race/ethnicity. The analyses found no differences on
any of the demographics except sex. Both programs appear to involve consumers whose
characteristics match those typical of a population with serious mental illnesses. That is, as reported
in research on CRDIs, clubhouses,21 and the overall seriously mentally ill population,22 the average
age of consumers in the study was midforties. This Michigan sample of consumers with serious
mental illness, however, did appear to differ from others described in the psychiatric rehabilitation
literature in terms of having fewer individuals with less than high school/GED education levels
(approximately 25% for this sample compared to approximately 41%),22 and more individuals with
some college preparation. It is possible that this is a reflection of Michigan’s ongoing economic
difficulties and the significant and continuing loss of jobs in the state. That is, individuals with a
high school education or some college, who were previously employed, may find themselves
without an income or health coverage and turn to the public system for mental health care.

Contrary to prediction, there was a significantly higher percentage of males in CRDI centers than
in clubhouses in this study. In fact, most participants in this study were male, as is the case with
other studies of consumer-centered programs.3,4,21,23 This is in contrast to samples of people with
serious mental illnesses in which females predominate.22 It appears that women are less likely to be
enrolled in vocational programs 24,25 and more likely to get services from mental health outpatient
or crisis/emergency programs.26 Women clients usually have lower rehabilitation needs than
men,27 and they or their providers may be less interested in vocational programs. The reason for
the greater proportion of males at the drop-in centers is open to speculation; perhaps the less
structured nature of the setting makes women uncomfortable or the location of drop-in centers may
make them less accessible to women because of transportation or safety issues. These findings are
consistent with other differences found between CRDIs and clubhouses. That is, consumers in
clubhouses reported coming to the center for a longer period of time and attending more frequently
than consumers in drop-ins, suggesting a more stable, structured atmosphere. In addition,
according to participants, clubhouses in the sample tended to be in safer locations.

The second hypothesis was that consumers in clubhouses are more likely to have a diagnosis of
schizophrenia than those in CRDIs. This hypothesis was confirmed, even after controlling for
consumer age, sex, race, and education—variables that are sometimes confounded with a
schizophrenia diagnosis. In clubhouses, more than a third of those interviewed reported a
schizophrenia diagnosis, in contrast to only about one-fifth in the drop-in centers. This is consistent
with the research on clubhouses; in fact, in some studies, the majority of clubhouse members had
schizophrenia and/or other psychotic disorder diagnoses.7,10–13,21

The final hypothesis, that consumers in CRDIs have less interaction with traditional mental
health and support services, was also confirmed. Congruent with the above, members of CRDI
centers were found to have fewer lifetime hospitalizations. Similarly, consumers in clubhouses
were nearly twice as likely to admit having a mental illness, more than three times as likely to be
on SSI/SSDI, and received significantly higher levels of case management services. We also found
that CRDI users were significantly more likely to report a substance abuse history.

We also explored whether consumers in either program have more of a recovery-oriented focus
because of the different program emphases within each setting. In fact, clubhouse members were
more likely to endorse a belief that they were in recovery from mental illness, even after
controlling for the fact that clubhouse members were more likely to report having a mental illness.
There were no differences on the State Hope Scale, suggesting that consumers from both programs
were equally hopeful and optimistic about their outcomes. However, the clubhouse-based
consumers did report a significantly higher quality of life than those in CRDIs.
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Implications for Behavioral Health

The results indicate that there are some statistically significant and meaningful differences between
users of CRDI centers and clubhouses. Overall, the pattern of results suggests that those consumers
who utilize clubhouses are more likely to be disabled—at least, based on their psychiatric history
(i.e., SSI/SSDI receipt, past psychiatric hospitalizations, schizophrenia diagnoses) and more
immersed in the public mental health system—receiving more case management services monthly,
more apt to indicate that they do have a mental illness, and more likely to reside in supervised living
arrangements. In contrast, consumers in drop-in centers were more likely to be male and to report
substance abuse histories—a fact which would make them more likely to be excluded from
traditional mental health programs.2,28 They were also less satisfied with their global quality of life—
perhaps because of having a more difficult past or current life circumstances.

There are a number of possible reasons for these differences. As indicated in the introduction,
individuals who go to clubhouses may have a higher need for structure; the reported differences
appear to reflect this. Or, perhaps, consumers who have less disability feel constrained by the more
routinized clubhouse environment and/or are less compliant, and therefore, more likely to visit
consumer-run programs. It could also be that the population differences in service use are based on
referral patterns; for example, those individuals who are more immersed in the mental health
system are more likely to be referred to clubhouses and prioritized for admission. In comparison,
individuals without regular case management contacts may be less likely to be referred and less
likely to hear about such programs and refer themselves, and/or self-referrals may be less likely to
result in admissions. In a cost-conscious CMH system, referral patterns would be likely to differ for
those with significantly greater psychiatric hospital utilization, as keeping people out of inpatient
care is an extremely effective cost-saving method. The results clearly indicate the utility of funding
CRDIs as an alternative to more traditional mental health services as they seem to serve individuals
who might not otherwise receive mental health services.

Further research is needed to determine the extent to which the differences found in this study
are replicated in other states and, if so, to understand the underlying causes. It is interesting to note
that despite the fact that there were no differences in symptom levels for consumers in CRDIs
versus clubhouses, consumers in clubhouses were receiving more frequent case management
services. Whether this is because of the choices of consumers using CRDIs, to exclusionary
practices of the more traditional programs in the public mental health system (i.e., clubhouses), or
because receipt of services reduces symptomatology cannot be discerned through this cross-
sectional data.

Certain limitations of the present study should be acknowledged. First, although data was
collected from a large number of CRDIs and clubhouses, they were all located within the same
Midwest state. CRDIs, in particular, show wide variation in their operations and effectiveness, even
their very existence, state by state. Clubhouses, however, have a national organization (the ICCD)
which sets standards and certifies clubhouse programs according to how well they meet the
standards. Thus, these results on the characteristics of users of CRDI centers may not be replicated
in other locations. In particular, several aspects of the Michigan mental health system should be
kept in mind. The state of Michigan has a history of supporting consumer-centered initiatives and
encouraging mental health professionals to incorporate consumer groups into the continuum of
treatment options.31 More recently, a governor-appointed Mental Health Commission initiated a
series of public hearings and meetings to develop a plan for overhauling the Michigan mental
health system. The Commission’s final report highlights recovery-oriented and consumer-centered
vision for the system. This must, however, be placed within the context of Michigan’s current
economic difficulties. The loss of automotive and other manufacturing jobs has left many people
without an income or health coverage and has hindered the state’s ability to adequately fund many
mental health services.
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Second, the limitations of self-report data need to be acknowledged. Although the measures
were completed by nearly 2,000 consumers, they still reflect only the perceptions of the consumers
themselves and, therefore, may be subject to more error than multisource, multimethod data. Future
studies should attempt to obtain data from records, observations, and reports of knowledgeable
others. In addition, whereas the multi-item measures (symptomatology and the State Hope Scale)
had good reliabilities, many of the other measures were single-item, reflecting the fact that the
consumer interviews were one piece of a larger data collection effort intended to develop CRDI
fidelity criteria. Finally, the cross-sectional nature of the data does not allow us to consider how the
characteristics of consumers in CRDIs and clubhouses may fluctuate over time. This is important
given the dynamic nature of the recovery process and the ways in which consumers move in and
out of services over time.

Conclusion

This study provides service providers with important information about the characteristics of
consumers who use these two widely implemented models of consumer-centered services. The
results suggest that users of CRDIs are less willing or unable to use more structured mental health
services, indicating a need for the provision of both models. We recommend that much more
research is needed on service use by individuals with psychiatric disabilities, particularly related to
consumer-centered services, so that some definite conclusions can be established about
consistencies and variations in patterns of service use across subgroups and across geographic
locations. We should then be able to look at ways to optimize the match between consumer needs
and program availability, accessibility, and acceptability. In this continuing era of extremely
constrained resources for mental health and support services, the most efficient and effective
allocation of limited resources must be taken as a mandate.
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