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Short-term Acute Inpatient Care under the Mental Health Services Act

This testimony is presented on behalf of the California Association of Social Rehabilitation Agencies (CASRA).  CASRA is a statewide association of community-based, not-for-profit agencies that provide a range of rehabilitation and recovery-supportive services for adult clients of the public mental health system.

Recommendation:  Counties should be encouraged to develop acute diversion programs (also known as crisis residential treatment programs) to minimize the need for and use of hospital-based acute care.  Crisis residential programs consistently out perform acute inpatient services in terms of clinical outcome and consumer and family satisfaction. MHSA funds should not be used to support any type of involuntary treatment.

Transformation or Just Business As Usual?

Continued reliance on inpatient settings, IMDs and Board and Care facilities are indicators of the failure of a mental health system to embrace and implement a recovery vision and methodology.  The realization of a recovery vision in a public mental health system is as much about where we provide services as it is about what we do.  The danger of the MHSA process is that it spends most of its time on the less controversial aspects of implementing a recovery-oriented approach - the "lower end" parts of the service system - while ignoring the need to challenge the use of inpatient and IMD settings.

The most important potential for transformation of a mental health system lies in the ability to use MHSA funds to develop local alternatives to institutional treatment. By developing community-based treatment alternatives, you have the opportunity to leverage the local dollars and state resources currently being spent in high cost settings (or in non-Medi-Cal reimbursable institutions) to expand options at the community level. This approach would result in less involuntary treatment and less jail incarceration and could turn each dollar of MHSA funding into two or three dollars of available local resources.  

Crisis residential treatment programs consistently report higher levels of consumer and family satisfaction than their institutional counterparts. This is in part due to the empowering nature of participating in a program voluntarily.  Many consumers who might otherwise resist services and end up involuntarily incarcerated will chose to participate voluntarily in an alternative program.

Crisis residential treatment programs, along with transitional residential treatment programs, can transform a community mental health system from institutional dependency to a community-based service capacity.  In 1978, the California legislature expressed its intent that every county provide a range of alternatives to institutional care based on social rehabilitation principles (Welfare and Institutions Code 5670.)
Inadequate Community-based Options Result in Increases in Involuntary Holds and Administrative Day Services

According to a 2001 CiMH study, there has been an increase in administrative day services "due to a lack of residential placement options at non-acute treatment facilities."  The full cost of administrative days is paid for with local dollars as these costs are ineligible for federal financial participation. 

Even though there have been a decrease in number of acute psychiatric beds (inpatient and psychiatric health facilities), there has been an increase in the number of hospitalizations.  

DMH reports that between FY 1990-92 and FY 1998-99, the number of involuntary holds under both sections 5150 (72-hour hold) and 5250 (14-day hold) of the Welfare and Institutes Code increased in all areas. The number of 72-hour holds for adults statewide increased by 41.5 percent and the number of 14-day detentions by 30.2%.

One of the report's recommendations was to open alternative placement programs such as crisis residential programs.  There is a particular lack of options for adults.   In 2001, only 16 of 58 California counties had crisis residential facilities; statewide there were 29 crisis residential facilities with a total capacity of 340 persons.  Only 19 of 58 California counties had adult transitional residential treatment facilities; statewide there were 49 transitional residential treatment with a total capacity for 608 clients.

Conclusion

CASRA recommends that every county be required to develop (or enhance) their capacity to provide alternatives to inpatient and IMD-based care. Planning efforts should review the stories of clients in hospitals, jails and nursing homes to determine at what point diversion to a community-based, rehabilitation program would avoid incarceration and enhance the potential for rehabilitation and recovery.

One of the goals of the MHSA is to reduce reliance on expensive and unnecessary institutional care and to provide services that support and promote recovery and successful participation in community life.  Therefore, it is essential that a range of non-institutional alternatives be developed.   No person with mental illness should have to be treated or held in a hospital psychiatric ward, state hospital, jail cell or skilled nursing facility simply because they require intensive support and there are no community services between supportive housing and institutional care.



