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In September 2015 the Governor of Florida issued Executive Order 15-175 calling on the Department 

of Children and Families (DCF) to conduct a comprehensive review of local, state, and federally 

funded behavioral health services and to conduct an analysis of how those services are delivered and 

how well they are integrated with other similar and/or interdependent services within a community. 

The goal of the review is the development of a statewide model for a coordinated system of 

behavioral health care services and a streamlined budgeting process that integrates and tracks 

behavioral health care spending across multiple funding streams. The study conducted by FMHI/USF 

related to the Executive Order incorporates analysis of information from two principal sources: 1) data 

on local, state, and federally funded behavioral health services used by adults with serious mental 

health problems and children and youth with serious emotional disturbances in Alachua, Pinellas, and 

Broward counties; and 2) case file reviews analyzing how the target populations in those counties 

move through the local systems of care.  

This report summarizes the methods and findings from the two reports related to administrative data 

analyses and the case file reviews and a set of actionable recommendations.  

The target populations for the Executive Order study are: 

• Adults with serious mental health problems who have been admitted to state mental health 

treatment facilities or to a community hospital for a mental health disorder, have been diverted 

from the criminal justice system by a mental health court, and/or who have been incarcerated  

• Children and youth who are emotionally disturbed or seriously emotionally disturbed and who 

have been admitted to a Residential Treatment Center or Therapeutic Group Home, or who 

are involved with either the juvenile justice or child welfare system 

The administrative data report provides analysis of data for persons who were identified as residing 

within one of the three target counties and who received any public sector behavioral health services 

during calendar years 2010 – 2014. The primary datasets used to identify the population are: a) 

Medicaid enrollment and encounter data, including behavioral health encounters, physician 

(outpatient) claims, institutional (inpatient) claims, and recipient and eligibility files; b) Substance 

Abuse and Mental Health Information System (SAMHIS) data (from DCF); c) State Hospital data 

(from DCF); and d) Baker Act Examination data (from the Agency for Health Care Administration - 

AHCA).  ).  In order to identify the target groups within the overall sample additional data sets were 

used, namely data from the Florida Center for Health Information and Policy Analysis (hospital 

inpatient and ER), the Alachua and Pinellas County Jails, Florida Safe Families Network (FSFN) from 

the Department of Children and Families, the Department of Corrections, the Department of Law 

Enforcement, and the Department of Juvenile Justice.  The analysis focuses on the characteristics of 

age, gender, race/ethnicity, behavioral health diagnoses, behavioral health service utilization and 
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costs, and the occurrence of behavioral health and criminal justice adverse events for the target 

populations identified above.  

For the case file reviews each local Executive Order Steering Committee specified sub-populations 

that they would like reviewed. For the adult case file reviews, Alachua County recommended 

individuals with co-morbid mental health and substance abuse needs, multiple county jail, crisis 

stabilization unit (CSU), and state hospital stays, and a mix of ages. The Broward Local Steering 

Committee recommended adults with serious mental health needs with multiple CSU admissions and 

either prison or jail admissions. For Pinellas County the target populations were adults with multiple 

CSU admissions and adults with multiple CSU referrals from the jail. For children and youth, all three 

local committees recommended cross-system youth who are receiving behavioral health services and 

are involved with either/both child welfare and juvenile justice systems.  

Once the target populations were specified, the study’s data analysis team identified individuals who 

met the eligibility criteria through administrative datasets (i.e. Medicaid, SAMHIS, DOC, and DJJ). 

The list of individuals was randomized to identify individuals for the case file reviews. Once the 

individuals were selected, the team contacted their provider and scheduled a date and time to 

conduct the case file reviews. Fifty- three case record reviews were completed using standardized 

measures. All case file reviewers passed the national certification tests for users of the Child and 

Adolescent Needs and Strengths measure and the Adult Needs and Strengths Assessment. 

The following section specifies the county-specific findings from both reports-the administrative data 

analysis and the case file reviews. 

Findings—Adult                                                                                    

Broward County 
Individuals with extraordinarily high levels of service use that were the target for this study often 

present with special challenges for engagement.  Some of the distinguishing characteristics of the 

clients reviewed include combinations of serious mental illness with co-occurring substance use 

disorders, lack of residential stability/homelessness, histories of traumatic experience, and co-

occurring primary health problems.  Because of these complex problems, they often need to engage 

with multiple programs, and because of their vulnerabilities, require assertive follow-up to ensure that 

they are successfully navigating the system of care and connecting with needed services. Person-

centered delivery and choice are vital to establishing meaningful engagement.  When the clients we 

reviewed no longer met Baker Act requirements and were discharged, there was no evidence that 

adequate levels of personalized assertive follow-up to ensure engagement, an exploration of 
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service/support options, or meaningful participation in community support services were implemented 

to prevent rapid cycles of decompensation and subsequent readmissions to crisis units and jails.  

This was especially the case for individuals with substance abuse disorders. 

Broward County has a relatively rich behavioral health services array to serve the needs of the 

community.  Individuals in crisis have direct access to stabilization services.  There are outpatient and 

residential service options for individuals with mental health and substance abuse problems who are 

able to engage with service providers.  In addition, homeless services providers are assertive in 

establishing connection with individuals who become homeless.  But the reviews found no evidence 

of services specifically addressing co-occurring mental health and substance abuse disorders, co-

occurring primary health problems, supports for persons with substance abuse problems to engage in 

treatment services, or services that focus on community integration, such as supported employment, 

education, and establishing meaningful personal relationships with family/friends.  There was 

evidence of supportive housing but clearly not enough to meet the needs of the cases reviewed. 

Because Broward County has a primary case management provider that offers a broad array of 

services, coordination with other agencies is often not required. Services for clients such as 

outpatient treatment for mental health care, residential services, or homeless/housing assistance 

services were well coordinated. 

The case records provided no evidence of coordination with jails/criminal justice system, other than a 

reference to an arrest, sentence served, or probation.  Many of the cases identified primary health 

care problems including diabetes, obesity, and sleep problems, disorders often associated with 

behavioral health problems, but there was no evidence of how these issues were being addressed or 

of coordination with primary health care providers. 

Care coordination across the service array needs to not only ensure connection to specific services, 

but to the client’s successful integration to community living.  For complex clients such as those who 

were the focus of this review, there need to be resources directed to intensive case management and 

community support services to ensure that the system of care is responding to the needs of the 

individual. 

Pinellas County  
In Pinellas County, individuals with multiple visits to the CSU and a subset who had a significant 

number of days of incarceration in jail were the focus of the review.  Individuals whose charts were 

reviewed and who were interviewed in the focus groups typically carried diagnoses of schizoaffective 

disorder or Bipolar Disorder with Psychotic features.  Most had recent histories of significant co-
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occurring substance use, and they had reported a history of exposure to one or more forms of trauma 

(sexual, physical, emotional and natural disasters).   

Care coordination was a significant issue for those in the study population.  Their records in the acute 

care setting denoted that they were ‘high utilizers’, and their charts revealed that they had multiple 

Baker Act-associated admissions.   In the acute care setting, individual histories indicated that they 

were able to be stabilized on their medications within a several week span.  In most instances, they 

were released with 8-22 days of medication and a referral to outpatient mental health care.  There 

was no evidence from their charts, however, that any contact or communication occurred between the 

acute care and outpatient provider to initiate engagement of the individual with outpatient care.  There 

were numerous indications in the patient records upon readmission that they did not continue in care 

after their previous discharge from acute care.  Various reasons were given, including that the 

typically homeless individuals did not have knowledge of their appointment time (having lost the 

information or not recalled it) and/or could not meet the co-pay requirement.   Limited to no 

information existed in records regarding treatment that had occurred during the periods of 

incarceration as they transitioned to acute or residential care.   Communication among providers 

working for different agencies was acknowledged as a tremendous challenge.   

Across the records reviewed, individuals spent a significant number of days in the CSU.  Outpatient 

referrals were made, but there was little information in the records that these referrals resulted in 

continuity of care for these individuals.  It is not known from this analysis what percentage of 

individuals were deemed appropriate for residential care.  While in both acute and residential care, 

these individuals appeared to have improved symptom experience.  The subset that received case 

management services, coordinated and overseen by the acute care service provider, appeared to 

maintain some of these gains when released to the community.  However, this case management 

service was defunded during the past year.  Most of the patients reviewed were discharged to 

shelters; in a few situations they returned to live with their families.  No active planning for permanent 

housing solutions was evident across the charts reviewed.  While there is an array of services 

available in the county, the services are largely not geographically co-located and are operated as 

independent entities with little evidence of case coordination.  

Consumers in acute care had limited capacity, upon admission, to articulate specific treatment goals.  

Once they improved symptomatically in acute care and in the residential setting, they were better able 

to voice their preferences.  Most discussed that they would like to be able to have permanent housing 

and some income from employment or disability.  Others described that they had benefitted from 

treatment groups that they had been offered.  Typically, while in acute care, they did not complete the 
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‘client goals’ portion of their treatment plan.  Many described difficulties in transitioning to outpatient 

care, and the result was that they were cycling between the CSU, jail and community.   

Alachua County 
Alachua County is unique in that there is one major comprehensive behavioral provider responsible 

for the majority of substance abuse and mental health (SAMH) delivery in the county and 10 

surrounding rural counties. The target population for this review included adults with co-occurring 

substance abuse and mental health disorders involved with the criminal justice system, including local 

jail diversion and persons committed to state civil and forensic mental health treatment facilities.  

There is a significant amount of care coordination evident at the community level through the 

implementation of the DCF funded Criminal Justice Mental Health and Substance Abuse 

Reinvestment grants with a dedicated forensic case management team, which addresses both 

community-based interventions and re-entry services from institutions.  The major strengths of this 

team are the relationship with the local mental health court and following consumers on a regular 

basis while they are placed at the state mental health treatment facilities for extended stays.  

The service array at the local level includes immediate access to crisis stabilization and detoxification 

services, but access to outpatient services, including psychiatry and non-forensic case management 

with high caseloads, is a challenge due to the lack of resources for individuals with no insurance. A 

major gap identified in the case records at the community level and upon re-entry was the need for 

supportive housing for people who are homeless, yet there was no plan to address the need for 

supportive housing in the case records. 

 Staff and consumer interviews indicated a high level of service satisfaction, consumer choices, and 

involvement of peer specialists, yet the clinical records did not support any strengths-based or 

consumer-driven comprehensive treatment planning. The clinical records were also lacking in legal 

information from the courts as to the nature of offenses committed and convictions, and there was 

limited bi-directional information from the state mental health treatment facilities, except that 

visitations were taking place on a regular basis. The overall observation was that there are excellent 

relationships among providers and consumers, but they may not be reflected in the case records.  In 

the absence of an intensive array of community-based outpatient services and case management 

services, the use of crisis stabilization and inpatient treatment for this high service user population will 

most likely continue in Alachua County.  
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Administrative Data Findings 
Overall, the adult administrative data analysis revealed fairly consistent results across the three 

counties with a few exceptions.  First, Alachua County had a substantial higher rate of state hospital 

utilization than the other counties, mostly due to having more forensic utilization.  Second, Broward 

County had a substantially higher rate of community behavioral health inpatient utilization than the 

other two counties, and Broward County had a somewhat lower rate of legal involvement 

(arrest/incarceration), although this latter finding is somewhat obscured by the fact county jail data 

from Broward County could not be linked to the other data sets (no SSN provided).     

The overall findings across the three counties yielded a number of striking results.  First, the rate of 

legal involvement (arrest/incarceration) is very high within the samples of people with SMI in the three 

counties (e.g., 27.2% of the entire sample of people with SMI had at least one arrest).  Of those who 

had any arrest, they averaged 3.5 felony arrests and 3.3 misdemeanor arrests per person over the 

five years of the study.  Furthermore, of those who were incarcerated in county jail for periods of 90 

days or more, over 30% were reincarcerated within 180 days of their release from the first 

incarceration.  Finally, as has been noted for our country as a whole, the rates of arrest and 

incarceration are significantly higher for Blacks with SMI compared with persons from other racial 

groups who have SMI, and they are more than three times as likely as whites to be in the forensic 

state mental facilities. 

A second very striking finding was the high overall rate (almost 60%) of co-occurring substance use 

disorder among the sample of people with SMI.  Further, among the high intensity service utilization 

target groups (i.e., those with state or community behavioral health hospital admissions or 

incarceration) within our overall sample of people with SMI, three fourths (75.3%) had a co-occurring 

substance use disorder identified in the service event data, compared to 40.9% in the group that was 

not in high intensity settings.  Thus, having a co-occurring substance use disorder increased the risk 

of a person being in one of the high intensity group by 84% (as observed; the presence of additional 

people in either group with an unidentified and untreated co-occurring disorder could mean that the 

true relative risk is different). 

For those persons with SMI who were discharged from high intensity settings, very different pictures 

emerge for forensic settings vs. non-forensic.  A substantial percentage of those from forensic 

settings are readmitted to the same or another forensic setting, and we do not have data on 

behavioral health service utilization in jail or prison settings.  For those discharged from civil 

commitment at the state hospital, a very large percentage (88%) received some behavioral health 

outpatient service during the six months following discharge, and those who received such service 

received services on 64 days (out of 180 days of follow-up) on average.  However, despite this level 
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of service, almost half of the people in this group received emergent/acute care services (ER, Baker 

Act, CSU, Detox) and over half had to be rehospitalized (state hospital or community) during the six 

month follow-up period. 

Even though the cost data available for this study are incomplete, the data that are available indicate 

that the costs associated with these groups are very high.  For the entire sample of persons with SMI 

the average cost per year per person is $5,650.  [Note that this figure does not include Baker Act 

Exams, arrest, county jail, or physical health costs – this latter figure for Medicaid enrollees in the 

preliminary report was found to be 5 times the cost for behavioral health care for our sample]  

However, most of this cost is associated with a small group within the population of people with SMI.  

The 3,308 persons from this sample who were treated in the state mental hospitals incurred a total 

cost of $655,647,822 over the five year period, even excluding costs for Baker Act initiations, arrests 

and jail stays.  Of that total figure, only $58,249,537 or 8.9% was expended on community behavioral 

outpatient services. Since high-quality community based services have been demonstrated to be 

effective in reducing hospital use, ensuring the engagement of this high-risk group in these services 

would likely offer a good return on investment. 

Several interesting effects emerged from the analysis of factors associated with readmission to 

criminal justice settings.  Controlling for other factors, being enrolled in Medicaid during the study 

period was associated with a 13% reduction in risk of readmission to jail and a 41% reduction in risk 

of readmission to prison.  Having a substance use disorder was associated with a 28% increased risk 

of readmission to jail.  It was also associated with a 14% increase in risk of readmission to prison, 

though this effect did not attain statistical significance.  Finally, having schizophrenia – typically 

considered to be the most disabling of the SMI conditions – was associated with about a 25% 

increased risk of readmission for both jail and prison. 

Findings—Children and Youth 

Broward County 
In Broward County, we reviewed 12 youth cases from three provider agencies using the CANS-C and 

the Service Process Adherence to Needs and Strengths (SPANS). We also completed face to face 

interviews with a clinical supervisor from two of the three agencies we visited.  Supervisors from the 

two agencies both reported that consumers are engaged from the start during intake and assessment 

and in the treatment plan and reviews.  However, the files did not consistently contain documentation 

of family engagement and efforts to build on youth and family strengths. Permanency caregiver needs 

and strengths identified on the SPANS include such issues as residential stability, social resources, 
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knowledge of the youth’s illness, as well as the caregiver’s own substance use, mental health or 

developmental issues that impede their ability to parent. Only one half of the case files in Broward 

had an identified a permanency caregiver.  For those cases with a permanency caregiver, one half 

indicated that the identified caregivers strengths and needs were addressed with moderate or high 

fidelity as documented in assessments and were used in service plans and elsewhere in service and 

support delivery.  

 

Youth risk behaviors, including suicide and self-harm, danger to others, runaway, delinquent 

behaviors, fire setting, and impaired judgement, were documented in the case files.  However, the 

behaviors were addressed in varying degrees in assessment, planning, and service delivery.  At each 

of the agencies we visited there is an array of services available for the youth to address their risk 

behaviors.  However, the reviews and interviews indicated that there is a lack of community support 

services for youth and their families following discharge from treatment, especially for youth who are 

turning 18 years of age.   

 

There was generally a lack of documentation in the case files indicating ongoing communication with 

the service providers.  Additionally, the supervisors commented that the involvement of other service 

providers in the treatment planning varies.  Agencies that had established working agreements with 

the various providers (i.e., schools, juvenile justice) reportedly had increased sharing of information 

across agencies. 

 

The complexity of addressing the needs of these youth is evidenced by involvement in several 

systems.  For example, of the 388 youth that received RTC/TGH services in Broward County, only 37 

were not also in one of the other categories (inpatient, juvenile justice, child welfare), with 119 youth 

in all four categories.  Of the 2,096 youth with psychiatric inpatient stays, 1,079 also had justice 

and/or child welfare involvement.  Most youth in the child welfare system (6,759 of 8,080) were only in 

the child welfare category.  The majority of youth that had RTC/TGH or inpatient services had an 

episodic mood disorder.  The most common diagnosis among youth in the justice system was 

nondependent abuse of drugs, while adjustment reaction was the most common primary diagnoses 

among youth in the child welfare system.     

 

Total Medicaid behavioral health spending was $189.2 million, and total SAMH behavioral health 

spending was $9.9 million.  Among youth that received RTC/TGH services, $26.7 million of the $47.6 

million in Medicaid services for RTC/TGH youth were for SIPP services.  The largest service category 

(in terms of expenditures) for SAMH-funded services for the RTC/TGH group was outpatient.   

Combined Medicaid and SAMH services totaled nearly $49 million.  Outpatient services were 
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frequent across the groups of youth, with Specialized Therapeutic Foster Care (STFC) also 

accounting for substantial costs among youth in the child welfare system.   

 

Most youth received community-based services before and after discharge from RTC/TGH services, 

although a number of adverse outcomes were also seen after discharge.  In the 6 months prior to 

admission, most youth received outpatient, assessment, and/or targeted case management services.  

Ninety-two youth had a Baker Act in the 6 months prior to admission, and 30 youth had felony 

charges.  In the 6 months after RTC/TGH services, the most common Medicaid funded services 

included assessment, outpatient, targeted case management, and treatment planning services.  

Eleven youth had subsequent admissions to STFC, 52 had subsequent admissions to a SIPP and 30 

to a TGH.  Thirty-four youth had subsequent Baker Acts, and 10 had felony arrests. 

 

Pinellas County 
The children’s case file review team reviewed 9 case records in Pinellas County from several different 

providers and interviewed one supervisor from one of the participating providers. The providers offer 

varied services within the community, including crisis stabilization, individual and group therapy, 

substance abuse treatment and case management.  The SPANS findings for the youth indicated that 

the needs identified in Life Domain Functioning, e.g., family communication, legal needs, as well 

school attendance and performance, were consistently addressed in the assessment, the service 

plan, and in other areas of the chart with moderate or high fidelity, 56% of the time. Additionally, the 

emotional and behavioral health needs were addressed in assessment, service planning and delivery 

with full fidelity 85% of the time. The services that were provided were appropriate in terms of their 

scope and the in the frequency and intensity with which they were provided.  The supervisor interview 

added that while the service array seems to be adequate, the lack of more intensive services is 

sometimes a barrier.      

 

The supervisor interview indicated that consumer feedback is solicited via client satisfaction surveys 

and client suggestion boxes. Reportedly, children and parents/guardians are included in conference 

calls and meetings so they can provide input for treatment recommendations and play an active role 

with assisting to identify goals. However the level of interaction and engagement with the youth and 

their family that occurred during assessment and planning was not clear from the documentation in 

the case files.  There was also a lack of evidence of building on the strengths of the youth or family 

members when developing treatment plans. The extent to which the strengths of the youth were 



 
 

14 
 

identified and used in service planning was indicated partially only 66% of the time and was not 

indicated at all 16% of the time.  

 

While our review did identify a few cases that demonstrated consistent communication and 

coordination with outside service providers, there was a greater number of files across agencies that 

contained a lack of coordination and communication between service providers. The supervisor 

interview supported our file review finding, reporting that coordination and communication across 

agencies was severely lacking.  Communication needs to be improved by clinicians, child welfare 

workers and other providers.  

 

As noted in the Broward County findings, youth can be involved in several public-sector systems.  Of 

the 483 youth in Pinellas County that received RTC/TGH services, only 31 did not have inpatient 

stays, justice involvement, or child welfare involvement, and 165 were in all four categories.  Of the 

1,762 youth with psychiatric inpatient stays, only 693 were not in additional groups.  Episodic mood 

disorders were common among youth that received RTC/TGH or psychiatric inpatient services or 

were involved in the justice system.  Finally, adjustment reaction was the most common diagnosis 

among youth in the child welfare system.        

 

Total Medicaid behavioral health spending was $111.3 million, and total SAMH behavioral health 

spending was $16.2 million. Among youth that received RTC/TGH services, $21.9 million of the $43.5 

million in Medicaid services for RTC/TGH youth was for SIPP services.  The combined services 

totaling $47 million was considerable for the 483 youth.  Among youth in the other groups, outpatient 

services were typically the most common services.  STFC also accounted for substantial costs 

among child welfare youth.   

 

While administrative data cannot address communication between providers, most youth in Pinellas 

County received an array of community-based services before and after discharge from RTC/TGH 

services; although a number of adverse outcomes were also seen after discharge.  Most youth 

received outpatient, assessment, and/or targeted case management services in the 6 months prior to 

admission.  Ninety youth had a Baker Act in the 6 months prior to admission, and 78 youth had felony 

charges and 80 had misdemeanor charges.  In the 6 months after RTC/TGH services, the most 

common services included assessment, outpatient, and targeted case management services.  Forty 

youth had subsequent SIPP admissions, 69 had TGH admissions, and 35 had subsequent STFC 

services.  Thirty-eight youth had subsequent Baker Acts, 47 had felony arrests, and 53 had 

misdemeanor arrests. 
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Alachua County 
The case file review team was asked by the local Alachua County Executive Order Steering 

Committee to review one youth case file.  The file indicated that the youth had prior involvement with 

the child welfare system, ongoing involvement with juvenile justice system, and behavioral issues 

within the school. The parent in this particular case was actively engaged in services and was the 

impetus for the child receiving services through the agency. The agency documented effective 

coordination and communication between the active service providers.  As reported during the 

supervisor interview, important decisions about services for consumers are made in conjunction with 

the consumer and parent/guardian. The agency seeks input from the child welfare case managers 

and juvenile justice probation officers in decision making.  However, the supervisor also indicated that 

coordination of services and communication across agencies is not always optimal and is an area 

across all providers within the county that is in need of improvement. 

The file reviewed indicated that the youth received a number of services through the provider agency 

and there was indication that the youth’s needs were being met. Across the system, however, the 

supervisor indicated that a barrier to service coordination is not having an appropriate program 

available to accept a child at all times. Transportation and housing are ongoing issues, presenting 

challenges to clients receiving an array of services.  

While there was only one case review, the review is consistent with a number of findings from the 

administrative data analysis.  Of the 97 youth in Alachua County that received RTC/TGH services, 

only 7 were not also in the inpatient, justice or child welfare categories; 26 youth were in all four 

categories.  Most youth in the child welfare system (954 of 1,193) were in only the child welfare 

category and did not have RTC/TGH services, inpatient services, or justice involvement.  The majority 

of youth that had RTC/TGH or inpatient services were diagnosed with an episodic mood disorder.  

The most common diagnosis among youth in the justice system was hyperkinetic syndrome of 

childhood (i.e., ADHD), while adjustment reaction was the most common primary diagnoses among 

youth in the child welfare system.           

 

Total Medicaid behavioral health spending in Alachua County was $33.3 million, and total SAMH 

behavioral health spending was $5.5 million.  Combined Medicaid and SAMH services totaled over 

$12 million for the 97 youth in the RTC/TGH group ($113,091 per youth).  Outpatient services were 

the largest Medicaid service category for justice-involved youth; outpatient and residential services 

had the highest expenditures among SAMH funded services.  Among child welfare youth, outpatient 

and STFC accounted for a majority of total Medicaid costs, and outpatient services had the highest 

SAMH expenditures.   
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We also examined behavioral health service use in the 6 months before and after RTC/TGH services.  

Outpatient, assessment, targeted case management, and treatment planning services were common 

in the 6 months prior to entry and the 6 months after RTC/TGH services.  Fourteen percent of 

RTC/TGH admissions took place within 6 months of a prior RTC/TGH episode.  Examination of 

behavioral health service use in the 6 months prior to an incarceration found the most prevalent 

services were outpatient, assessment, and treatment planning.   

 

Cross-Site Summary of Findings 
This section summarizes the cross-site findings for the case file reviews and the administrative data 

analysis for both target populations (adult and children and youth).   

Findings-Adult 
Some of the distinguishing characteristics of the adult clients for the case file reviews across the 3 

sites include combinations of serious mental illness with co-occurring substance use disorders, lack 

of residential stability/homelessness, exposure to one or more forms of trauma (sexual, physical, 

emotional and natural disasters), and co-occurring primary health problems. Despite these consumer 

characteristics, the reviews found no evidence of services specifically addressing co-occurring mental 

health and substance abuse disorders, co-occurring primary health problems, supports for persons 

with substance abuse problems to engage in treatment services, or services that focus on community 

integration, such as supported employment, education, and establishing meaningful personal 

relationships with family and friends.   

When the clients we reviewed no longer met Baker Act requirements and were discharged from acute 

care settings, there was no evidence that adequate levels of personalized assertive follow-up to 

ensure engagement, exploration of service/support options, or meaningful participation in community 

support services were implemented to prevent rapid cycles of decompensation and subsequent 

readmissions to crisis units and jails. 

The case records provided no evidence of coordination with jails/criminal justice system, other than a 

reference to an arrest, sentence served, or probation. Limited to no information existed in records 

regarding treatment that had occurred during the periods of incarceration, as consumers transitioned 

to acute or residential care. 
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Staff and consumer interviews indicated a high level of service satisfaction, consumer choices, and 

involvement of peer specialists, yet the clinical records did not support any strengths-based or 

consumer driven comprehensive treatment planning. 

The overall administrative data analysis findings across the three counties yielded a number of 

striking results.  First, the rate of legal involvement (arrest/incarceration) is very high within the 

samples of people with SMI in the three counties (e.g., 27.2% of the entire sample of people with SMI 

had at least one arrest).  Of those who had any arrest, they averaged 3.5 felony arrests and 3.3 

misdemeanor arrests per person over the five years of the study. Finally, the rates of arrest and 

incarceration are significantly higher for Blacks with SMI compared with persons from other racial 

groups who have SMI, and they are more than three times as likely as whites to be in the forensic 

state mental facilities. 

A second very striking finding was the high overall rate (almost 60%) of co-occurring substance use 

disorders among the sample of people with SMI.  Further, among the high intensity service utilization 

target groups (i.e., those with state or community behavioral health hospital admissions or 

incarceration) within our overall sample of people with SMI, three fourths (75.3%) had a co-occurring 

substance use disorder identified in the service event data, compared to 40.9% in the group that was 

not in high intensity settings. 

Findings-Children and Youth 
The SPANS findings for the youth indicated that the needs identified in Life Domain Functioning, e.g., 

family communication, legal needs as well school attendance and performance, were consistently 

addressed in the assessment, the service plan, and in other areas of the chart with moderate or high 

fidelity, about half of the time across the three sites. In addition, the youth emotional and behavioral 

health needs were not addressed with full fidelity in assessment, service planning and delivery.  

 

Youth risk behaviors including suicide and self-harm, danger to others, runaway, delinquent 

behaviors, fire setting and impaired judgement were documented in the case files.  However, these 

behaviors were addressed in varying low to moderate degrees in assessment, planning and service 

delivery.   

 

The level of interaction and engagement with the youth and their family that occurred during 

assessment and planning was not clear from the documentation in the case files.  There was also a 

lack of evidence of building on the strengths of the youth or family members when developing 

treatment plans.  
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There was generally a lack of documentation in the case files indicating ongoing communication with 

other service providers including other treatment providers, child welfare case managers, and juvenile 

probation officers. There was also little evidence that these partners were engaged in service 

planning and treatment updates. 

 

The complexity of addressing the needs of these youth is evidenced in both the record reviews and 

the administrative data analysis by involvement in several systems.  For example, of the 388 youth 

that received RTC/TGH services in Broward County only 37 were not also in one of the other 

categories (inpatient, juvenile justice, child welfare); with 119 youth in all four categories.  Of the 

2,096 youth with psychiatric inpatient stays, 1,079 also had justice and/or child welfare involvement. 

Most youth at the 3 sites received community-based services before and after discharge from 

RTC/TGH services, although a number of adverse outcomes were also seen after discharge.  In the 6 

months prior to admission, most youth received outpatient, assessment, and/or targeted case 

management services. Adverse outcomes that were identified post-discharge include Baker Acts, 

felony and misdemeanor charges, and subsequent SIPP and TGH admissions. 

Recommendations 
All three counties in the Executive Order will benefit from these recommendations that hopefully will 

result in diversion from deeper involvement in the juvenile and criminal justice systems, reduced 

involvement in high-intensity services, and increased access to recovery-based care. 

 

• Engage the Recovery Oriented System of Care (ROSC) statewide planning group as a 

governance mechanism for system improvement planning and implementation. All key 

stakeholders should be represented including consumers and family members, all state 

agencies included in Executive Order 15-175, community mental health and substance abuse 

treatment providers, housing agencies, law enforcement agencies, emergency care providers, 

and other community constituents. Tasks for this committee include clear articulation of a 

statewide vision for system reform, statutory reforms, joint policy making, blended financing 

mechanisms, data sharing mechanisms, changes in operations such as contracting 

requirements, and the development of regional planning committees that report directly to the 

ROSC statewide planning group. 

 

• Have DCF, Managing Entities, counties, consumers and other SAMH stakeholders implement 

Chapter 2016-241 or Substitute for Senate Bill 12 (2016), which directs a series of system 
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improvements in care coordination, community interventions, “no wrong door” for co-occurring 

disorders and Central Receiving Systems for persons of all ages. 

 

• Centralize cross-agency data at the state level for ongoing policy analysis, including data 

pertaining to persons receiving mental health services in County jails and state prisons. 

Establish agreements among entities to ensure ongoing sharing of data using social security 

numbers as the single person identifier.  

 

• Develop a role for the Managing Entities to lead the implementation of Evidenced-based 

Practice Teams (SAMHSA KITS – Knowledge Informing Transformation) utilizing experienced 

subject matter experts to respond to issues critical to serving this target population. (e.g., co-

occurring disorders, permanent supportive housing, trauma informed treatment, Assertive 

Community Treatment, etc.).  

o Identify best practice assessment, planning, and treatment care principles, such as 

Treatment Planning for Person Centered Care and Trauma Informed Care principles, 

to be utilized statewide. 

o Provide ongoing training and support to agencies to ensure adherence to the models 

and principles. 

o Establish review methods and complete ongoing reviews to ensure quality of practices 

and ongoing quality documentation and sharing of assessment, planning and 

treatment progress. 

o Include youth, families and adult consumers with lived experience on advisory bodies 

and quality review teams. 

 

• Implement review processes for interagency information sharing, care coordination, and 

communication processes within and across counties, jurisdictions, and community service 

provider agencies, including state forensic and civil mental health treatment facilities, Assisted 

Living Facilities (ALFs) and criminal justice agencies.  

o Develop a common method for sharing information about client assessment, 

treatment and progress in behavioral health systems as well as relevant court and 

legal records pertaining to criminal justice systems. 

o Establish and maintain signed Memoranda of Agreement across agencies and 

systems outlining specified roles and tasks for each partner. 



 
 

20 
 

o Utilize a consumer profile (aka face sheet) that contains brief information about the 

client and their family history, ongoing service referral and ongoing service provision 

that can be shared within and across agencies. 

 

• Identify cross-systems leadership within each county to follow through on any agreed upon 

action planning, such as Sequential Intercept Mapping (SIM) 

o Establish timeline for implementation of action plans. 

o Gaps that are identified should be addressed with additional funding to create the 

types and levels of services that are needed. 

 

• Establish a targeted permanent supportive housing planning and implementation team to 

address the needs of individuals who are frequent services users involved in the criminal 

justice system (e.g., Frequent User Service Enrichment Teams - FUSE, now operational in 

other states) 

o Pursue dedicated state funded housing choice vouchers specifically for this target 

population (e.g., The HUD VASH program currently implemented for homeless 

veterans by the veterans administration). 

 

• Expand targeted case-management to ensure follow-up after discharge from CSU. 

 

• Expand First Episode Psychosis Programs that are currently supported by mental health 

block grant funds.  NIMH and international research studies indicate that coordinated 

specialized services offered during or shortly after first episode psychosis are effective for 

improving clinical and functional outcomes among youth and young adults at risk for serious 

mental illness.   

 

• Peer-Support Models: Pair peer specialists with high service use individuals prior to discharge 

from the CSU to support transition to community living. 

 

• Implement alternatives to crisis units such as peer run crisis centers and warm lines 

(telephone centers) to provide connections and relationships that can lessen the intensity of 

crises in a comfortable, non-judgmental environment.  
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• Create program slots for high need clients by establishing mechanisms to provide housing 

and less intensive supports for current FACT clients who no longer require intensive services 

but are maintained in the program primarily for housing. 

 

•  Develop specialized Forensic Assertive Community Treatment Teams or Forensic Intensive 

Case Management Teams in the community. 

 

• Expand the role of drop-in centers in providing support with community integration for high 

risk clients. 

 

• Have system of care partners and community partners work together to develop and present 

cross system training opportunities to help facilitate collaboration across the system of care. 

Cross training should include information about roles and responsibilities at the clinician, case 

manager, supervisor levels. 

 

• Develop a locus of accountability at the community level for crossover youth to ensure 

coordination of the child and family plan of care within and across participating systems, 

manage and provide intensive care coordination, including linkages to peer supports and 

community resources. Identify, develop and utilize quality management tools to measure and 

report outcomes at the youth and family level. 
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Introduction 
In September 2015 the Governor of Florida issued Executive Order 15-175 calling for the Department 

of Children and Families (DCF) to conduct a comprehensive review of local, state, and federally 

funded behavioral health services and to conduct an analysis of how those services are delivered and 

how well they are integrated with other similar and/or interdependent services within a community. 

The goal of the review is the development of a statewide model for a coordinated system of 

behavioral health care services and a streamlined budgeting process that integrates and tracks 

behavioral health care spending across multiple funding streams. The overall review will incorporate 

analysis of information from two principal sources: 1) data on local, state, and federally funded 

behavioral health services used by adults with serious mental health problems and children and youth 

with serious emotional disturbances in Alachua, Pinellas, and Broward counties; and 2) case file 

reviews analyzing how the target populations in those counties move through the local systems of 

care.  

This report is the final report for the case file reviews. The purpose of the case file reviews is to 

describe how the target population individuals in Alachua, Pinellas, and Broward counties move 

through the local system of care. Fifty-three case file reviews were conducted across the three sites 

using a structured case file review protocol. After the case file reviews were completed at each site, 

interviews were conducted with one or more clinical supervisors, and focus groups were held with 

consumers at each site. 

The evaluation questions for the case files reviews are: 

• What is the level of consumer engagement and choice reflected in the case record, at first 

contact with the behavioral health system, during assessment and throughout treatment? 

• Did the individual receive an appropriate and timely assessment of his/her behavioral health 

needs? 

• Did the individual receive in a timely manner the services and supports recommended in the 

assessment? 

• Is there evidence of interagency coordination for individuals receiving services from more 

than one agency? 

• If the individual was engaged with the justice system, what are the individual’s experiences at 

critical junctures (law enforcement contacts with police and 911 dispatchers, initial detention 

and court hearings, jail, re-entry into the community)?  

• Throughout the process, what was the timeliness of screenings for mental health and 

substance abuse, assessment protocols, and linkages for services? 
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• What are the facilitators and barriers to access to an array of services and supports that are 

chosen by the individual? 

Methods 
Sample. The target populations for the Executive Order study are: 

• Adults with serious mental health problems who have been admitted to state mental health 

treatment facilities or to a community hospital for a mental health disorder, have been diverted 

from the criminal justice system by a mental health court, and/or who have been incarcerated;  

• Children and youth who are emotionally disturbed or seriously emotionally disturbed and who 

have been admitted to a Residential Treatment Center or Therapeutic Group Home, or who 

are involved with either the juvenile justice or child welfare system. 

For the case file reviews each local Executive Order Steering Committee specified sub-populations 

that they would like reviewed. For the adult case file reviews, Alachua County recommended 

individuals with co-morbid mental health and substance abuse needs, multiple county jail, CSU, and 

state hospital stays, and a mix of ages. The Broward Local Steering Committee recommended adults 

with serious mental health needs with multiple CSU admissions and either prison or jail admissions. 

For Pinellas County the target populations were adults with multiple CSU admissions and adults with 

multiple CSU referrals from the jail. For children and youth, all three local committees recommended 

cross-system youth who are receiving behavioral health services and are involved with either/both 

child welfare and juvenile justice systems.  

Once the target populations were specified, the study’s data analysis team identified individuals who 

met the eligibility criteria through administrative datasets (i.e. Medicaid, SAMHIS, DOC, and DJJ). 

The list of individuals was randomized to identify individuals for the case file reviews. Once the 

individuals were selected, the team contacted their provider and scheduled a date and time to 

conduct the case file reviews. Fifty- three case record reviews were completed; see Table 1 for a 

breakdown of the reviews by county and by population. All case file reviewers passed the national 

certification test for users of the CANS and the ANSA. 
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Table 1 

Case Record Reviews by County 

County Child & youth Adult Total 

Alachua 1 8 9 

Broward 12 14 26 

Pinellas 9 9 18 

Total 22 31 53 

Measures 
The Child and Adolescent Needs and Strengths (CANS; Lyons, Pickle, & Dollard, 2011) and Adult 

Needs and Strengths Assessment (ANSA; Lyons, Walton, & Dollard, 2015) were chosen for the Case 

File Reviews because these instruments are information integration tools that consider the 

perspectives of all those involved in the lives of a child, youth, or adult consumer and their caregivers 

and families, including informal supports, child welfare, justice, primary health care, and others (see 

Appendix A for all measures).  These multi-purpose tools were developed to support multidisciplinary 

care planning, to identify the appropriate level of care (intensity) for a child, youth or adult consumer, 

to monitor outcomes, to serve as a framework for research, evaluation and quality improvement, and 

in some states as a system management tool to manage capacity and appropriateness of care.  The 

CANS and ANSA were specifically developed to illuminate the relationship between assessment, 

service delivery, and outcomes so that successful strategies can be supported and unsuccessful 

strategies can be changed or terminated.  The Florida version of the CANS, the CANS 

Comprehensive (CANS-C), was specifically chosen to guide the Case File Reviews because this 

instrument is endorsed by the Florida Department of Children and Families (DCF) and the Agency for 

Health Care Administration (AHCA) to frame the Medicaid Comprehensive Behavioral Health 

Assessments.  DCF and AHCA selected the CANS-C because, in addition to the needs and strengths 

of a child / youth and his or her caregivers, it addresses any trauma experienced by the child or 

youth. 

The Adult Needs and Strengths Assessment (ANSA) was selected to guide the Case File Reviews for 

adult consumers because, like the CANS-C, it is derived from the same communimetric principles 

(Lyons, 2009).  Similarly constructed, the ANSA provides an ecological view of the adult consumer’s 

needs and strengths to support service and support planning and monitoring at the individual team 

level and as a platform for quality improvement and service system management at the agency and 

system levels. 
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For both the CANS-C and the ANSA, the Service Process Adherence to Needs and Strengths 

(SPANS) was selected to further guide the record reviews.  A refinement of the Treatment Fidelity 

Index (Dollard, Vergon, Rauktis, & Sliefert, 2009), the SPANS was designed to determine the degree 

to which consumer needs and strengths identified in the CANS-C or ANSA are being addressed or 

used in service planning. While there are protocols for assessing fidelity to specific evidence-based 

practices, the SPANS was developed to assess fidelity to an individualized care plan. 

The assumption underlying the SPANS is that the review of the case record should provide an 

understanding of the relationship between assessment, service planning, service implementation and 

the outcomes a consumer experiences.  In using the SPANS, a chain of evidence is built regarding 

the linkages between identified needs and strengths, services and interventions that implemented to 

address needs or incorporate strengths, and outcomes.  In summary, the SPANS determines whether 

CANS-C or ANSA ratings that indicate moderate to high levels of needs and/or strengths are being 

addressed or utilized by the services and interventions that are provided to a consumer. 

Another data collection tool that was used for the case file reviews is the Clinical Supervisor Interview 

Guide. The interview guide was used to gain the perceptions of clinical supervisors regarding staff 

skills for assessment and treatment planning, use of standardized assessment tools, coordination and 

communication with other organizations, opportunities for consumer engagement, and adequacy of 

services and supports in the community. 

The final tool is the Consumer Focus Group Protocol. The purpose of the consumer focus groups was 

to collect data on adult consumer perceptions regarding the services received, challenges with 

access to care, experiences with the criminal justice system, participation in treatment planning and 

shaping the community’s service array, access to records, assistance with life goals, and 

recommendations for the system of care. 

Results – Children and Youth 

Child and Adolescent Needs and Strengths (CANS-C) 
A sample of 22 case file reviews were conducted of the target populations for the Executive Order 

study in Alachua, Pinellas, and Broward counties. For children and youth, the eligibility criteria for 

case file reviews identified those who are emotionally disturbed or seriously emotionally disturbed and 

who have been admitted to a Residential Treatment Center or Therapeutic Group Home, or who are 

involved with either the juvenile justice or child welfare system.  Further, for the case file reviews each 

local Executive Order Steering Committee specified sub-populations that they would like reviewed. 

For children and youth, all three local committees recommended cross-system youth who are 
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receiving behavioral health services and are involved with either/both child welfare and juvenile 

justice systems. 

 

The CANS-C is comprised of five common domains: Life Domain Functioning, Strengths, Risk 

Behaviors, Behavioral/Emotional Needs, and Acculturation.  For children and youth, these 

assessments also incorporate a domain addressing the needs and strengths of his or her caregivers. 

The CANS-C was completed at the time clients were admitted and also at discharge.    Where 

appropriate, paired-samples t-tests were used to examine differences in client needs and strengths 

following receipt of services.  Changes in client scores at these two time points illuminate the extent 

to which assessment and service delivery are related to client outcomes.  It is important to note that, 

due to small sample sizes, inferences cannot be made regarding the larger subpopulation.  Due to 

missing information, there is some variation in the number of cases accounted for in each domain. 

 

Table 2 reports the demographic characteristics of case review participants.  The sample of randomly 

selected case reviews, per the CANS-C, pertained to youth who identified mostly as males (77.3%) 

and Black/African American (50%).  

 

Table 2 

Demographics of Youth Case Review Participants 

Characteristic CANS Case Reviews 
n (%) 

Total Cases N=22 
  

Gender Male  17 (77.3%) 

Female 5 (22.7%) 

 

Race Black/ African 

American 

11 (50.0%) 

White 7 (31.8%) 

More than one race 2 (9.1%) 

Other 2 (9.1%) 

 

Table 3 shows average scores for each domain assessed.  A detailed list of items that comprise each 

domain for is shown in Appendix B.  Average CANS-C domain scores indicate that, overall, most 

children and youth presented with needs that had not escalated to the level of causing problems or 

causing severe problems.  For each county, the areas of greatest need at baseline assessment were 
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with regard to youth behavioral/emotional needs, life domain functioning, and youth risk behaviors.  

Acculturation and youth trauma were areas indicating less need at baseline assessment.  With the 

exception of life domain functioning and youth risk behaviors, slight improvements were observed in 

state totals by the follow-up assessment.  Significant improvement, however, was only observed for 

youth trauma (t(14)= 2.34, p<.05).  Significant improvements were also observed for Pinellas County in 

regards to youth behavioral/emotional needs (t(6)=2.49, p<.05). 

 

CANS-C scores also indicated that children and youth entered into care with pre-existing strengths 

that had been identified but required at least some degree of development and strength building in 

order to be effectively incorporated into a strengths-based treatment plan.   At discharge, results 

showed slight improvements in Broward County in identification of strengths but the change was not 

significant.     

 

 

 

Table 3  

CANS-C Average Domain Scores by County 

County Domain Baseline 
M (SD) 

Discharge 
M (SD) 

Alachua County 
(n=1) 

Life Domain Functioninga (n=1) 1.00 (--) 0.86 (--) 

Youth Risk Behaviors (n=1) 0.56 (--) 0.67 (--) 

Youth Behavioral/Emotional Needs (n=1) 1.89 (--) 1.78 (--) 

Youth Trauma (n=1) 0.20 (--) 0.20 (--) 

Acculturation (n=1) 0.00 (--) 0.00 (--) 

Caregiver Strengths/Needs (n=1) 0.09 (--) 0.09 (--) 

Youth Strengthsb (n=1) 1.64 (--) 1.64 (--) 

    

Broward County 
(n=12) 

Life Domain Functioning (n=12) 1.12 (0.35) 1.20 (0.51) 

Youth Risk Behaviors (n=12) 0.78 (0.43) 0.88 (0.48) 

Youth Behavioral/Emotional Needs (n=12) 1.32 (0.47) 1.27 (0.55) 

Youth Trauma (n=9) 0.56 (0.34) 0.50 (0.37) 

Acculturation (n=9) 0.06 (0.17) 0.06 (0.17) 

Caregiver Strengths/Needs (n=6) 0.55 (0.66) 0.46 (0.57) 

Youth Strengths (n=12) 2.06 (0.39) 1.88 (0.59) 
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County Domain Baseline 
M (SD) 

Discharge 
M (SD) 

Pinellas County 
(n=9) 

Life Domain Functioning (n=7) 0.81 (0.22) 0.76 (0.22) 

Youth Risk Behaviors (n=7) 0.58 (0.54) 0.62 (0.51) 

Youth Behavioral/Emotional Needs **(n=7) 1.13 (0.30) 1.00 (0.30) 

Youth Trauma (n=5) 0.36 (0.16) 0.30 (0.10) 

Acculturation (n=4) 0.00 (0.00) 0.00 (0.00) 

Caregiver Strengths/Needs (n=5) 0.38 (0.38) 0.42 (0.42) 

Youth Strengths (n=7) 1.87 (0.67) 1.87 (0.75) 

    

Total 
(n=22) 

Life Domain Functioning (n=20) 1.00 (0.33) 1.03 (0.46) 

Youth Risk Behaviors (n=20) 0.70 (0.46) 0.78 (0.48) 

Youth Behavioral/Emotional Needs (n=20) 1.28 (0.43) 1.20 (0.49) 

Youth Trauma **(n=15) 0.47 (0.30) 0.42 (0.30) 

Acculturation (n=14) 0.04 (0.13) 0.04 (0.13) 

Caregiver Strengths/Needs (n=12) 0.44 (0.52) 0.41 (0.47) 

Youth Strengths (n=20) 1.98 (0.50) 1.86 (0.62) 

    

[a] Key for Needs Domains: 0= no evidence of problems; 1= history, minimal; 2= moderate needs, 
causing problems; 3 = severe needs, causing severe problems 
[b] Key for Strengths Domain: 0= centerpiece strength, 1= useful strength, 2= strength identified, 3= 
no strength identified 
** p<.05 

Service Process Adherence to Needs and Strengths (SPANS)  
Using the admission CANS-C, for each item endorsed a ‘2’ or ‘3’ for needs domains and ‘0’ or ‘1’ for 

strengths domains, the SPANS was summed producing a score between ‘0’ and a maximum of ‘12’. 

Within each domain, these items were summed to obtain an overall domain score.  This total was 

divided by the number of endorsed items within each domain to obtain an average score.  The 

average score was categorized as 0-2 being implemented with high fidelity to identify needs and 

strengths, 3-4 being rated as moderate fidelity, 5-7 being rated as partial, 8-9 being implemented with 

low fidelity and scores of 10-12 rated as no fidelity. Twenty case files were included for the SPANS; 

the other 2 case files had insufficient information to complete the SPANS. 

For the overall youth findings, needs identified in Life Domain Functioning, e.g., family 

communication, legal needs, and attendance and performance, were addressed in the assessment, 

service plan, and other areas of the chart with moderate or high fidelity 65% of the time.  This score 
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also includes whether services that were provided were appropriate in terms of their scope, 

frequency, and intensity with which they were provided. 

Table 4 

Fidelity to Needs and Strengths Life Domain 

 Statewide  
(N=20) 

Alachua 
(N=1) 

Broward 
(N=12) 

Pinellas 
(N=7)1 

No fidelity 0%  0% 0% 

Low fidelity 5%  8.3% 0% 

 Statewide  
(N=20) 

Alachua 
(N=1) 

Broward 
(N=12) 

Pinellas 
(N=7)2 

Partial 
fidelity 

30%  24.9% 42.9% 

Moderate 
fidelity 

25% 100% 25% 14.3% 

High fidelity 40%  41.7% 42.09% 

 

In terms of Youth Strengths, 39% of youth’s strengths were identified in the assessment, used in 

service planning and incorporated into treatment and were rated as being either implemented with 

moderate or high fidelity.  In 44.4% of cases, identified strengths were used in service and support 

planning and delivery.  For 16.8% of youth identified strengths were sparsely utilized or not utilized in 

service and support planning and delivery. 

 

 

 

 

 

 

                                                             
1 Two cases were excluded from the SPANS analysis because they were not in mental health services long enough to 
have the SPANS administered. 
2 Two cases were excluded from the SPANS analysis because they were not in mental health services long enough to 
have the SPANS administered. 
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Table 5 

Fidelity to Identified Youth Strengths 

 Statewide3 
(N=18) 

Alachua 
(N=1) 

Broward  4 
(N=11) 

Pinellas 
(N=6)5 

No fidelity 11.2%  9.1% 16.7% 

Low fidelity 5.6%  9.1% 0 

Partial 
fidelity 

44.4% 100% 36.4% 66.7% 

Moderate 
fidelity 

22.2%  18.2% 16.7% 

High fidelity 16.8%  27.3% 0% 

 

Only one youth was identified as having needs in language, cultural identify, rituals or cultural stress.  

Caregiver needs and strengths identified on the CANS include such issues as residential stability, 

social resources, knowledge of the youth’s illness, as well as the caregiver’s own substance use, 

mental health or developmental issues that impede their ability to parent. For those youth with 

identified Permanency Caregivers (N=11), 44.4% of identified caregiver needs and strengths were 

addressed with moderate or high fidelity. 22.2% of identified caregiver strengths were reflected in 

assessments, used in service plans and elsewhere in service and support delivery.  In 33.3% of 

cases, identified caregivers strengths and needs were not addressed at all. 

 

 

 

 

 

                                                             
3 N = 18 because in 2 cases, the youth either had no identified strengths or the strength areas were identified but 
not robust enough to be used in service planning and delivery. 
4 N = 11 because in 2 cases, the youth either had no identified strengths or the strength areas were identified but 
not robust enough to be used in service planning and delivery. 
5 N = 6 because in 1 case, the youth either had no identified strengths or the strength areas were identified but not 
robust enough to be used in service planning and delivery. 
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Table 6 

Fidelity to Identified Permanency Caregiver Needs and Strengths 

 Statewide 6 
(N=11) 

Alachua 
(N=1) 

Broward 
(N=6)7 

Pinellas 
(N=3)8 

No fidelity 33.3%  33.4% 33.3% 

Low fidelity 0%  0 0% 

Partial 
fidelity 

22.2% 100% 16.7% 33.3% 

Moderate 
fidelity 

22.2%  33.4 0 

High fidelity 22.2%  16.7% 33.3 

  

Identified emotional and behavioral health needs were addressed in assessment, service planning 

and delivery with either moderate or full fidelity 84.2% of the time (see Table 7). There was one youth 

whose needs were not addressed at all and one who was excluded from the SPAN analysis because 

their needs did not require intervention. 

 

 

 

 

 

 

 

 

 

                                                             
6 Given the population was derived from cross-system youth, not all youth had permanency caregivers and the N for 
this analysis is 11. 
7 Given the population was derived from cross-system youth, not all youth had permanency caregivers and the N for 
this analysis is 6. 
8 Given the population was derived from cross-system youth, not all youth had permanency caregivers and the N for 
this analysis is 3. 



 
 

33 
 

Table 7 

 Fidelity to Identified Behavioral and Emotional Needs 

 Statewide 9 
(N=19) 

Alachua 
(N=1) 

Broward 10 
(N = 11) 

Pinellas 
(N=7) 

No fidelity 5.3%  9.1% 0% 

Low fidelity 0%  0.0% 0% 

Partial 
fidelity 

10.6%  9.1% 14.3% 

Moderate 
fidelity 

21.1%  36.4% 0% 

High fidelity 63.1% 100% 45.5% 85.7% 
 

Table 8 

Fidelity to Identified Risk Behaviors 

Risk behaviors include suicide and self-harm, danger to others, runaway, delinquent behaviors, fire 

setting and impaired judgement.  These identified needs were addressed with moderate or high 

fidelity in 41.7% of children and youth’s assessments, plans and service delivery.  In over half 

(58.4%) of the youth with identified risk behaviors, these needs were only partially addressed in 

assessment, planning and service delivery. 

 Statewide 11 
(N=12) 

Alachua  
(N=1)12 

Broward 
(N=7)13 

Pinellas 
(N=5) 

No fidelity 0% n/a 0% 0% 

Low fidelity 0% n/a 0% 0% 

Partial 
fidelity 

58.4% n/a 57.2% 60% 

                                                             
9 N = 19 for this analysis as there was one youth whose needs did not rise to the level of need for intervention, they 
were rated as 0 ‘Not evident’ or of only 1 ‘Watching, wait, prevent’. While this child had both a child welfare and 
juvenile justice history, her symptoms and behaviors were not identified as serious enough to warrant active 
intervention. 
10 N = 19 for this analysis as there was one youth whose needs did not rise to the level of need for intervention, they 
were rated as 0 ‘Not evident’ or of only 1 ‘Watching, wait, prevent’. 
11 N = 12 because these risk behaviors were not evident or were by history only. 
12 No risk behaviors in need of intervention were identified for 5 of these youth. 
13 No risk behaviors in need of intervention were identified for 2 these youth. 
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 Statewide 14 
(N=12) 

Alachua  
(N=1)15 

Broward 
(N=7)16 

Pinellas 
(N=5) 

Moderate 
fidelity 

16.7% n/a 14.3% 20% 

High fidelity 25% n/a 28.3% 20% 

 

Factors Related to Treatment Plan Implementation 

On the SPANS, reviewers were asked to identify whether system partners were part of the treatment 

planning process17. For 90.9% (N=10) of the youth mental health was appropriately involved in their 

care.  72.7% (N=8) had child welfare appropriately involved in their care. Schools were less likely 

(50%, N=5) to be involved in the care of children and youth and 72.7 % (N=8) had juvenile justice 

involved as needed.  No other system involvement was reported.  

When asked about the care team, 50.0% (N=5) of care teams reportedly meet frequently enough and 

the same proportion evidenced good communication (N=5). 44.4% of youth had staff who were 

reported to do ‘whatever it takes’ to make the child and family successful.  50% (N=4) of children and 

families were reported to have staff who were flexible in working with them to meet their goals; 

however services were reported to be tailored to the needs and strengths of consumers in 66.7% 

(N=4) of cases. 

In rating factors that effected their care, 55.6% of caregivers were reported to be motivated and 

involved in their child’s care. Seventy-one per cent were reported to be involved in setting goals for 

their child’s care and treatment (N=5).  However, three caregivers were reported to have financial, 

emotional and housing factors that impinged on their ability to participate in their child’s care. 

Broward County—Qualitative Findings 
The project team reviewed 12 youth cases in Broward County, from several different providers.  The 

reviews took place over several days.  The files reviewed were either electronic or paper files, the 

majority being paper files.  We did recognize a few instances of good clinical treatment that is trauma 

informed and involves the child and the family, is solution focused and based on the family’s needs, 

as identified by the family.  However, this was not consistently noted in the majority of the files we 

reviewed.  There were instances of missed opportunities to build on the strengths of the youth and 

                                                             
14 N = 12 because these risk behaviors were not evident or were by history only. 
15 No risk behaviors in need of intervention were identified for 5 of these youth. 
16 No risk behaviors in need of intervention were identified for 2 these youth. 
17 The Ns in this portion differ from the main SPANS-C findings because of missing data. 
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their families, even though those strengths were noted in the record.  Not surprisingly, the youth in 

our sample have suffered a great deal of trauma, as the files indicated histories of child abuse, 

multiple placements and significant loss. However, it was not clear from the file reviews if these 

traumatic events had been adequately addressed at any time in these children’s lives.  There was a 

lack of documentation in the files we reviewed to indicate if the trauma had been addressed either 

from the current or a prior provider.  

 

Treatment planning that is comprehensive and adequately meets the needs of the child and family 

was indicated in about one half of the cases. The majority of the cases indicated that there was a 

history of or current substance use by either the child’s family or the child.  However, unless the child 

was specifically receiving substance abuse services, there was a lack of indication that substance 

use and abuse prevention was addressed with the youth. Typically, the strengths of the services the 

children were receiving were based on the type of services or programs they were involved in.  If they 

were involved in case management, then generally there was evidence of referrals for additional 

services and contacts with other service providers within the system of care. If they were involved in 

substance abuse treatment, the treatment plan focused on the sobriety and recovery. Where the child 

was receiving only counseling services specifically from the provider, then the file indicated the 

provision of good clinical treatment. For example, in one instance, the youth was receiving Targeted 

Case Management and the TCM was active in referring the child for other therapeutic services within 

the community to prepare the youth for a transition to adulthood. However, there was a lack of 

documentation that there was any follow up regarding the progress the youth was making in therapy 

that the youth was referred to. Additionally, a lack of family engagement was observed. Several 

children identified family and natural supports; however they were rarely addressed by clinicians and 

not involved in treatment planning.  

 

There was not a strong sense of interagency coordination and communication across the files 

reviewed. Where it was clear that an outside agency was providing case management or therapy 

services, it was not clearly indicated what progress the child was or was not making with the other 

agency.  Agencies appeared to work in silos. There did not appear to be a routine sharing of 

information in the form of regular phone calls or e-mail, face to face meetings or progress reports that 

would help the provider develop a holistic view of the child and their needs and their strengths. Child 

welfare workers, for example, were not present at treatment plan meetings and did not appear to 

provide input regarding treatment goals. If a child was involved with juvenile justice, there was 

minimal documentation regarding the child’s status.  

 



 
 

36 
 

Two clinical supervisors were interviewed in Broward County. Reportedly, providers use a variety of 

screening and assessment tools to assess child and family functioning and begin treatment planning.  

There are clear guidelines and policies in place to support clinical staff in using the assessment. Their 

perception is that parents and youth are engaged from the start during intake and assessment. They 

view the consumer input as critical to their working with the family.   

 

Both supervisors reported that their agencies complete ongoing monitoring, performance evaluations 

and other quality improvement activities to ensure that their clinical staff are working towards the 

goals of their agency.  In general, the provider agencies use evidence based practices to help the 

consumers they serve. Satisfaction surveys were used with both clinical staff and consumers to help 

identify training needs and areas of improvement.   

 

There is a great deal of emphasis on training.  Ongoing, regular meetings, both as a group and 

individually between clinician and supervisor are used to discuss cases, reinforce practices, and build 

support across staff. Clinical staff are encouraged to attend training that will enhance their skills. 

Moreover, the agencies we interviewed indicated that they provide CEUs for their clinical staff, which 

alleviates a financial cost for licensed clinicians.  The agencies also ensure that there are other types 

of resource materials provided to their staff to help support skills and practices learned in training.  

The supervisors’ perception is that the availability of clinical staff is generally adequate to meet the 

need.  One specific need that was identified was the need for bi-lingual clinical staff to serve the large 

multi-cultural population in that county.   

 

The supervisors commented that the involvement of other service providers in the treatment planning 

varies.  This variability is related to some clinicians’ inability to maintain communication with various 

agencies as well as difficulties with the other service agencies themselves. The agencies reported 

that they provide written summaries to other service providers; however, it seems that other 

coordination, such as phone and face to face contact with providers involved with the family is more 

difficult.  Specifically, each provider agency noted that coordination with child welfare staff was 

difficult, and both noted the high staff turnover and staff workload within the child welfare system as a 

barrier to coordination.  Both agencies also noted that cross-training and having knowledge of the 

roles and responsibilities of the other system partners enhances cross-system coordination and 

collaboration. Specifically, working agreements with the schools and juvenile justice for various 

programs has led to better working relationships and sharing of information across agencies. Another 

system barrier that was noted by the supervisors was the lack of community support services for 

youth and their families following discharge from treatment especially for youth who are turning 18 

years of age.   
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Pinellas County—Qualitative Findings 

The children’s case file review team reviewed 9 case records in Pinellas County from several 

different providers.  The reviews took place over several days and included reviews of both paper 

and electronic case files. The providers offer varied services within the community, including crisis 

stabilization, individual and group therapy, substance abuse treatment, and case management.  

There were some common themes and scenarios that were evident in our reviews around the 

county. All but one of the cases we reviewed were teens and several were late teens transitioning to 

adults.  Nearly all of the youth had been the subject of a Baker Act at least once.  Seven of the 9 

files reviewed indicated that there was a history of substance abuse within the child’s family or the 

child had a substance abuse history.  There was also, as was expected, a history of trauma in lives 

of these children.  Traumatic events included a histories of early physical abuse and/or neglect and 

removal from the family home and multiple placements within the child welfare system. 

 

There were a few examples of treatment planning that were specific to the child’s needs. However, 

there were also missed opportunities in treatment planning.  For example, in one instance it was 

evident through the file that the child been sexually abused by a family member, and that this 

information was met with disbelief when shared with the child’s mother. Neither the history of the 

sexual abuse nor the rejection from the parent was initially included in the treatment plan. This 

information was later incorporated into a subsequent treatment plan.  The level of interaction and 

engagement with the youth and their family that occurred during treatment planning was not clear 

from the documentation in the case files.  There was also a lack of evidence of building on the 

strengths of the youth or family members when developing treatment plans. For example, one child 

had a number of strengths identified in the case file; friends at school, involvement in church and an 

interest in playing musical instruments.  However, these strengths were not used in treatment 

planning or in coordinating additional services and supports for the child and the family. 

 

While there may well be excellent clinical therapy being provided to children and youth in Pinellas 

County, the extent of it was difficult to discern from our case file reviews.  The lack of detail evident 

in the clinical notes makes it difficult to understand how there can be continuity of care within an 

agency if, for instance, a therapist leaves their position or is not available during a crisis. Of 

particular note, one file review indicated the types of evidence based therapeutic interventions that 

were being used (Cognitive Behavior Therapy, Motivational Interviewing), but lacked information 

about what the issues were that were being addressed or the progress or lack of progress made 

during session. 
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There were two case files reviewed that documented interagency coordination with the schools and 

with child welfare.  In one of the cases there was evidence of the therapist meeting with school 

officials and the caregiver in response to the child having behavior and academic problems at the 

school. In the same case, there was evidence of frequent contact with the child welfare case 

manager to discuss the stability of the child’s living arrangement.  In another case the case manager 

for the child documented contact with Medicaid and dental providers to assist the child with ongoing 

issues.  There was also ongoing contact with the child’s caregiver and the child welfare case 

manager and biological family to help coordinate the needs of the child.  However, this particular 

case also highlighted the lack of communication and coordination throughout the system of care 

when the therapist documented traveling to the child’s group home only to find that the child had 

moved without transition and without notifying the therapist.  Unfortunately, there were more files 

that contained a lack of coordination and communication between service providers than files with 

evidence of interagency coordination and communication. 

 

During the Pinellas county clinical supervisor interview, it was noted that access to reports and 

billable hours are the key to monitoring staff and unit performance. Reports can be obtained daily, 

weekly or monthly. Support from upper management and administration has been beneficial as they 

are willing to assist with issues when needed. Training opportunities are available to strengthen the 

skills of clinicians and supervisors; however policy states that an employee must be current on all 

work related tasks in order to participate in a training. This can be an issue at times due to clinicians’ 

caseloads and work demands. Supervisors have the ability to grant permission to their staff to attend 

a training at any time. It was noted that most supervisors will do this even when one of their staff has 

a pending task.  

During the interview it was noted that there is a critical need for qualified clinical staff. Hiring qualified 

clinicians who will accept the salary and stay employed has been a constant struggle. Due to this 

challenge there are not adequate staff to meet the needs of consumers. In addition, more community 

resources and services are needed for youth and their families. Collaborative leadership meetings are 

held weekly to discuss programs and services. Team meetings, one-on-one supervision, the quality 

management process, and the Client Advisory Board are additional mechanisms to discuss important 

decisions concerning clients. Consumer feedback is solicited via client satisfaction surveys and client 

suggestion boxes. Reportedly children and parents/guardians are included in conference calls and 

staffings so they can provide input for treatment recommendations. They also play an active role with 

assisting to identify goals.  

Coordination and communication across agencies was reported to be severely lacking. 

Communication needs to be improved by clinicians, child welfare workers and other providers. 
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Additional efforts into relationship building is needed. Time constraints, obtaining release of info 

forms, and turnover rate of case managers were some noted barriers. A disconnect between child 

welfare staff and behavioral health staff and how each of the systems operates was noted. Cross-

system training of roles and responsibilities would be beneficial. Appropriate and adequate service 

array for clients was reported as a strength; however, not enough services capacity is a barrier. 

Services appear to be fragmented in the county, as several agencies are providing similar services; 

however, there are not enough intensive services to meet the needs of the clients.  

Alachua County—Qualitative Findings 
The case file review team reviewed only one file from Alachua County. The child suffered abuse by 

his biological mother as a young child.  He came to the attention of the child welfare system and was 

eventually adopted from the child welfare system at age 9. The child came to the attention of the 

provider agency when the adoptive parent sought out treatment and services for the child. The file 

indicated that the child had a history of Baker Acts and involvement with the Department of Juvenile 

Justice. The file also indicated that the child struggles with anger issues and disruptive, aggressive 

behaviors both at home and in school.   

 

The results of the case file review at the provider agency demonstrated effective interagency 

coordination and communication.  The notes indicated there was ongoing communication between 

the provider agency and the Juvenile Probation Officer.  The review also indicated ample 

communication and service coordination between the provider agency and the child’s school. The 

child received a combination of services through the provider agency, including targeted case 

management, support services, medication management, and individual and family therapy at the 

provider agency. The behavioral and emotional needs of the child and family were addressed in the 

treatment plan. Throughout the service history for the child there was an overall improvement with the 

child’s anger and aggressive behaviors in the home.  There was also indication from the file that there 

was improvement in his behavior and grades at school.  

 

The clinical supervisor reported that their agency follows a Person Centered Care Model. Integration 

of care from primary care to mental health services is paramount. The clinical staff are evaluated on 

their client’s progress throughout the treatment process. Peer reviews, clinical supervision and 

monthly progress notes all assist with this. Alachua County utilizes an electronic record system, which 

the clinical supervisor cited as being key to supporting and improving the work of clinicians. Data for 

staff and clients can be obtained at any time with the electronic record system.  Information about unit 

performance is provided daily from IT in the form of data and reports. Monthly supervision with staff is 
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also critical with monitoring and evaluating performance. Overall, there are adequate numbers of staff 

to meet the needs of clients; however, finding a balance of enough time to provide all the needed 

treatment is challenging. Solution-focused short term therapy and reevaluating how a client is 

progressing in treatment are critical components in the agency’s mental health treatment planning for 

their consumers.  

Emphasis is placed on easy access to training and in fact staff are encouraged to attend. The agency 

provides in-person and on-line training; staff can also attend training off-site. On-going feedback, 

supervision with supervisors, and interaction with other agencies helps to reinforce new skills for 

clinicians. Reportedly, important decisions about services for consumers are always made in 

conjunction with the consumer and parent/guardian. The Intake process is used as a time for triaging 

with all of the client’s providers within the agency’s network. Child welfare case managers and 

juvenile justice probation officers are included in decision making. Consumer feedback is received in 

many forms—at intake, during treatment plan reviews and discharge planning, satisfaction surveys 

and stakeholder committees. The Quality Improvement Unit plays an important part by gathering data 

and trends as well as client grievance forms, which are all discussed with supervisors on a regular 

basis.  

Coordination of services and communication across agencies were indicated as areas which need 

improvement. Some clinicians and case managers are better than others at communicating and 

ensuring relevant information is shared. Alachua County consists of high risk populations; thus a 

system to communicate and coordinate with all parties would be beneficial. A barrier to service 

coordination is not having an appropriate program available to accept a child at all times. 

Transportation and housing are ongoing issues which are challenges to clients receiving an array of 

services—“It’s hard to stabilize clients when they have other needs that are not being met.” There is 

an abundance of services for substance abuse; however not so much for other mental health needs. 

A strength within the system is that everyone in the system of care knows what the provider agency 

does and is familiar with the services, so clients can be referred appropriately. The primary need in 

the local system of care is additional funding to support needed programs.  

Results—Adults 

Adult Needs and Strengths Assessment 
A sample of 31 adult case file reviews were conducted in Alachua, Pinellas, and Broward counties.  

The eligibility criteria for adult case file reviews identified adults with serious mental health problems 

who have been admitted to state mental health treatment facilities or to a community hospital for a 
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mental health disorder, have been diverted from the criminal justice system by a mental health court, 

and/or who have been incarcerated. Further, for the case file reviews each local Executive Order 

Steering Committee specified sub-populations that the committee would like reviewed. For the adult 

case file reviews, Alachua County recommended individuals with co-morbid mental health and 

substance abuse needs, multiple county jail, CSU, and state hospital stays, and a mix of ages. The 

Broward Local Steering Committee recommended adults with serious mental health needs, multiple 

CSU admissions, and either prison or jail admissions. For Pinellas County the target population was 

adults with multiple CSU admissions and adults with multiple CSU referrals from the jail.  

 

The CANS-C and ANSA both comprise some common domains: Life Domain Functioning, Strengths, 

Risk Behaviors, and Behavioral/Emotional Needs. For adults, the employment domain was also 

included in the analysis.  Both the CANS-C and the ANSA also address trauma experienced by 

children, youth, and adults.  The ANSA was completed at the time clients were admitted and also at 

discharge.  Where appropriate, paired-samples t-tests were used to examine differences in client 

needs and strengths following receipt of services.  Changes in client scores at these two time points 

illuminate the extent to which assessment and service delivery are related to client outcomes.  It is 

important to note that, due to small sample sizes, inferences cannot be made regarding the larger 

subpopulation.  Due to missing information, there is some variation in the number of cases accounted 

for in each domain.Table 9 reports the demographic characteristics of adult case review participants. 

Adult case reviews included clients who identified mostly as males (71%) and Black/African American 

(58.1%). 

 
 
 
 
 
 
 
Table 9 

Demographics of Adult Case Review Participants 

Characteristics ANSA Case Reviews 
n (%) 

Total Cases N= 31 

   

Gender Male  22 (71.0%) 

Female 9 (29.0%) 
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Characteristics ANSA Case Reviews 
n (%) 

Race Black/ African 

American 

18 (58.1%) 

White 13 (41.9%) 

More than one race 0 (0%) 

Other 0 (0%) 

 
Table 10 shows average scores for each ANSA domain assessed.  Average ANSA domain scores 

indicate that, overall, most adults presented with needs that had not escalated to the level of causing 

problems or severe problems.  State totals indicate that the greatest areas of need at baseline 

assessment were with respect to employment, behavioral/emotional needs, and life domain 

functioning.  Slight improvements, though not significant, were observed in Alachua County and 

Broward County by the follow-up assessment in regards to behavioral/emotional needs.  Significant 

improvements were observed for risk behaviors (t(13)= 2.57, p<.05) and behavioral/emotional needs 

(t(13)= 2.48, p<.05) in Broward County.  

  

ANSA scores also indicated that adults entered into care with pre-existing strengths that had been 

identified but required at least some degree of development and strength building in order to be 

effectively incorporated into a strengths-based treatment plan.   By follow-up assessment at 

discharge, results showed slight improvements in identification of strengths across the state, but the 

change was not statistically significant in any one county. 

  

Table 10 

ANSA Average Domain Scores by County 

County Domain Baseline 
M (SD) 

Discharge 
M (SD) 

Alachua 
County 
(n=8) 

Life Domain Functioninga 

(n=8) 

0.50 (0.33) 0.47 (0.35) 

Risk Behaviors (n=8) 0.73 (0.97) 0.34 (0.28) 

Behavioral/Emotional Needs 

(n=8) 

0.71 (0.72) 0.60 (0.68) 

Trauma (n=2) 0.45 (0.39) 0.45 (0.39) 

Employment (n=1) 3.00 (--) 3.00 (--) 

Strengthsb (n=8) 2.81 (0.19) 2.70 (0.39) 
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County Domain Baseline 
M (SD) 

Discharge 
M (SD) 

Broward 
County 
(n=14) 

Life Domain Functioning 

(n=14) 

0.97 (0.79) 0.57 (0.47) 

Risk Behaviors** (n=14) 0.24 (0.22) 0.17 (0.20) 

Behavioral/Emotional 

Needs** (n=14) 

0.84 (0.50) 0.66 (0.39) 

Trauma (n=5) 0.36 (0.09) 0.33 (0.21) 

Employment (n=7) 1.95 (0.71) 1.69 (0.88) 

Strengths (n=14) 2.68 (0.33) 2.55 (0.48) 

    

Pinellas 
County 
(n=9) 

Life Domain Functioning 

(n=9) 

0.77 (0.39) 0.73 (0.49) 

Risk Behaviors (n=9) 0.19 (0.31) 0.31 (0.38) 

Behavioral/Emotional Needs 

(n=9) 

0.80 (0.34) 0.88 (0.59) 

Trauma (n=6) 0.47 (1.15) 0.57 (1.11) 

Employment (n=5) 0.40 (.89) 0.90 (1.34) 

Strengths (n=9) 2.86 (.25) 2.81 (0.28) 

Total 
(n=31) 

Life Domain Functioning 

(n=31) 

0.79 (0.61) 0.59 (0.45) 

Risk Behaviors (n=31) 0.35 (0.56) 0.26 (0.28) 

Behavioral/Emotional Needs 

(n=31) 

0.80 (0.51) 0.71 (0.53) 

Trauma (n=13) 0.43 (0.75) 0.46 (0.75) 

Employment (n=13) 1.44 (1.15) 1.49 (1.16) 

Strengths (n=31) 2.76 (0.28) 2.67 (0.41) 
 

[a] Key for Needs Domains: 0= no evidence of problems; 1= history, minimal; 2= moderate needs, 
causing problems; 3 = severe needs, causing severe problems 
[b] Key for Strengths Domain: 0= centerpiece strength, 1= useful strength, 2= strength identified, 3= 
no strength identified 
** p<.05; *** p<.01 

Service Process Adherence to Needs and Strengths (SPANS)  
The final Adult SPANS analysis included 31 records across the 3 counties. Using the admission ANSA, for each 

item endorsed a ‘2’ or ‘3’ for needs domains and ‘0’ or ‘1’ for strengths domains, the SPANS was summed 
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producing a score between ‘0’ and a maximum of ‘12’. Within each domain, these items were summed to 

obtain an overall domain score.  This total was divided by the number of endorsed items within each domain 

to obtain an average score.  The average score was categorized as 0-2 being implemented with high fidelity to 

identify needs and strengths, 3-4 being rated as moderate fidelity, 5-7 being rated as partial, 8-9 being 

implemented with low fidelity and scores of 10-12 rated as no fidelity. 

For the state overall (see Table 11) needs identified in Life Domain Functioning, e.g., self-care, legal 

needs, and job performance, were addressed in the assessment, the service plan, and in other areas 

of the chart with moderate or high fidelity, 46.5% of the time.  This score also includes an assessment 

of whether services that were provided were appropriate in terms of their scope, frequency, and 

intensity with which they were provided. 

Table 11 

Fidelity to Needs and Strengths Life Domain 

 Statewide  
(N=28)18 

Alachua 
(N=7)19 

Broward 
(N=13) 

Pinellas 
(N=8) 

No fidelity 7.2% 14.3% 0% 12.5% 

Low fidelity 17.8% 28.6% 0% 37.5% 

Partial 
fidelity 

28.6% 14.3% 38.5% 25% 

Moderate 
fidelity 

14.3% 14.3% 23.1% 0% 

High fidelity 32.2% 28.6% 38.5% 25% 

 

As shown in Table 12, in the state overall, 16.6% of consumers’ strengths were identified in the 

assessment, used in service planning, and incorporated into treatment and were rated as being either 

implemented with moderate or high fidelity.  In one-third of cases, identified strengths were used in 

service and support planning and delivery.  For 41.7% of adults, their identified strengths were not 

utilized in service and support planning and delivery. 

                                                             
18 3 cases were excluded because the ANSA items in this domain were endorsed as ‘0’ (No evidence) or ‘1’ (watch / 
wait / prevent). For needs domains, SPANS-A items are only completed for ANSA items endorsed as ‘2’ (Moderate 
need) or ‘3’ (Severe need).  
19 1 case was excluded because the ANSA items in this domain were endorsed as ‘0’ (No evidence) or ‘1’ (watch / 
wait / prevent). For needs domains, SPANS-A items are only completed for ANSA items endorsed as ‘2’ (Moderate 
need) or ‘3’ (Severe need). 
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Table 12 

Fidelity to Identified Strengths 

 Statewide20 
(N=12) 

Alachua 
(N=4)21 

Broward  22 
(N=6) 

Pinellas 
(N=2)23 

No fidelity 41.7% 50% 33.3% 50% 

Low fidelity 8.3% 0% 16.7% 0% 

Partial 
fidelity 

33.3% 50% 33.3% 0% 

Moderate 
fidelity 

0% 0% 0% 0% 

High fidelity 16.6% 0% 16.7% 50% 

 

No adult consumers were identified as having needs in language, cultural identify, rituals or cultural 

stress.  

Identified emotional and behavioral health needs were addressed in assessment, service planning 

and delivery with either moderate or full fidelity 46.5% of the time. The identified needs of adult 

consumers were only partially addressed 25% of the time in assessment, service and support 

planning or service delivery. 

 

 

 

 

 

 

                                                             
20 N = 12 because the consumers either had no identified strengths or the strength areas were identified but not 
robust enough to be used in service planning and delivery. 
21 N = 4 because 3 consumers either had no identified strengths or the strength areas were identified but not robust 
enough to be used in service planning and delivery. 
22 N = 6 because in 1 case, the consumer either had no identified strengths or the strength areas were identified but 
not robust enough to be used in service planning and delivery. 
23 N = 2 because consumers either had no identified strengths or the strength areas were identified but not robust 
enough to be used in service planning and delivery. 
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Table 13 

Fidelity to Identified Behavioral and Emotional Needs 

 Statewide 24 
(N=28) 

Alachua 
(N=6)25 

Broward 26 
(N = 13) 

Pinellas 
(N=9) 

No fidelity 14.2% 16.7% 0% 33.3% 

Low fidelity 14.3% 16.7% 7.7% 22.2% 

Partial 
fidelity 

25% 33.3% 30.8% 11.1% 

Moderate 
fidelity 

7.2% 0% 15.4% 0% 

High fidelity 39.3% 33.3% 38.5% 33.3% 

 

Risk behaviors include suicide and self-harm, danger to others, criminal behaviors and antisocial 

behavior.  For 12 adult consumers, they had no risk behaviors or their needs required only monitoring 

or prevention. For those with identified needs, these risk behaviors were addressed with moderate or 

high fidelity in 41.6% of assessments, plans and service delivery.  Over half of the consumers 

(58.3%) had needs related to risk behaviors that were not addressed or only partially addressed in 

assessment, planning and service delivery. 

Table 14 

Fidelity to Identified Risk Behaviors 

 Statewide 27 
(N=12) 

Alachua  
(N=3)28 

Broward 
(N=7)29 

Pinellas 
(N=2) 

No fidelity 25% 33.3% 0% 100% 

Low fidelity 0% 0% 0% 0% 

Partial 
fidelity 

33.3% 33.3% 42.9% 0% 

                                                             
24 N = 28 for this analysis as there were 3 consumers whose needs did not rise to the level of need for intervention, 
they were rated as 0 ‘Not evident’ or of only 1 ‘Watching, wait, prevent’.  
25 N = 6 for this analysis as there was one consumer whose needs did not rise to the level of need for intervention, 
they were rated as 0 ‘Not evident’ or of only 1 ‘Watching, wait, prevent’. 
26 N = 13 for this analysis as there was one consumer whose needs did not rise to the level of need for intervention, 
they were rated as 0 ‘Not evident’ or of only 1 ‘Watching, wait, prevent’. 
27 N = 12 because these risk behaviors were not evident or were by history only. 
28 No risk behaviors in need of intervention were identified for 5 of these consumers. 
29 No risk behaviors in need of intervention were identified for 7 of these consumers. 
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 Statewide 30 
(N=12) 

Alachua  
(N=3)31 

Broward 
(N=7)32 

Pinellas 
(N=2) 

Moderate 
fidelity 

8.3% 33.3% 0% 0% 

High fidelity 33.3% 0% 57.1% 0% 

 

Factors Related to Treatment Plan Implementation 

On the SPANS, reviewers were asked to identify whether system partners were part of the planning 

process. For 78.3% (N=18) of consumers mental health was appropriately involved in their care33.  

Only 38.9% (N=7) of consumers were described as having substance abuse appropriately involved in 

their care; in 22.2% of cases, substance abuse was not needed.  44.4% (N = 8) of consumers had 

primary health care involved in their care and 38.7% reported that primary care was not needed.  For 

64.7% of consumers, the justice system was described as being appropriately involved and for 

17.6%, justice representation was reported as not needed. 

When asked about the care team, 83.3% (N=5) of care teams reportedly meet frequently enough. 

Half of the teams evidenced good communication (N=6), and for 50% (N=5) of consumers, the staff 

working with them were reported to do whatever was necessary to make the consumer successful.  

One-third (N=3) of consumers had staff who were flexible in working with them to meet their goals. 

However services were reported to be tailored to the needs and strengths of consumers in 72.7% 

(N=8) of the cases. 

In rating consumer factors that effected their care, 75% of consumers were reported to be motivated 

and involved in their care, and 68% were reported to be involved in setting goals for their care and 

treatment.  However, 85% of consumers were reported to have financial, emotional and housing 

factors that impinged on their ability to participate in their own care. 

Broward County—Qualitative Findings 
Individuals in the cases reviewed first engaged in the service delivery system through involuntary 

Baker Act Admissions, and most had multiple involuntary admissions.  The typical point of entry was 

from the hospital emergency room and to the Crisis Stabilization Unit (CSU).  Though most of these 

                                                             
30 N = 12 because these risk behaviors were not evident or were by history only. 
31 No risk behaviors in need of intervention were identified for 5 of these consumers. 
32 No risk behaviors in need of intervention were identified for 7 of these consumers. 
33 The Ns in this portion differ from the main SPANS-A findings because of missing data. 
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clients had contact with the criminal justice system, there was limited information in mental health 

service provider records about encounters with law enforcement that may have preceded admission.   

Baker Act admissions by necessity focus on stabilizing the client, responding to the person’s potential 

for harm to self or others, establishing an initial diagnosis, and reducing troubling symptoms.  

Broward County CSU notes reflect choice to the degree that it is possible as the person is stabilized.   

When conditions for involuntary care no longer apply, individuals were referred to outpatient services, 

but there was no indication in the record whether there was more than one option available and 

whether the client was provided a choice. 

After stabilization, assessment and treatment activities in outpatient and residential settings varied 

across clients.  The level of engagement and choice also varied across cases and was sometimes 

difficult to discern from the information available in the record. Treatment plans documented attention 

to client choice, but the degree to which there was follow through was not clear.  Also, there was no 

evidence of alternate choices being offered for persons placed in residential treatment or ALF’s.  

Persons who presented with co-occurring substance abuse problems were not as well engaged, and 

there was no mechanism to ensure that these individuals followed through with appointments for 

treatment. 

Individuals in CSU’s, residential treatment, or outpatient treatment received timely assessments for 

mental health problems.  Assessments for individuals identified with substance abuse problems were 

not evident, with the exception of clients in residential treatment for substance abuse. A large 

proportion of cases reviewed identified histories of trauma, but there was little evidence of 

assessments or treatment specific to these issues.  These clients were often diagnosed with 

depression, anxiety, and associated sleep disorders that are often connected to traumatic 

experiences. 

The level of services and supports varied across the cases reviewed. Services and supports were 

less evident for persons needing treatment for co-occurring mental health and substance abuse 

problems, trauma, vocational/job assistance, and support for families. Unless the person was in a 

residential treatment program for substance abuse, there was no evidence that persons with 

substance abuse problems were getting treatment for the identified problems.  Individuals were 

referred to a substance abuse treatment program, but there was no evidence of follow up. 

Services for clients requiring outpatient treatment for mental health care, residential services, or 

homeless/housing assistance services were well coordinated. The case records did not provide any 

evidence of coordination with jails/criminal justice system other than a reference to arrest, sentence 

served, or probation.  Many of the cases identified primary health care problems, including, diabetes, 
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obesity, and sleep problems, disorders often associated with behavioral health problems.  However, 

there was no evidence of how these issues were being addressed or of coordination with primary 

health care providers. 

Although each of the individuals identified for review has a history of involvement with the criminal 

justice system, the case record provided little evidence regarding the individual’s experience at the 

critical junctures of entry into the system for court ordered residential treatment. Cases included 

clients mandated for court order residential treatment, probation for cocaine possession, DUI, and a 

person who had served 15 years for armed robbery.  In one case, the client had a history of at least 

two periods of going from jail to mental health court and to the CSU. This person became homeless 

and later had a misdemeanor arrest for trespassing and resisting arrest with violence.  In another 

case, the individual was transferred from Broward Detention to a residential treatment program, but 

there were no specific details in the record about criminal justice involvement. 

Information regarding the timeliness of screenings, assessments and linkages was most clearly 

apparent in CSU’s, where assessments, treatment, and discharge plans were most clearly 

articulated.  After discharge there was a greater level of variability as clients engaged in outpatient 

treatment, residential treatment (mental health and substance abuse), and homeless services.  In 

structured residential settings there was more evidence of timely assessment and treatment 

processes, but linkages after discharge were less apparent.  For persons that were homeless, the 

focus was predominantly on engagement, supporting survival, and gaining access to housing – 

participation in assessment/treatment depends heavily on client engagement/motivations. 

Case management services to individuals living in ALF’s were compromised in two cases by a failure 

of the ALF to communicate significant information with the case manager.  In one case, a case 

manager attempting to accompany an ALF client to a clinic for injectable medications was not 

informed that the person had left the facility. 

Broward County has a relatively rich behavioral health services array to serve the needs of the 

community. Several agencies provide levels of residential treatment care; psychosocial and 

clubhouse interventions offer a good compliment within this system of care.  Individuals in crisis have 

direct access to stabilization services.  There are outpatient treatment and residential services options 

for individuals who are able to engage with service providers. 

For individuals not in crisis who are in need of on-going treatment services and supports, there are 

several gaps in service delivery that have the potential to influence high service use. In the case files 

that were reviewed, there was little evidence of services specific to: 

• Co-occurring mental health and substance abuse disorders. 



 
 

50 
 

• Supports beyond the referral for substance abuse treatment. 

• Responding to trauma histories. 

• Responding to primary health issues common to this population, such as diabetes and 

obesity. 

• Strengths of the individual. 

• Support for family members and other sources of natural supports. 

• Support for individuals living in ALF’s.  For example, one client absconded from an ALF and 

became homeless and another used a Baker Act admission to leave an ALF that was 

described by the client as not desirable.  

The clinical supervisor who was interviewed in Broward County noted that the prime mission is to 

provide a broad, comprehensive array of behavior health services to the highest standards.  Values 

are in alignment with desired outcomes of the agency. Clinical peer review, regular supervision, and 

monthly reports of program data support ongoing staff development. Senior management is available, 

supportive, and supports open communication – staff are provided the latitude to effectively perform 

job functions. 

Ideally, if funding were available, programs could use more psychiatrists, clinicians, and support staff. 

Reportedly, CSU’s and First Episode Psychosis programs have the most adequate staff levels. 

Differences in staffing levels are related to the funding sources and the funding available to support 

these programs.  The Walk-In CSU – Mobile Team relies heavily on Broward County funding and 

would not exist without this support. 

The supervisor identified patience, clear goals, attainable steps, and the infusion of hope as factors 

that are most critical to effective assessment and treatment.  The agency supports development of 

staff skills by reimbursing staff for training, providing regular supervision, and staff support meetings. 

Standardized quantifiable measures to support recovery outcomes include the Brief Psychiatric 

Rating Scale (BPRS), the Functional Assessment Rating Scale (FARS) for adults and the CFARS for 

children, and all outcomes measures required by the Department of Children and Families (DCF). 

Reportedly consumers are fully involved and drive the process of treatment planning; they make the 

final decision regarding action steps. The voice of consumers is represented through the Consumer 

Advisory Board, consumers working as staff in peer specialist roles, and through a close working 

relationship with NAMI.  Consumers also complete satisfaction surveys regarding services received, 

serve on agency committees, and can provide feedback through a suggestion box. 

According to this participant, team meetings include staff from the other agencies, either in person or 

by conference call, when more than one provider is involved with a client. There is a particular focus 
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on linkage to primary care providers because of its vital importance on whole-health. Coordination of 

services between agencies could be improved.  However, most behavioral healthcare staff in 

Broward County are “in the field for the right reasons”, and demonstrate commitment to serving 

clients and work well together. 

One service access challenge is reflected in high use of hospital emergency rooms, locally referred to 

as “hospital hopping”. Due to lack of community support alternatives, some clients seek hospital 

emergency room services.  For example, some clients who need community mental health services 

and homeless programs simply go back to the emergency room, are then referred to the CSU and 

subsequently discharged to the community as part of an on-going cycle.  “It can be easier to admit 

and then discharge the client within three days,” although acute care services is not the primary need.  

Another example is individuals with primary substance abuse problems who present at high 

frequency to emergency rooms with behavioral health symptoms; they are often sent to CSU’s under 

Baker Act, although the prime issue is not mental health. These clients are referred to substance 

abuse services as part of the CSU discharge plan, but there is no mechanism to ensure follow-up, 

and return visits to the emergency room start the cycle again.  

Reportedly, there are needs for more community supports/case management resources; more 

affordable housing and corresponding support services; a step down program that falls between 

hospital/acute care and Residential Care Level 1 providing residential care in a locked unit; more 

Level 1, 2, and 3 residential care; and low-demand (Safe Havens) housing.  

The Baker Act requires community mental health agencies to provide services in the jail, even though 

jails also provide psychiatric services.  However, community psychiatrists have no control/authority 

regarding treatment while the person is in jail, and their recommendations regarding treatment may 

not be followed.  The perception of the supervisor is that community psychiatrists are a scarce 

resource that is being diverted to jails, where they have little or no influence. The supervisor noted 

that persons requiring mental health care who are at the end of serving a sentence in correctional 

facilities are typically sent to CSU’s for three months to be assessed and await transfer to civil state 

hospital facilities. This process diverts CSU beds and resources from individuals truly in need of acute 

care services. 

The consumer focus group for Broward County took place at the 9 Muses Consumer Drop-In Center 

and includes the perspectives of seven participants, including individuals who have experience with 

Baker Act crisis unit admissions, in-patient state hospitals, a broad range of outpatient/community 

services, the foster care system, drop-in centers, and clubhouses.  
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Consumers agreed that Broward County has a broad range of behavioral healthcare resources. 

SETH Line (Warm Line) that provides telephone support on evenings Monday through Friday 

provides support for people who are isolated. One consumer described the benefits of being both a 

service recipient and a volunteer worker. The Connections Book that provides a compilation of 

behavioral health resources in Broward County was described an especially helpful in learning about 

options for care. 9 Muses provides an on-going safe supportive environment with caring staff who 

support the process of recovery.  Fellowship among participants, opportunities for creative 

expression, and assistance with the pursuit vocational and educational were described as vitally 

important for recovery.  Specific comments included: “it changed my life”, “it was life altering”, “I was a 

mess and this place saved my life, you can go to therapy but you have to pull other things into your 

life to truly recover.” Power of Peer pairs a peer specialist with clients in state hospitals and CSU’s to 

assist with the transition after discharge – described as a powerful and helpful program. 

Consumers expressed difficulty in finding mental health therapists that accept Medicaid, with two to 

three month waiting lists, if one was even available. Concerns were expressed that case managers 

are overworked and stressed by high caseloads. Difficulty was expressed in getting a case manager 

unless the person has a child or is in the forensic system. Consumers were in agreement that state 

hospitals and CSU’s provide messages of hopelessness regarding potential for recovery.  Although 

there was no indication of experiencing services that were not in alignment with consumers’ values or 

aspirations, some consumers described a reluctance among service providers to discuss matters 

related to spirituality. Consumers were in agreement that Florida’s ranking of 49th or 50th in per capita 

funding for mental health services as “not acceptable when there are so many people in need”. 

There were mixed responses regarding participation in treatment planning, with some consumers 

indicating full participation in planning and decision making, and others indicating that the process 

was mostly driven by therapists. The consumer with experience in the foster care system indicated 

that there was little preparation for transition to the adult world, low expectations, and little or no focus 

on employment, education, and life skills. Several consumers described hospitals as “a home away 

from home”, and felt that hospitals were often the only treatment option available where they could 

feel safe, secure and confident in the care they would receive. One consumer who was not pleased 

with treatment at an ALF described intentionally “getting Baker Acted” by cutting herself to get into a 

different ALF, indicating that there were no other options. Many consumers indicated that psychiatric 

medications are often prescribed at too high a dose and that they functioned better at lower doses.  

There was consensus that medication should be considered as one of many tools to support 

improvement, and not the prime mode of treatment, with one consumer commenting that they are not 

“magic pills”. 
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 Broward County’s transportation system was described as better than many communities, however, 

consumers were concerned that the county has recently discontinued funding for bus passes. 

Consumers described poor communication between behavioral health and primary health providers 

and reported a four month wait to access counseling for trauma related issues. Two consumers 

described what they called a frustrating and convoluted process to access patient records. 
Consumers with disability benefits (SSI/SSDI) expressed frustration with the process of trying to 

return to work, describing the stresses and risk involved as a strong incentive to stay on disability. 

Consumers who were working while taking psychotropic medication expressed frustration with the 

process of managing medication effects with being functional on the job. 

All of the consumers described living in isolation as a problem and emphasized the importance of 

connecting with other people as critical to both symptom management and to the overall process of 

recovery. There was agreement that drop-In centers have a critical role to play in helping to keep 

people with mental illnesses connected to meaningful relationships and that they should be given 

more financial support. 

Pinellas County—Qualitative Findings 
The project team reviewed nine (9) records that had been randomly selected from among those 

individuals who had high service utilization histories, including a subset that also had high levels of jail 

involvement (as evidenced by the number of ‘jail days’ documented).  Four women and 5 men were 

included in the sample: 6 were Caucasian and 3 were African-American.  Members of the sample 

ranged in age from 22 to 59 years of age.  Files were reviewed at different levels of care, including 

residential and acute care.   The majority of service contacts reviewed occurred between 2014 and 

2016.   

Individuals in the sample typically had been given one of two diagnoses:  1) Schizoaffective Disorder 

or 2) Bipolar Disorder with Psychotic features.  Most, upon presentation, had histories of significant 

recent, acute substance use which was noted in their records, but in most cases they did not receive 

a concurrent substance use disorder diagnosis.  Most also presented with histories significant for 

trauma (sexual, emotional, physical) but did not have associated diagnoses.  Across the sample, 

treatment records reflected a history of significant contact with law enforcement, including multiple 

charges of jaywalking, trespassing, possession of drug paraphernalia, and burglary.  

For those in acute care, very little information was found related to the consumer’s specific requests 

for assistance at the time of their admission.  Many were delusional or experiencing hallucinations 

upon admission and had been transported to the facility by law enforcement.  In this group, most 

were well-known to the facility, with 5-20 (mostly) CSU stays in the past two years of contact.  When 
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treatment plans could be identified, the page associated with the client’s goals for treatment were 

typically blank, except for their signature at the bottom of the page.  No note was typically included to 

indicate whether the consumer was unable or refused to respond; in one instance, a clinician had 

noted that the individual was too incapacitated to respond.   Associated treatment plans could not be 

identified for all stays; in at least one instance this might be attributable to the brevity of the contact.  

In all other instances, with some treatment episodes lasting several weeks, treatment plans could be 

found but included little personalized information.  The majority of the focus was on medication 

compliance and symptom stabilization; issues related to challenges in housing, employment, and 

finances were reflected in standardized language and records indicated that a social worker would 

assist.  In the format employed, typically no information was included in the columns which would 

have indicated whether an associated goal had been met.  Discharge summaries typically offered 

minimal information regarding client goals but typically commented that the individual was being 

released (to a shelter in most instances) as they ‘no longer met Baker Act criteria’.   

In the records associated with residential stays, lasting 88 – 234 days, more information was included 

about the consumers’ goals for treatment (‘get an apartment and car’, ‘get SSDI’, ‘better relationship 

with kids’ ‘help with resources’) but little information could be found in progress notes as to whether 

these goals had been achieved or whether any action steps had been accomplished during their 

treatment.   

In all cases, across levels of care, there was evidence that a biopsychosocial interview had been 

completed during their admission process.  These interviews typically involved questioning around a 

standardized range of items related to their presenting problem, substance use history, report of 

trauma exposure, and involvement in the criminal justice system.  In the acute care setting, 

information gathering in the first hours after admission was often limited due to the compromise to 

their speech / thinking due to the nature of their psychotic symptoms.  In the residential setting, 

typically occurring after an acute care stay, more information could be gathered from the client.  

Across these intake reports, however, very little historical information was gathered and reported on 

regarding the individual’s challenges in longitudinally addressing the symptoms and functional 

impacts of their mental health and substance use disorders.   

Some indication of the use of standardized scales, especially related to suicide risk indicators, was 

found in consumer records.  Issues related to ongoing suicide risk were sometimes referenced in 

daily progress notes, but no repeated measures on these risk scales or specific comments 

referencing admission scores were found in discharge summaries, when available.  Comprehensive 

evaluations, utilizing standardized assessment measures and offering detailed recounts of treatment 
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histories, verifying intake diagnoses, or outlining consumer strengths and challenges (on intellectual 

or personologic dimensions) were not found in the records reviewed.  

In the acute care setting, progress notes described a focus on improving coping and medication 

compliance.  Typically, there was some comment related to the ongoing nature of their psychotic 

symptom experience, whether the consumer had episodes of agitation, and what action had been 

taken.  Most of the focus was on revision of medication and related symptom reduction over the 

course of their stay.  It was unclear from the record 1) whether individual or group therapy was 

occurring, focused on content unrelated to medication issues, 2) whether licensed clinicians (other 

than nurses) were involved, and 3) what the length, intensity or focus of these contacts might have 

been. In the residential setting, progress notes reported that the consumers were working on 

‘identified goals,’ but insufficient detail was included to determine what the focus of these ongoing 

goals were and whether incremental gains had been achieved prior to their discharge / elopement.  

All of the individuals in the sample reviewed presented with forms of chronic mental illnesses that 

would require collaboration and coordination across providers for the long term treatment of their 

disorders.  In each case, upon release, a referral to external providers was indicated in the 

individual’s record.  There was no evidence in the medical chart that the agency to which they had 

been referred had requested their records or been in contact with their previous care provider.  

Typically it would be noted, upon subsequent admission to the CSU that the individual had missed 

their appointment.  In some cases it was noted that they had missed the last 9-14 referral 

appointments to an outpatient provider.   

In some discharge plans, it was noted that the individual had been ‘banned’ from a referral site (either 

a shelter, ALF or treatment program) due to their previous involvement with that agency or program; 

sometimes this note included a specified length of time (‘90 days’).  Limited or no information was 

provided regarding why this ban was in place.  This would limit the range of options that were 

available to the individual upon discharge.   

In none of the acute care cases reviewed was there evidence in the referring site’s record that the 

individual had successfully engaged with the outpatient setting to which they had been referred.  

These appointments were scheduled within seven days of their release from the CSU.  A discharge 

summary reviewed indicated that the individual needed to bring “a photo ID, social security card, $10 

co-pay and a letter of support from their mother” to their follow-up outpatient appointment.  In multiple 

records, upon readmission, the consumer would typically report that they did not follow up as 1) they 

didn’t know when their appointment was, 2) they didn’t have the co-pay, 3) they appeared but didn’t 

want to wait, or 4) they were late to the appointment and it couldn’t be rescheduled for the same day.   
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Though many of the records reviewed indicated that the consumers had sometimes multiple criminal 

justice contacts, little to no information was provided in their record about the care they had received 

during their periods of incarceration.  Copies of the documents related to their Baker Act judgement 

were included in the charts; this was the impetus for their admission in most cases for those in acute 

care.  Those in residential care typically had been referred by the CSU, so no such documentation 

existed.  No evidence of communication with the court system or jail based care providers was found 

in their charts.  

In all cases reviewed, biopsychosocial, nursing and psychotropic medication evaluations appeared to 

occur in a timely way upon the individual’s admission to care.  It was less clear, across records, what 

interventions were received during their stays, other than for those related to medication evaluations.   

Though histories of trauma were noted on multiple records as the result of screenings at intake, there 

was no evidence in the records that specific interventions related to traumatic experiences were being 

delivered.  Substance abuse and intoxication was present in many of the case present in the acute 

care admissions; in some of those cases referrals were made to outpatient providers.  In most cases, 

individuals were given a list of AA meeting locations upon discharge.   

As noted, across records, there was no evidence that individuals referred to outpatient service 

providers were successful in transitioning to and engaging with these programs.    

In summary, across the cases reviewed, persons in care presented with profound symptoms of 

severe and chronic mental health disorders, typically with the presence of a co-occurring substance 

use disorder, and commonly with some report of a history of trauma exposure.  Most of the cases 

reviewed were plagued by chronic homelessness, and their discharge reports included referrals to 

shelters, with no evidence of any discussion of a plan for permanent housing appearing their records.   

Most had symptomatic improvement while under care, as their medications were being provided and 

monitored, but most were also unsuccessful in transferring to outpatient care.  Most also had 

continuing symptoms and a subset appeared to have ongoing developmental / cognitive 

compromises.  In almost all cases, the outpatient provider was not geographically co-located and the 

individual had established no relationship with them prior to their release.  Some evidence in the 

record suggests that they were challenged in engaging with what would be their long term care 

provider due to the nature of the treatment requirements (co-pays, documentation, transportation).   

The clinical supervisor stated that the goal for consumers in Pinellas County is self-sufficiency and to 

increase their days in the community. It was noted that the consumer population has significant 

needs, including homelessness, co-occurring substance use disorders, and ‘almost all’ have some 
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kind of trauma history. When preparing a treatment plan, an attempt is made to have consumers put 

their goals in their own words, but many do not complete this form.  

Within the agency, collaborative leadership meetings are held weekly to address care coordination. 

Across agencies, however, communication between programs at different service levels reportedly is 

‘very poor’; access to information in electronic health records (EHRs) in a specific format exists 

across some programs but some agencies declined to use the same format. Difficulties exist, across 

agencies, with reaching staff by email or phone to confirm continuity of care. The treatment system 

could be improved by reducing duplication of assessments and instead focusing on engagement in 

care through cross-agency collaborations.  

It was noted that staff has to be creative with resources, as they are ‘stretched thin’ and could use 

more case managers. Staff could use more training in the treatment of trauma and integration of 

substance abuse care. Overall, agencies are ‘short staffed’ but are doing the best that they can with 

available resources. The largest barrier to improving care coordination is funding as many consumers 

are single and without children and therefore not eligible for services. Other challenges include limited 

access to case management, permanent housing, and substance abuse treatment.  

Consumers who participated in the Pinellas County focus group reported that some agencies and/or 

staff: 1) are disrespectful and may ‘take advantage’ of them (not specified), 2) do not call them back 

right away (within 24 hours) when they are inquiring about medications, 3) require repeating intake 

evaluations which creates an undue burden, especially when they have been involved in long term 

care relationships, 4) have long waits to produce records when requested for disability consideration, 

and 5) required long periods of sobriety (“7 years”) to get on “housing list”.  

Consumers also empathized with the staff (“they have a tough job”, “doing the best they can, under 

the circumstances, with 30-40 people”). Consumers’ responses were mixed when discussing whether 

they were involved and had input into their treatment plan development (“I think I was involved”, “the 

doctor always prescribed it”, “and I made the final decision”). The consumers that were interviewed 

stated they would like to be involved in more treatment groups (‘art therapy’), have longer interactions 

with their treating physicians (“2-3 minutes is not enough”)  or have more recreational activities 

(“movies”), or opportunities for visitation with their families / children when in acute care. Consumers 

are challenged in using public transportation to attend outpatient appointments. One consumer stated 

“I was 20 minutes late and couldn’t reschedule (for that day)”.  

Conditions in residential / CSU settings were also described as problematic (e.g., pee on the floor, 

cold water in the showers, and men walking in on residents in the shower). Some consumers 

reported viewing the CSU as their primary provider, rather than an outpatient service provider (“if I 
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need help I call there, or call the police”) and, as a result, were frequently “Baker-acted”. 

Homelessness was reported by many of those interviewed as an ongoing challenge (“have lived 

outdoors”, “in abandoned buildings, “on the street”, “staying with friends”).  

Related to the Executive Order, the DCF SunCoast Regional Substance Abuse and Mental Health 

Office, and the Pinellas County Executive Order Steering Committee requested that the Criminal 

Justice, Mental Health and Substance Abuse Technical Assistance Center at USF FMHI facilitate a 

cross-systems analysis and planning process to identify key points of interception to improve services 

to persons with mental illness and substance use disorders involved in the criminal justice system. On 

February 28-29, 2016 25 individuals representing multiple stakeholder systems in Pinellas County, 

including leadership from DCF, SAMH providers, public defender and state attorney’s office, county 

government, the courts, consumers in recovery and others identified the following priorities as part of 

an action plan: 1) Leadership/coordination across systems; 2) Jail In-reach, transition planning; 3) 

Establish a Central Receiving Facility and Addiction Receiving Facility; 4) Develop an array of pre-

diversion program options, supportive housing and services for persons who are at risk of violating 

probation. The full report, including participants and the “Sequential Intercept Map” can be found in 

Appendix 3.  

Alachua County—Qualitative Findings 
The review team examined 8 adult case files in Alachua County through electronic health records. All 

eight individuals had acute care admissions at the crisis stabilization unit (CSU), were involved with 

the criminal just system and several had received longer term care at one or more of Florida’s state 

mental health treatment facilities.  

Since Alachua County has one comprehensive substance abuse and mental health provider in 

Alachua County, coordination of care between internal programs, such as the CSU and case 

management was evident. The case files also indicated several referrals were made from the Mental 

Health Court to the Forensic case management team.  It is clear that the forensic team follows up 

with each consumer while they are at the state treatment facility or while at a step down forensic 

program. On-site visits were made on a regular basis. 

Although the case records had psychiatric evaluations, they were lacking comprehensive 

biopsychosocial treatment plans that addressed the strengths of the individual or that indicated 

whether the plan was person centered. For example, several consumers were homeless, but there 

was no plan to find housing except in one successful case. The files had limited information on the 

nature of crimes committed or legal information from the various courts, and there was no reciprocal 

treatment plan or progress reports from the state mental health treatment facilities. It was apparent 
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that the forensic team was following up through visitations, but there was very little continuity of care 

information. 

Given the high service needs of all eight cases reviewed, the provider was able to provide appropriate 

and timely assessments for their behavioral health needs through the CSU and detoxification. It 

should be noted that six of the eight individuals had no health insurance, so access to ongoing 

outpatient and case management upon discharge from the CSU is dependent upon either whatever 

publicly funded resources are available or dedicated funding through a forensic team. One person 

had Medicaid, and one had Medicare, and services for these individuals were accessible.  

The provider in Alachua County has offered forensic services for the past seven years through 

Florida’s Criminal Justice, Mental Health and Substance Abuse Reinvestment Grant funded by the 

Department of Children and Families SAMH Program office. Despite this dedicated fund source, and 

as indicated in the case files, there is a major gap in the provision of supportive housing for persons 

returning the community from the criminal justice and forensic mental health system and after 

discharge from the CSU or detoxification.  

 

The clinical supervisor reported that the prime mission of the agency is to make behavioral health 

care available to everyone in need within the provider’s 11 county catchment area. Electronic records 

have enhanced the ability of staff to track/monitor client activities in real time. “The workload has the 

potential to be make this a 24/7 job”, but senior management and supervisors are supportive and 

encourage good self-care.  Senior management is always available, supportive, and supports open 

communication. 

The supervisor identified client centered treatment delivered with empathy and without judgment as 

most critical to effective assessment and treatment.  She described the notion of multi-tasking as a 

fallacy, indicating that client required focus and needed to “feel that they were heard”.  This could be 

challenging in outpatient setting with high caseloads. As much time as is needed is devoted to 

treatment planning, although insurance pays for only 15 minutes. Standardized measures used at the 

agency to support recovery include Functional Assessment Rating Scale - FARS (Adults), CFARS 

(Children) and the American Society of Addiction Medicine (ASAM) guidelines for substance abuse. 

Consumers reportedly are fully involved in decision making related to treatment planning and 

personally important goals, and make the final decision unless there is a court order specifying the 

plan.  Family is involved only with approval of the client 

It was noted that CSU’s are more adequately staffed than outpatient services, where caseloads can 

be up to 65 clients; this limits the time available to conduct comprehensive assessments. It is 



 
 

60 
 

especially difficult to attract qualified staff to rural areas. This supervisor expressed shock at the low 

salaries for behavioral health care workers in Florida compared to her experience in other states.  

Funding level is not adequate to attract staff. 

Lack of insurance is a significant barrier to accessing services and increases recidivism. These 

clients often are not connected to care, especially psychiatrists. Reportedly, there is a comprehensive 

service array to Alachua County but rural areas have less access. Transportation in rural areas is 

inadequate to allow individuals to access services. Persons with trauma histories need greater 

attention. Histories of trauma are a significant contributor to high service use and CSU admissions, 

though services for this population are improving. It was noted that the lack of affordable housing is a 

major gap in the system of care that significantly contributes to admissions to the CSU.  

The perception of the supervisor was that coordination of services between agencies can be 

improved.  There is greater need for education among service providers regarding the types of 

services available and the role that each agency can play in the system of care. In addition, there is a 

need for outreach and one-to-one communication among staff at agencies, but this is nearly 

impossible to implement because of the high caseloads. Many patients discharged from CSU’s do not 

make follow-up appointments for services.  The discharge process should involve a clinician, and 

there should be more assertive follow-up. 

The consumer focus group for Alachua County included seven participants, including individuals who 

had received services in jail, at in-patient state hospitals, Baker Act admissions/crisis stabilization 

units, assisted living facilities, and a range of outpatient treatment facilities.   

Consumers described the staff at outpatient and day treatment programs as being responsive to their 

needs, truly caring about clients and committed to delivering effective services. Everyone had mostly 

positive one-on-one experiences with counselors and case managers. They felt respected by staff at 

outpatient and day treatment programs.  Consumers indicated that staff acknowledged progress and 

good behavior.  There was no indication of an experience of services that was not in alignment with 

the consumers’ values or aspirations. All participants indicated that they were full participants in 

treatment planning and that they made the final decision, but often decided the course of action in 

collaboration with a staff person. Life goals such as housing, work, and school were included in 

discussions for the treatment plan. 

The lack of staff was noted at inpatient psychiatric facilities, “there was no one available to help at 

night when I was having the most difficulty”.  All of the consumers agreed that these programs were 

understaffed, and that staff were overworked and highly stressed.  They also expressed concern for 
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the well-being of some staff.  However, they emphasized that service experience with these staff was 

still positive. The quality of food was described as poor. 

When asked about receiving services from multiple providers, communication between agencies was 

described as poor because providers did not share information.  Consumers were highly frustrated at 

having to repeatedly provide the same information. One consumer stated, “I started freaking out 

because they kept asking the same questions over and over again.”  Some consumers expressed 

frustration with receiving diagnoses that changed and with dealing with multiple changes in 

medication. Consumers also identified a particular need to improve coordination between primary 

health and behavioral health service providers. Mental health services in jail were described as not 

being at the same level as those provided in the community. Jails often do not provide the 

psychotropic medications that consumers received from their community-based service provider. 

None of the group participants had ever taken a consumer satisfaction survey or been approached 

about participating or serving as an advisor for agency operations. All of the participants had received 

services and supports from a peer specialist. Consumers in the day treatment program were able to 

choose subjects for classes and to choose the classes they wished to attend. 

Consumers provided several suggestions for system improvements including higher pay for staff, 

police who speak the language of the community, development of job programs for persons with 

felony convictions, provision of access to therapy for “everybody,” and production of an ID card that 

includes a mental health diagnosis that can be presented to police at times of crisis.  It was 

emphasized that this card should be voluntary/optional and not required for persons with a diagnosis. 
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Introduction 
In September 2015, the Governor of Florida issued Executive Order 15-175 directing the Department 

of Children and Families (DCF) to conduct a comprehensive review of local, state, and federally 

funded behavioral health services and to analyze how those services are delivered and how well they 

are integrated with other similar and/or interdependent services within a community.  The goal of the 

review is the development of a statewide model for a coordinated system of behavioral health care 

services and a streamlined budgeting process that integrates and tracks behavioral health care 

spending across multiple funding streams.  The overall review was designed to draw on information 

from two principal sources: 1) data on local, state, and federally funded behavioral health services 

used by a) adults with serious mental health problems and b) children and youth with serious 

emotional disturbances in Alachua, Pinellas, and Broward counties; and 2) case file reviews 

analyzing how the target populations in those counties move through the local systems of care.  

Separate sections of this report address the corresponding population and method groups. Section II 

provides a detailed breakdown of population subgroups’ characteristics and service use and costs 

during calendar years 2010 – 2014 for adults with serious mental illnesses (SMI) in the three selected 

counties.  Section III provides corresponding breakdown for children and youth with serious emotional 

disturbances.  

A preliminary report for this project was submitted in February, 2016.  The focus of the preliminary 

report was on the overall sample of persons who received any public sector behavioral health 

services during 2010 – 2014 while residing in the three identified counties (Alachua, Broward, and 

Pinellas) compared to similarly defined persons residing in the remaining counties of the state.  Data 

were provided on demographics, diagnosis, service utilization and costs.    The results presented in 

the preliminary report indicate that the characteristics of the samples of persons receiving any public 

sector behavioral health services and the pattern of services received within Alachua, Broward and 

Pinellas counties are rather similar to those for similarly defined persons in the remainder of the state 

with a few exceptions.  The sample in Alachua County had a lower percentage of persons of Hispanic 

background; the sample in Broward County had a higher percentage of persons who were Black; and 

the sample in Pinellas County had a higher percentage of persons who were White compared to the 

sample from the remaining counties in the state.  In terms of service utilization, Pinellas County had a 

higher percentage of persons who received services in the SAMH (DCF) system and who had had a 

Baker Act initiated compared to the remaining counties in the state; whereas Alachua and Broward 

counties both had somewhat higher average costs per person for Medicaid services than the 

remaining counties in the state.  For the persons who had received any public sector behavioral 

health services who also were on Medicaid, physical health costs were four times higher than 
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behavioral health costs under Medicaid.  Finally, state hospital utilization was noted to be twice as 

high in Alachua County compared to the other counties. 

 Data Sources 
Numerous administrative data sets from various state agencies were used for this report.  All data 

sets included data for at least the time period from January 1, 2010 to December 31, 2014.  

• Substance Abuse and Mental Health Information System (SAMHIS) data:  This database from 
the Florida Department of Children and Families (DCF) contains statewide information on 
behavioral health services provided in Florida communities by providers under contract to DCF.  
These data include information on client demographics, diagnoses, service events, and costs 
for mental health and substance abuse services.  A copy of these data are routinely maintained 
in the Policy and Services Research Data Center (PSRDC) at the University of South Florida 
(USF). 

• State Mental Hospital (SMH) data:   This database includes information on admissions and 
discharges from the Florida State Mental Health Institutions as well as demographic and 
diagnosis information for those patients.  A copy of these data from DCF are maintained in the 
PSRDC. 

• Baker Act data:  This database includes information on all involuntary psychiatric examinations 
initiated under the Baker Act in Florida.   Baker Act data are processed and maintained at the 
Baker Act Reporting Center at FMHI on behalf of the Florida Agency for Health Care 
Administration (AHCA) until 6/30/2016, but then on behalf of the Department of Children and 
Families as of 7/1/2016 because of statutory changes.    

• Medicaid data:  Medicaid fee-for-service claims and managed care encounters for behavioral 
health inpatient and outpatient services were utilized.  These claims and encounters include 
information on types of service, diagnoses and costs.  Medicaid enrollment data and recipient 
information data were also used.  A copy of statewide Medicaid data are also routinely 
maintained at the PSRDC.   

• Hospital Inpatient and Hospital Emergency Department data from the Florida Center for Health 
Information and Policy Analysis (FCHIPA):   These data were obtained from FCHIPA by 
submitting social security numbers (SSNs) for all persons in the initial overall sample (see 
below).  FCHIPA staff then extracted all data for these persons for the period 1/1/2010 to 
12/31/20104.  The FCHIPA data include information on all hospital treatment episodes and 
emergency department visits in all licensed hospitals in the State of Florida.  The data include 
information on dates of treatment, diagnoses, and charges. 

• Florida Department of Law Enforcement (FDLE) data:  Arrest data were obtained from FDLE for 
all persons in the initial overall sample.  FDLE staff extracted all arrest data statewide for all 
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persons in the initial overall sample.  Felony and misdemeanor arrests were included in the 
data. 

• Florida Department of Corrections (FDOC) data:  A copy of FDOC data are maintained in the 
PSRDC.  Admission and release data for all Florida prisons and inmate demographic data were 
used. 

• County Jail data:  Data on bookings and incarcerations in county jail for the three counties in 
this study were obtained.  These data included the dates of incarceration, the nature of the 
charges for incarceration (felony vs. misdemeanor), and demographic data.  However, the data 
from the Broward County Jail did not include SSNs, so we were not able to accurately link these 
data to our other databases, and they are omitted from this report. Further, since jail data came 
from only two counties, unlike the other statewide datasets, the jail figures underestimate 
somewhat the actual jail involvement by the individuals included in this report, even for 
residents of Alachua and Pinellas  counties; some number of unreported jail events and days 
may have occurred outside their counties of residence. 

• Mental Health Court data:  Alachua and Broward Counties operate mental health courts.  
However, these counties would not release SSNs with the mental health court data so we could 
not accurately link the data to the other databases.  Thus, these data are not included in the 
analysis. 
 

 Initial Overall Sample:  Adults and Children/Youth 
The initial overall sample included all persons who received any public sector behavioral health 

services within Alachua, Broward and Pinellas Counties between January 1, 2010 and December 31, 

2014.  This was established by identifying all individuals who had any events within the SAMHIS, 

State Hospital, or Baker Act data between January 1, 2010 and December 31, 2014 (inclusive) on 

which the service recipient’s county of residence was identified as Alachua, Broward, or Pinellas 

counties.  In addition, all persons residing in Alachua, Broward or Pinellas counties who had any 

claims or encounters within the Medicaid data during this same time period for which they received a 

behavioral health diagnosis (ICD-9 codes between 290 and 319, inclusive) were included.  For this, 

we considered all diagnoses on the claim or encounter, not just the primary diagnosis. In order to 

establish county of residence for each Medicaid claim or encounter, we queried the Medicaid 

recipient information files.  Since the PSRDC receives monthly updates of these files, we were able to 

identify county of residence for each service recipient on the date the service was provided.  For all 

subsequent county-level analyses, we included all persons who received services while residing 

within that county.  As a result, a small number of people appear in the analyses for more than one 

county (~ 0.5% of the overall sample). 
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Since valid unique identifiers are required to adequately match data for persons across data sets, we 

limited all the data to persons who had social security numbers in the valid range (between 001-01-

0001 and less than 773-xx-xxxx).   

Once the entire sample of persons who received any public sector behavioral health services while 

residing in the three counties was identified, we identified which persons within the overall sample 

had a serious mental illness (SMI) for adults or severe emotional disturbance (SED) for children and 

youth.  The process for identifying these persons and the subsequent analyses for adults and children 

will be presented separately below. 

 

Characteristics, Service Use & Cost for Adults with Serious Mental 
Illness 

 Service System Setting Distribution and Overlap 
To be included in the adult SMI sample cases were restricted to those in which the person became 18 

years of age on or before January 1, 2010.  Using all available databases that included behavioral 

health diagnoses (SAMHIS, Medicaid, State Hospital and FCHIPA), a file was constructed with every 

provided behavioral health diagnosis for each person.  In addition, for Baker Act events a special 

code was set (Baker Act events are used to establish the presence of SMI in the DCF criteria, but no 

diagnosis code is provided in the Baker Act data).  Similarly, a special code was set for each State 

Hospital event, since many state hospital patients had no diagnosis information in the State Hospital 

Data but we would presume that persons admitted to the state hospitals would have an SMI 

diagnosis of some type.  

Criteria for SMI 

Consistent with the DCF criteria for serious mental illness, an adult was considered to have SMI if 

they met any of the following criteria: 

1)      Had a State Hospital episode 

2)      Had 2 Baker Act Events 

3)      Had 1 inpatient event with a diagnosis (ICD 9-CM) in the range of '295' – '299'. 

4)      Had 2 outpatient events with a diagnosis in the range of '295' – '299'. 

Once the presence of SMI was established, the available diagnosis codes were categorized as 

Schizophrenia (295.xx), Bipolar I Disorder (296.0x, 296.1x, 296.4x, 296.5x, 296.6x, 296.7x,), Major 

Depressive Disorder (296.2x, 296.3x), Other Psychotic Disorder (297.xx, 298.xx), Other Mood 

Disorder (296.8x, 296.9x), or Pervasive Developmental Disorder (299.xx).  The SMI diagnosis 
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category assigned to each person was the category with the greatest number of claims/events with 

the additional requirement that the person had at least one inpatient or two outpatient claims/events 

for that category.  If a person met the criteria above for SMI, but did not have at least one inpatient or 

two outpatient diagnoses fitting one of these categories, then the person was categorized as "SMI, 

Not Otherwise Specified". 

For those persons that met the criteria for SMI, the diagnosis code data was also queried to identify 

persons who had at least two events with a substance use disorder diagnosis (abuse or 

dependence). 

Table 1 and Figure 1 show the number of persons having SMI in the three counties who had any 

state hospital stay, any community hospital behavioral health inpatient stay (identified in SAMHIS, 

Medicaid, and FCHIPA data), or any felony arrest or incarceration.  The distribution of involvement of 

adults with SMI served in the public behavioral health system in these three high intensity service 

system settings differs somewhat across the three counties.  [Note that within each county these 

three groups are somewhat overlapping.  The overlap will be discussed below.]  Alachua had the 

highest percentage of adults served in the state hospitals, while Pinellas had the lowest percentage of 

adults served in the state hospitals.  The percentage of adults who received inpatient behavioral 

health hospitalization in the community was substantially higher in Broward than Alachua and Pinellas 

counties.  Finally, Broward had a lower percentage of adults who were involved in the criminal justice 

system.  The magnitude of this latter difference in these data may in part be due to county jail data 

from Broward County not being included in the analysis.  However, data were available for all three 

counties from FDLE and FDOC, and an examination of the percentage of adults in FDOC prisons and 

the percentage who had felony or misdemeanor arrests reported to FDLE show that a lower 

percentage of adults in the sample from Broward County had been in prison (4.6%) compared to 

Alachua (7.0%) and Pinellas (6.0%) counties.  Similarly, a smaller percentage of adults in Broward 

County had felony or misdemeanor arrests reported to FDLE (17.7% and 19.1% respectively) than 

Alachua (19.8% and 22.4%) and Pinellas (20.3% and 24.5%) counties.   
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Table 1:  Adult SMI Population System Contact by County of Residence 

System Involvement 

County 3 Counties 
Combined - Total Alachua Broward Pinellas 

# %* # % # % # % 

Any State Hospital Stay 666 6.0% 1,747 3.0% 895 1.7% 3,308 2.8% 

Any Community 

Hospital Behavioral 

Health Stay 

3,982 
35.7

% 
25,139 43.6% 16,224 31.6% 45,345 37.8% 

Any Felony Arrest or 

Incarceration 
3,415 

30.6

% 
10,914 19.0%1 16,398 31.9% 30,727 25.6% 

None of the Above 4,833 
43.3

% 
26,613 46.2% 24,321 47.3% 55,767 46.4% 

Total Number in 
Sample 

11,162  57,602  51,370  120,134  

* Since the first three groups are partially overlapping, the percentages will not add to 100%. 

Figure 1:  Adult SMI Population System Contact by County of Residence34 

 

 

                                                             
34 Broward County jail data were not included because social security numbers, necessary to match data sets, were not 
provided with these data. 
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Following are separate tables for each county and for the three counties combined of the amount of 

service utilization and system contact by the adults with SMI who had contact within each of the high 

intensity service settings.  Analyses for Broward County jail data are not reported because the social 

security numbers, necessary to match data sets, were not provided with those data. 

Table 2a: Alachua County - State and Community Behavioral Health Hospital Utilization, Arrests 

and Incarcerations for Persons Who Had Any Contact with Each High Intensity Service Setting. 

 Group 

Any State Hospital 
Any Community 

Hospital Behavioral 
Health Inpatient 

Any Felony 
Arrest or Any 
Incarceration 

Total Number/% in Group 666 6.0% 3,982 35.7% 3,415 30.6% 

State Hospital N % N % N % 

     Number of Adults 666 100% 281 7.1% 374 11.0% 

 Mean SD Mean SD Mean SD 
     Admissions  1.4 0.7 1.5 0.8 1.3 0.7 

     Days 489.8 531.2 409.5 398.1 321.9 379.0 

Community Behavioral 
Health Inpatient N % N % N % 

     Number of Adults 281 42.2% 3,982 100% 1,214 35.5% 

 Mean SD Mean SD Mean SD 
     Admissions  4.5 5.5 2.8 4.5 3.3 5.8 
     Days 64.2 76.5 23.4 39.2 24.6 41.9 
Arrests N % N % N % 
     Number of Adults 322 48.3% 1,159 29.1% 2,808 82.2% 

 Mean SD Mean SD Mean SD 
     Felony arrests 3.0 3.1 1.9 2.7 2.5 3.1 
     Misdemeanor arrests 2.6 3.6 2.5 3.3 2.4 3.1 
Jail N % N % N % 
     Number of Adults 229 34.4% 967 24.3% 2,670 78.2% 
 Mean SD Mean SD Mean SD 
     Episodes 3.6 3.3 2.8 3.0 2.7 2.5 
     Days 235.0 230.5 87.3 136.3 105.1 155.0 
Prison N % N % N % 
     Number of Adults 137 20.6% 194 4.3% 784 23.0% 
 Mean SD Mean SD Mean SD 
     Episodes 1.3 0.6 1.2 0.5 1.3 0.5 
     Days 473.4 415.2 388.9 294.7 510.9 395.0 
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Table 2b: Broward County - State and Community Behavioral Health Hospital Utilization, Arrests 

and Incarcerations for Persons Who Had Any Contact with Each High Intensity Service Setting 

 Group 

Any State Hospital 

Any Community 
Hospital 

Behavioral Health 
Inpatient 

Any Felony Arrest 
or Any 

Incarceration* 

Total Number/% in Group 1,747 3.0% 25,139 43.6% 10,914 19.0% 

State Hospital N % N % N % 

     Number of Adults 1,747 100% 1,057 4.2% 784 7.2% 

 Mean SD Mean SD Mean SD 

     Admissions  1.4 0.8 1.5 0.8 1.4 0.8 

     Days 409.3 451.9 385.4 386.5 288.5 327.6 

Community Behavioral 
Health Inpatient 

N % N % N % 

     Number of Adults 1,057 60.5% 25,139 100% 5,371 49.2% 

 Mean SD Mean SD Mean SD 

     Admissions  8.0 9.5 3.3 5.2 4.2 6.5 

     Days 94.8 102.6 24.9 47.1 29.0 53.4 

Arrests N % N % N % 

     Number of Adults 812 46.5% 7,308 29.1% 10,293 94.3% 

 Mean SD Mean SD Mean SD 

     Felony arrests 3.2 3.7 2.2 3.0 3.2 3.2 

     Misdemeanor arrests 2.9 4.9 2.7 3.9 2.5 3.7 

Jail N % N % N % 

     Number of Adults *** *** *** *** *** *** 

 Mean SD Mean SD Mean SD 

     Episodes *** *** *** *** *** *** 

     Days *** *** *** *** *** *** 

Prison N % N % N % 

     Number of Adults 284 16.3% 1,096 4.4% 2,639 24.2% 

 Mean SD Mean SD Mean SD 

     Episodes 1.2 0.5 1.2 0.5 1.2 0.5 

     Days 474.5 432.6 421.3 320.5 485.8 382.7 
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Table 2c: Pinellas County - State and Community Behavioral Health Hospital Utilization, Arrests and 

Incarcerations for Persons Who Had Any Contact with Each High Intensity Service Setting 

 Group 

Any State 
Hospital 

Any Community 
Hospital 

Behavioral Health 
Inpatient 

Any Felony Arrest 
or Any 

Incarceration 

Total Number/% in Group 895 1.7% 16,224 31.6% 16,398 31.9% 

State Hospital N % N % N % 

     Number of Adults 895 100% 539 3.3% 545 3.3% 

 Mean SD Mean SD Mean SD 

     Admissions  1.3 0.7 1.3 0.7 1.4 0.7 

     Days 439.6 465.6 406.0 418.7 353.1 383.7 

Community Behavioral 
Health Inpatient 

N % N % N % 

     Number of Adults 539 60.2% 16,224 100% 5,693 34.7% 

 Mean SD Mean SD Mean SD 

     Admissions  5.8 6.6 2.7 3.8 3.2 4.3 

     Days 75.6 80.9 22.2 37.5 24.7 40.6 

Arrests N % N % N % 

     Number of Adults 511 57.1% 5,538 34.1% 14,636 89.3% 

 Mean SD Mean SD Mean SD 

     Felony arrests 4.1 5.3 2.2 3.6 2.7 3.9 

     Misdemeanor arrests 3.4 4.8 3.4 5.6 3.0 4.6 

Jail N % N % N % 

     Number of Adults 439 49.1% 5,173 31.9% 14,480 88.3% 

 Mean SD Mean SD Mean SD 

     Episodes 4.0 3.9 3.5 5.1 3.1 3.9 

     Days 209.2 230.6 77.1 131.9 85.9 142.3 

Prison N % N % N % 

     Number of Adults 142 15.9% 683 4.2% 3,062 18.7% 

 Mean SD Mean SD Mean SD 

     Episodes 1.2 0.5 1.2 0.4 1.2 0.5 

     Days 490.8 391.5 437.7 324.1 515.0 367.7 
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Table 2d: Three Counties Combined - State and Community Behavioral Health Hospital Utilization, 

Arrests and Incarcerations for Persons Who Had Any Contact with Each High Intensity Service Setting 

 Group 

Any State 
Hospital 

Any Community 
Hospital 

Behavioral Health 
Inpatient 

Any Felony Arrest 
or Any 

Incarceration 

Total Number/% in Group 3,308 2.8% 45,345 37.8% 30,767 25.6% 

State Hospital N % N % N % 

     Number of Adults 3,308 100.0 1,877 4.1 1,703 5.5 

 Mean SD Mean SD Mean SD 
     Admissions  1.4 0.7 1.4 0.8 1.4 0.8 

     Days 433.7 473.4 397.9 397.6 316.5 358.8 

Community Behavioral 
Health Inpatient N % N % N % 

     Number of Adults 1,877 56.7 45,345 100.0 12,278 39.9 

 Mean SD Mean SD Mean SD 
     Admissions  6.9 8.3 3.0 4.7 3.7 5.5 

     Days 84.7 93.9 23.8 43.3 26.6 46.8 

Arrests N % N % N % 

     Number of Adults 1,645 49.7 14,005 30.9 27,727 90.1 

 Mean SD Mean SD Mean SD 
     Felony arrests 3.4 4.2 2.2 3.3 2.9 3.6 

     Misdemeanor arrests 3.0 4.6 3.0 4.6 2.8 4.1 

Jail N % N % N % 
     Number of Adults* 668 42.8 6,140 29.5 17,150 86.6 
 Mean SD Mean SD Mean SD 
     Episodes 3.9 3.7 3.4 4.8 3.1 3.7 
     Days 218.0 230.7 78.7 132.7 88.9 144.6 

Prison N % N % N % 

     Number of Adults 563 17.0 1,973 4.4 6,485 21.1 

 Mean SD Mean SD Mean SD 

     Episodes 1.2 0.5 1.2 0.5 1.2 0.5 

     Days 478.4 418.6 423.8 319.5 502.6 377.4 
* Denominator for this percentage adjusted to reflect only Alachua and Pinellas County since there is 

no jail data included from Broward County. 



 
 

74 
 

These data continue to indicate the trend noted above that Alachua County had a higher rate of state 

mental institution utilization than the other two counties, and that Broward County had a higher rate of 

community hospital behavioral health inpatient treatment than the other two counties.  In fact, these 

data amplify those findings.  Alachua county not only had a higher rate of SMH utilization, but the 

persons from Alachua county treated at the state institutions had longer lengths of stay than the 

persons from the other two counties that were treated in the state institutions.  Similarly, persons in 

Broward County who received inpatient behavioral health treatment in the community had longer 

lengths of stay than the persons receiving such treatment in Alachua and Pinellas counties.  Finally, 

Broward county had a lower rate of criminal justice involvement in their sample and those persons 

had shorter lengths of stay on average in Florida prisons than in the other two counties; however, 

persons in the Broward sample had a higher average number of felony arrests than those in the other 

two counties. 

The data for the three counties combined illustrate the heightened service utilization of the group of 

persons who were treated in the state mental institutions.  Despite the fact that these persons were in 

the state mental institutions for well over a year on average (of the five year observation period), they 

had more episodes and longer lengths of stay of community hospital inpatient behavioral health 

treatment, more felony arrests, more episodes of incarceration and longer lengths of stay in county 

jails, and essentially as much time in prison as persons in the other two groups.  Further, considering 

that these groups are somewhat overlapping (i.e., some of the state hospital group is in each of the 

other two groups), the true differences are underestimated.  We will get a clearer picture of the 

differences in service utilization when we divide the sample into non-overlapping groups for the 

analyses reported below. 

Table 3 summarizes penetration rates for the overlap in service setting contact for each county and 

overall.  The specific combinations of high intensity service contact by the adults with SMI in the 

samples are consistent with observations above.  That is, Alachua county had a higher percentage of 

adults served in the state hospitals while Pinellas had the lowest, and Broward county differed by 

having a higher percentage of adults receiving inpatient behavioral health services in the community 

and lower percentages of adults with legal involvement.  Despite variation in the distribution of contact 

across the different service systems, the three counties had similar percentages of adults with SMI 

who had contact with one or more of these high intensity settings (all in the range of 52.7% - 56.7%).  

In addition, for each of these counties, more than 11% had contact with two or more of the high 

intensity service settings. 
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Table 3:  Combinations of System Setting Contact by County of Residence for Adults with SMI who 

Received Public Sector Behavioral Health Services within Alachua, Broward, and Pinellas Counties 

 

 

  

System Involvement County Total 

State 
Hospita

l 

Communit
y 

Behavioral 
Health 

Hospital 

Arrest/ 
Incarcerati
on 

Alachua Broward Pinellas 

# % # % # % # % 

X X X 135 1.2% 401 0.7% 309 0.6% 845 0.7% 

X X 0 146 1.3% 656 1.1% 230 0.4% 1,032 0.9% 

X 0 X 239 2.1% 383 0.7% 236 0.5% 858 0.7% 

0 X X 1,079 9.7% 4,970 8.6% 5,384 10.5% 11,433 9.5% 

X 0 0 146 1.3% 307 0.5% 120 0.2% 573 0.5% 

0 X 0 2,622 23.5% 19,112 
33.2

% 
10,301 20.1% 

32,035 26.7

% 

0 0 X 1,962 17.6% 5,160 9.0% 10,469 20.4% 
17,591 14.6

% 

0 0 0 4,833 43.3% 26,613 
46.2

% 
24,321 47.3% 

55,767 46.4

% 

Total in County 11,162 100% 57,602 100% 51,370 100% 120,134 100% 
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 Mutually Exclusive Groups of High-Intensity Service Users 
Adults from the three counties were divided into 5 mutually exclusive groups based on their 

involvement with the three high intensity service settings (column labels for the groups for subsequent 

tables are listed on the left in the following table): 

 

Group Description 

FOR_SMH Any adult with SMI who had a forensic admission to a state hospital. 

CIV_SMH Any adult with SMI treated at a state hospital, but who had no forensic admissions.  

CM_BH_INPT Any adult with SMI treated for a behavioral health disorder in a community hospital, 

but who not been served at a state hospital.  

CRIM_JUST Any adult with SMI who had a felony arrest or who had been incarcerated in county 

jail or state prison but who had not been treated for a behavioral health disorder in a 

community hospital or at a state hospital.  

NONE All the remaining adults in the samples (i.e., adults with SMI who received services in 

the public sector behavioral health system but who had had no inpatient behavioral 

health treatment, nor any felony arrests nor incarcerations in county jail or state 

prison.  

 

Overall Distribution 

Table 4 and Figure 2 show the breakdown of the population across these five mutually exclusive 

groups within each of the three counties and across all three combined.  Trends in this table are 

generally consistent with the contact patterns presented above.  Specifically, there is a higher rate of 

state hospital involvement in Alachua County and a lower rate of state hospital involvement in 

Pinellas County, and this difference is accentuated for forensic state hospital involvement.  Broward 

County has a substantially higher percentage of persons in the community behavioral health 

hospitalization group. The lower incarceration rate shown for Broward County reflects the fact, 

discussed above, that jail data from this county could not be linked and were therefore not included. 
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Table 4: Group Distribution by County 

Group County Total 

Alachua Broward Pinellas 

N % N % N % N % 

Any Forensic State 

Hospital 

503 4.5% 1,029 1.8% 540 1.1% 2,072 1.7% 

Any State Hospital, but no 

Forensic 
163 1.5% 718 1.2% 355 0.7% 1,236 1.0% 

Community Behavioral 

Health Inpatient, 

but no State Hospital 

3,701 
33.2

% 
24,082 41.8% 15,685 30.5% 43,468 

36.2

% 

Any Felony Arrest or 

Incarceration, but no BH 

Hospitalization 

1,962 
17.6

% 
5,160 9.0% 10,469 20.4% 17,591 

14.6

% 

None of the Above 
4,833 

43.3

% 
26,613 46.2% 24,321 47.3% 55,767 

46.4

% 

Total 11,162 100% 57,602 100% 51,370 100% 120,134 100% 
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Figure 2:  Group Distribution by County 

 

 Demographics, Diagnosis and Medicaid Status by County 
Details about the demographics, diagnosis and Medicaid status of the people in each of these 5 

mutually exclusive groups are provided in the following tables. For each county there are two tables 

showing demographics, diagnosis and Medicaid enrollment status results for each of the mutually 

exclusive groups; a final set of tables combines the data combined across all three counties.  These 

tables are followed by figures visualizing some of the data reported in the tables. 
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Table 5a1:  Alachua County - Demographics for Each Group and Overall 

 

Alachua County 
Group 

OVERALL 
FOR_SMH CIV_SMH CM_BH_INPT CRIM_JUST NONE 

N (%) 503 4.5% 163 1.5% 3,701 33.2% 1,962 
17.6

% 
4,833 43.3% 11,162 

 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 

Age, Mean (SD) 37.9  13.1 42.2  14.5 42.9  16.4 34.9  11.3 44.0  17.0 41.7 16.1 

 N % N % N % N % N % N % 

     18 – 25 123 24.4% 26 16.0% 667 18.0% 502 
25.6

% 
765 15.8% 2,083 18.7% 

     26 – 35 110 21.9% 35 21.5% 717 19.4% 586 
29.9

% 
967 20.0% 2,415 21.6% 

     36 – 45 105 20.9% 31 19.0% 660 17.8% 461 
23.5

% 
891 18.4% 2,148 19.2% 

     46 – 55 111 22.1% 40 24.5% 857 23.2% 346 
17.6

% 
1,117 23.1% 2,471 22.1% 

     56 – 65  50 9.9% 21 12.9% 459 12.4% 60 3.1% 577 11.9% 1,167 10.5% 

     > 65 4 0.8% 10 6.1% 341 9.2% 7 0.4% 516 10.7% 878 7.9% 

Gender 

 N % N % N % N % N % N % 

     Female 66 13.1% 70 42.9% 1,869 50.5% 893 
45.5

% 
3,018 62.5% 5,916 53.0% 

     Male 437 86.9% 93 57.1% 1,828 49.4% 1,069 
54.5

% 
1,814 37.5% 5,241 47.0% 

     Missing 0 0.0% 0 0.0% 4 0.1% 0 0.0% 1 0.0% 5 0.0% 
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Alachua County 
Group 

OVERALL 
FOR_SMH CIV_SMH CM_BH_INPT CRIM_JUST NONE 

Race 

 N % N % N % N % N % N % 

     Black 268 53.3% 48 29.4% 816 22.0% 778 
39.6

% 
1,196 24.8% 3,106 27.8% 

     White 218 43.3% 112 68.7% 2,676 72.3% 1,101 
56.1

% 
3,309 68.5% 7,416 66.4% 

     Other 6 1.2% 2 1.2% 92 2.5% 35 1.8% 145 3.0% 280 2.5% 

     Multiracial 11 2.2% 1 0.6% 81 2.2% 47 2.4% 139 2.9% 279 2.5% 

     Missing 0 0.0% 0 0.0% 36 1.0% 1 0.1% 44 0.9% 81 0.7% 

Ethnicity 

 N % N % N % N % N % N % 

     Hispanic 26 5.2% 7 4.3% 246 6.6% 80 4.1% 384 8.0% 743 6.7% 

     Not Hispanic 477 94.8% 156 95.7% 3,455 93.4% 1,882 
95.9

% 
4,449 92.0% 10,419 93.3% 
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Table 5a2: Alachua County - Diagnosis and Medicaid Status for Each Group and Overall 

Alachua County 
Group 

OVERALL 
FOR_SMH CIV_SMH CM_BH_INPT CRIM_JUST NONE 

Diagnosis 

 N % N % N % N % N % N % 

     Schizophrenia 334 66.4% 103 63.2% 715 19.3% 240 12.2% 633 13.1% 2,025 18.1% 

     Bipolar I 35 7.0% 9 5.5% 418 11.3% 240 12.2% 463 9.6% 1,165 10.4% 

     Major Depression 11 2.2% 17 10.4% 891 24.1% 392 20.0% 1,191 24.6% 2,502 22.4% 

     Other Psychotic 73 14.5% 16 9.8% 416 11.2% 145 7.4% 534 11.0% 1,184 10.6% 

     Other Mood 37 7.4% 16 9.8% 1,127 30.4% 681 34.7% 1,154 23.9% 3,015 27.0% 

     Childhood Dev. 1 0.2% 0 0.0% 13 0.4% 5 0.2% 125 2.6% 144 1.3% 

     SMI, NOS 12 2.4% 2 1.2% 121 3.3% 259 13.2% 733 15.2% 1,127 10.1% 

     Any Subst. Use 401 79.7% 111 68.1% 2,689 72.7% 1,487 75.8% 2,134 44.2% 6,822 61.1% 

Medicaid 

 N % N % N % N % N % N % 

     Any Enrollment 293 58.2% 134 82.2% 2,457 66.4% 1,162 
59.2

% 
3,755 77.7% 7,801 69.9% 

 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days Enrolled  1,043.4 573.0 1,230.8 543.8 1,224.0 612.9 1,137.1 603.1 1,292.3 592.6 1,237.2 602.7 

 N % N % N % N % N % N % 

     Any SSI 208 41.4% 81 49.7% 1,168 31.6% 506 
25.8

% 
1,675 34.7% 3,638 32.6% 
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Table 5b1.  Broward County - Demographics, for each group and overall 

Broward County 
Group 

OVERALL 
FOR_SMH CIV_SMH CM_BH_INPT CRIM_JUST NONE 

N (%) 1,029 1.8% 718 1.3% 24,082 41.8% 5,160 9.0% 26,613 46.2% 57,602 

 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 

Age, Mean (SD) 37.3 12.9 42.0 13.8 42.1 16.1 34.6 11.4 46.5 18.1 43.4 17.0 

 N % N % N % N % N % N % 

     18 – 25 245 23.8% 111 15.5% 4,412 18.3% 1,416 
27.4

% 
3,733 14.0% 9,917 17.2% 

     26 – 35 251 24.4% 143 19.9% 4,730 19.6% 1,445 
28.0

% 
4,533 17.0% 11,102 19.3% 

     36 – 45 239 23.2% 148 20.6% 5,064 21.0% 1,236 
24.0

% 
4,794 18.0% 11,481 19.9% 

     46 – 55 204 19.8% 195 27.2% 5,482 22.8% 904 
17.5

% 
5,993 22.5% 12,778 22.2% 

     56 – 65  71 6.9% 92 12.8% 2,438 10.1% 141 2.7% 3,614 13.6% 6,356 11.0% 

     > 65 19 1.8% 29 4.0% 1,956 8.1% 18 0.4% 3,946 14.8% 5,968 10.4% 

Gender 

 N % N % N % N % N % N % 

     Female 162 15.7% 292 40.7% 10,915 45.3% 1,857 
36.0

% 
16,102 60.6% 29,328 51.0% 

     Male 867 84.3% 426 59.3% 13,108 54.4% 3,303 
64.0

% 
10,493 39.4% 28,197 49.0% 

     Missing 0 0.0% 0 0.0% 59 0.2% 0 0.0% 18 0.1% 77 0.1% 

Race 
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Broward County 
Group 

OVERALL 
FOR_SMH CIV_SMH CM_BH_INPT CRIM_JUST NONE 

 N % N % N % N % N % N % 

     Black 562 54.6% 238 33.2% 5,840 24.2% 2,286 
44.3

% 
7,553 28.4% 16,479 28.6% 

     White 435 42.3% 467 65.0% 16,252 67.5% 2,535 
49.1

% 
14,536 54.6% 34,225 59.4% 

     Other 4 0.4% 3 0.4% 793 3.3% 64 1.2% 1,486 5.6% 2,350 4.1% 

     Multiracial 28 2.7% 10 1.4% 846 3.5% 246 4.8% 1,461 5.5% 2,591 4.5% 

     Missing 0 0.0% 0 0.0% 351 1.5% 29 0.6% 1,577 5.9% 1,957 3.4% 

Ethnicity 

 N % N % N % N % N % N % 

     Hispanic 175 17.0% 176 24.5% 3,829 15.9% 687 
13.3

% 
5,843 22.0% 10,710 18.6% 

     Not Hispanic 854 83.0% 542 75.5% 20,253 84.1% 4,473 
86.7

% 
20,770 78.0% 46,892 81.4% 
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Table 5b2: Broward County - Diagnosis and Medicaid Status for Each Group and Overall 

Broward County 
Group 

OVERALL 
FOR_SMH CIV_SMH CM_BH_INPT CRIM_JUST NONE 

Diagnosis 

 N % N % N % N % N % N % 

     Schizophrenia 654 63.6% 578 80.5% 5,449 22.6% 685 13.3% 3,384 12.7% 10,750 18.7% 

     Bipolar I 89 8.6% 56 7.8% 3,394 14.1% 712 13.8% 2,329 8.8% 6,580 11.4% 

     Major Depression 46 4.5% 36 5.0% 8,108 33.7% 1,493 28.9% 9,736 36.6% 19,419 33.7% 

     Other Psychotic 156 15.2% 29 4.0% 3,359 14.0% 488 9.5% 3,507 13.2% 7,539 13.1% 

     Other Mood 50 4.9% 17 2.4% 3,066 12.7% 983 19.0% 2,930 11.0% 7,046 12.2% 

     Childhood Dev. 1 0.1% 0 0.0% 32 0.1% 5 0.1% 394 1.5% 432 0.8% 

     SMI, NOS 33 3.2% 2 0.3% 674 2.8% 794 15.4% 4,333 16.3% 5,836 10.1% 

     Any Subst. Use 721 70.1% 529 73.7% 17,717 73.6% 3,778 73.2% 9,840 37.0% 32,585 56.6% 

Medicaid 

 N % N % N % N % N % N % 

     Any Enrollment 608 59.1% 625 87.0% 13,903 57.7% 2,732 52.9% 19,330 72.6% 37,198 64.6% 

 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days Enrolled  1,191.4 583.8 1,387.6 519.5 1,288.3 607.0 1,258.3 595.6 1,353.5 583.3 1,320.1 593.5 

 N % N % N % N % N % N % 

     Any SSI 410 39.8% 437 60.9% 6,779 28.2% 1,276 24.7% 8,971 33.7% 17,873 31.0% 
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Table 5c1: Pinellas County - Demographics for Each Group and Overall 

Pinellas County 
Group 

OVERALL 
FOR_SMH CIV_SMH CM_BH_INPT CRIM_JUST NONE 

N (%) 540 1.1% 355 0.7% 15,685 30.5% 10.469 20.4% 24,321 47.3% 51,370 

 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 

Age, Mean (SD) 40.1 13.8 46.2 13.9 45.3 16.3 35.4 11.3 47.7 18.0 44.4 16.9 

 N % N % N % N % N % N % 

     18 – 25 100 18.5% 31 8.7% 2,061 13.1% 2,514 24.0% 2,907 12.0% 7,613 14.8% 

     26 – 35 118 21.8% 57 16.1% 2,729 17.4% 3,035 29.0% 3,870 15.9% 9,809 19.1% 

     36 – 45 113 20.9% 72 20.3% 3,128 19.9% 2,523 24.1% 4,455 18.3% 10,291 20.0% 

     46 – 55 144 26.7% 97 27.3% 3,955 25.2% 2,006 19.2% 5,977 24.6% 12,179 23.7% 

     56 – 65  44 8.2% 72 20.3% 2,042 13.0% 369 3.5% 3,273 13.5% 5,800 11.3% 

     > 65 21 3.9% 26 7.3% 1,770 11.3% 22 0.2% 3,839 15.8% 5,678 11.0% 

Gender 

 N % N % N % N % N % N % 

     Female 99 18.3% 146 41.1% 8,130 51.8% 4,650 
44.4

% 
14,955 61.5% 27,980 54.5% 

     Male 441 81.7% 209 58.9% 7,540 48.1% 5,819 
55.6

% 
9,362 38.5% 23,371 45.5% 

     Missing 0 0.0% 0 0.0% 15 0.1% 0 0.0% 4 0.0% 19 0.0% 

Race 

 N % N % N % N % N % N % 

     Black 215 39.8% 65 18.3% 1,699 10.8% 2,218 21.2% 3,229 13.3% 7,426 14.5% 

     White 310 57.4% 281 79.2% 13,341 85.1% 7,917 75.6% 19,605 80.6% 41,454 80.7% 

     Other 6 1.1% 1 0.3% 346 2.2% 122 1.2% 812 3.3% 1,287 2.5% 
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Pinellas County 
Group 

OVERALL 
FOR_SMH CIV_SMH CM_BH_INPT CRIM_JUST NONE 

     Multiracial 9 1.7% 8 2.2% 196 1.2% 205 2.0% 346 1.4% 764 1.5% 

     Missing 0 0.0% 0 0.0% 103 0.7% 7 0.1% 329 1.4% 439 0.8% 

Ethnicity 

 N % N % N % N % N % N % 

     Hispanic 40 7.4% 25 7.0% 1,017 6.5% 648 6.2% 1,901 7.8% 3,631 7.1% 

     Not Hispanic 500 92.6% 330 93.0% 14,668 93.5% 9,821 93.8% 22,420 92.2% 47,739 92.9% 
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Table 5c2: Pinellas County -Diagnosis and Medicaid Status for Each Group and Overall 

Pinellas County 
Group 

OVERALL 
FOR_SMH CIV_SMH CM_BH_INPT CRIM_JUST NONE 

Diagnosis 

 N % N % N % N % N % N % 

     Schizophrenia 382 70.7% 238 67.0% 3,020 19.2% 1,158 11.1% 2,927 12.0% 7,725 15.0% 

     Bipolar I 58 10.7% 52 14.6% 3,221 20.5% 2,285 21.8% 3,472 14.3% 9,088 17.7% 

     Major Depression 11 2.0% 19 5.4% 5,441 34.7% 3,114 29.7% 7,869 32.4% 16,454 32.0% 

     Other Psychotic 46 8.5% 13 3.7% 1,249 8.0% 274 2.6% 2,391 9.8% 3,973 7.7% 

     Other Mood 31 5.7% 30 8.4% 2,348 15.0% 2,349 22.4% 4,159 17.1% 8,917 17.4% 

     Childhood Dev. 0 0.0% 0 0.0% 32 0.2% 9 0.1% 265 1.1% 306 0.6% 

     SMI, NOS 12 2.2% 3 0.8% 374 2.4% 1,280 12.2% 3,238 13.3% 4,907 9.6% 

     Any Subst. Use 419 77.6% 259 73.0% 12,132 77.4% 8,217 78.5% 10,833 44.5% 31,860 62.0% 

Medicaid 

 N % N % N % N % N % N % 

     Any Enrollment 381 70.6% 311 87.6% 10,618 67.7% 5,296 50.6% 17,086 70.2% 33,692 65.6% 

 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days Enrolled  987.7 532.7 1,218.1 553.5 1,191.3 612.2 969.0 598.5 1,165.6 620.7 
1,141.

3 
617.9 

 N % N % N % N % N % N % 

     Any SSI 270 50.0% 176 49.6% 4,266 27.2% 1,818 17.4% 5,982 24.6% 12,512 24.4% 
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Table 5d1:  Three Counties Combined - Demographics & Diagnosis for Each Group and Overall 

Three Counties 
Group 

OVERALL 
FOR_SMH CIV_SMH CM_BH_INPT CRIM_JUST NONE 

N (%) 2,072 1.7% 1,236 1.0% 43,468 36.2% 17,591 14.6% 55,767 46.4% 120,134 

 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 

Age, Mean (SD) 38.2 13.3 43.3 14.1 43.3 16.3 35.1 11.3 46.8 18.0 43.6 16.9 

 N % N % N % N % N % N % 

     18 – 25 468 22.6% 168 13.6% 7,140 16.4% 4,432 25.2% 7,405 13.3% 19,613 16.3% 

     26 – 35 479 23.1% 235 19.0% 8,176 18.8% 5,066 28.8% 9,370 16.8% 23,326 19.4% 

     36 – 45 457 22.1% 251 20.3% 8,852 20.4% 4,220 24.0% 10,140 18.2% 23,920 19.9% 

     46 – 55 459 22.2% 332 26.9% 10,294 23.7% 3,256 18.5% 13,087 23.5% 27,428 22.8% 

     56 – 65  165 8.0% 185 15.0% 4,939 11.4% 570 3.2% 7,464 13.4% 13,323 11.1% 

     > 65 44 2.1% 65 5.3% 4,067 9.4% 47 0.3% 8,301 14.9% 12,524 10.4% 

Gender 

 N % N % N % N % N % N % 

     Female 327 15,8% 508 41.1% 20,914 48.1% 7,400 
42.1

% 
34,075 61.1% 63,224 52.6% 

     Male 1,745 84.2% 728 58.9% 22,476 51.7% 10,191 
57.9

% 
21,669 38.9% 56,809 47.3% 

     Missing 0 0.0% 0 0.0% 78 0.2% 0 0.0% 23 0.0% 101 0.1% 

Race 

 N % N % N % N % N % N % 

     Black 1,045 50.4% 351 28.4% 8,355 19.2% 5,282 30.0% 11,978 21.5% 27,011 22.5% 

     White 963 46.5% 860 69.6% 32,269 74.2% 11,553 65.7% 37,450 67.1% 83,095 69.2% 

     Other 16 0.8% 6 0.5% 1,231 2.8% 221 1.3% 2,443 4.4% 3,917 3.3% 
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Three Counties 
Group 

OVERALL 
FOR_SMH CIV_SMH CM_BH_INPT CRIM_JUST NONE 

     Multiracial 48 2.3% 19 1.5% 1,123 2.6% 498 2.8% 1,946 3.5% 3,634 3.0% 

     Missing 0 0.0% 0 0.0% 490 1.1% 37 0.2% 1,950 3.5% 2,477 2.1% 

Ethnicity 

 N % N % N % N % N % N % 

     Hispanic 241 11.6% 208 16.8% 5,092 11.7% 1,415 8.0% 8,128 14.6% 15,084 12.6% 

     Not Hispanic 1,831 88.4% 1,028 83.2% 38,376 88.3% 16,176 92.0% 47,639 85.4% 105,050 87.4% 
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Table 5d2: Three Counties Combined - Diagnosis and Medicaid Status for Each Group and Overall 

Three Counties 
Group 

OVERALL 
FOR_SMH CIV_SMH CM_BH_INPT CRIM_JUST NONE 

Diagnosis 

 N % N % N % N % N % N % 

     Schizophrenia 1,370 66.1% 919 74.4% 9,184 21.1% 2,083 11.8% 6,944 12.4% 20,500 17.1% 

     Bipolar I 182 8.8% 117 9.5% 7,033 16.2% 3,237 18.4% 6,264 11.2% 16,833 14.0% 

     Major Depression 68 3.3% 72 5.8% 14,440 33.2% 4,999 28.4% 18,796 33.7% 38,375 31.9% 

     Other Psychotic 275 13.3% 58 4.7% 5,024 11.6% 907 5.2% 6,432 11.5% 12,696 10.6% 

     Other Mood 118 5.7% 63 5.1% 6,541 15.0% 4,013 22.8% 8,243 14.8% 18,978 15.8% 

     Childhood Dev. 2 0.1% 0 0.0% 77 0.2% 19 0.1% 784 1.4% 882 0.7% 

     SMI, NOS 57 2.8% 7 0.6% 1,169 2.7% 2,333 13.3% 8,304 14.9% 11,870 9.9% 

     Any Subst. Use 1,541 74.4% 899 72.7% 32,538 74.9% 13,482 76.6% 22,807 40.9% 71,267 59.3% 

Medicaid 

 N % N % N % N % N % N % 

     Any Enrollment 1,282 61.9% 1,070 86.6% 26,978 62.1% 9,190 52.2% 40,171 72.0% 78,691 65.5% 

 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days Enrolled  1,097.1 573.4 1,318.7 538.4 1,244.3 611.3 1,076.3 612.2 1,267.8 607.0 1,235.3 610.9 

 N % N % N % N % N % N % 

     Any SSI 888 42.9% 694 56.2% 12,213 28.1% 3,600 20.5% 16,628 29.8% 34,023 28.3 
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Figure 3: Mean Age 

 

Figure 4: Percent Black 
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Figure 5:  Percent Male 

 

Figure 6: Percent With Any Medicaid Enrollment 
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Figure 7: Percent with Any SSI 

 

Figure 8: Percent with Substance Abuse
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Figure 9:  Percent with Schizophrenia 
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Within the tables and figures for the demographics, diagnosis, and Medicaid enrollment status for the five 

mutually exclusive groups, there appears to be a great deal of commonality across the three counties.  Within the 

data for the three counties combined, the two forensic groups (FOR_SMH and CRIM_JUST) are significantly 

younger than the other groups.   While the overall sample had a slight majority of females, both of the SMH 

groups and the CRIM_JUST had a substantial majority of males.  In terms of race/ethnicity, while the overall 

sample was 22% Black, the forensic groups (FOR_SMH and CRIM_JUST) had 50% and 30% Blacks, 

respectively.   

In terms of diagnosis, drawing conclusions about differences in rates across groups is made somewhat difficult 

by the fact that some of these diagnostic distinctions are relatively fine, e.g., schizoaffective disorder vs. bipolar 

1, or other mood disorder vs. either bipolar 1 or major depression, etc.  Given this, the most striking pattern in the 

diagnostic data is the very large percentage of people with schizophrenia or other psychotic disorder within the 

two SMH groups compared to the other groups.  The CM_BH_INPT also had a disproportionate share of persons 

with schizophrenia or other psychotic disorder, but not nearly as much as the SMH groups.  Another very striking 

finding within the diagnostic data was the high overall rate (almost 60%) of co-occurring substance use disorder 

among the sample of people with SMI.  Furthermore, the rate of co-occurring substance use disorder was fairly 

evenly  distributed and concentrated among the high intensity service utilization target groups.  In each of these 

groups, about three fourths had a co-occurring substance use disorder identified in the service event data (75.3% 

overall for the four groups combined), compared to 40.9% in the group that was not in high intensity settings.  

Thus, having a co-occurring substance use disorder increased the risk of a person being in one of the high 

intensity group by 84% – a conservative estimate, since it is likely that some additional people in our sample had 

a co-occurring disorder that went unidentified and untreated. 

Overall, about 65% of the persons with SMI were enrolled in Medicaid during the study period.  The CIV_SMH 

group had the highest rate of enrollment in Medicaid (86.6%) whereas the CRIM_JUST group had the lowest rate 

at 52.2%.  A majority of persons in the CIV_SMH group (56.2%) were on SSI at some time during the study 

period, whereas only 20.5% of those in the CRIM_JUST group were ever on SSI. 

As stated earlier, the differences in these data among the three counties were not large.  The sample from 

Alachua County was slightly younger than the other two counties.  Broward County had a higher percentage of 

persons who were Hispanic, whereas Pinellas County had a higher percentage of persons who were White and a 

lower percentage of persons who were Black.  In addition, Alachua County had a slightly higher rate of persons 

enrolled in Medicaid than the other two counties and Pinellas had a lower percentage of persons on SSI. 

 Service utilization/adverse events and costs by county 
The following tables show service utilization, adverse events and costs for each of the mutually exclusive groups 

and overall for each county.  A final set of tables again combines the data across all three counties.  Costs in 

these tables are the average cost per user over the five year study period for the people who received at least 

one service event in the category.
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Table 6a1:  Alachua County - Service Utilization/Adverse Events and Costs by Group and Overall 

Alachua County 
Group 

OVERALL 
FOR_SMH CIV_SMH CM_BH_INPT CRIM_JUST NONE 

Total #/% in Group 503 4.5% 163 1.5% 3,701 33.2% 1,962 17.6% 4,833 43.3% 11,162 
State Hospital 
 N % N % N % N % N % N % 
     Number of Adults 503 100% 163 100% 0 0.0% 0 0.0% 0 0.0% 666 6.0% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Admissions 1.4 0.7 1.3 0.7 *** *** *** *** *** *** 1.4 0.7 
     Days 505.2 553.4 442.1 454.0 *** *** *** *** *** *** 489.8 531.2 
     Cost 151,573 166,032 132,620 136,192 *** *** *** *** *** *** 146,935 159,357 
Community Behavioral Health Inpatient 
 N % N % N % N % N % N % 
     Number of Adults  158 31.4% 123 75.5% 3,701 100% 0 0.0% 0 0.0% 3,982 35.7% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Admissions 3.7 5.2 5.5 5.7 2.7 4.4 *** *** *** *** 2.8 4.5 
     Days  35.0 47.2 101.7 89.6 20.3 32.7 *** *** *** *** 23.4 39.2 
     Cost 25,098 38,886 78,116 67,820 15,983 25,428 *** *** *** *** 18,264 30,313 
Hospital Behavioral Health ER Events 
 N % N % N % N % N % N % 
     Number of Adults 99 19.7% 72 44.2% 1,449 39.2% 409 21.0% 557 11.5% 2,586 23.2% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Days 4.3 10.5 3.5 4.8 4.2 7.6 2.5 2.6 2.0 1.6 3.5 6.3 
     Cost 3,727 10,975 3,805 7,078 3,967 7,836 2,457 3,301 1,853 2,397 3,259 6,642 
Baker Act Events  
 N % N % N % N % N % N % 
     Number of Adults 238 47.3% 144 88.3% 3,056 82.6% 586 29.9% 863 17.9% 4,887 43.8% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Days 4.3 6.4 6.0 5.5 2.9 5.1 2.1 2.5 1.9 2.1 2.8 4.6 
     Cost *** *** *** *** *** *** *** *** *** *** *** *** 
Community Behavioral Health Outpatient 
 N % N % N % N % N % N % 
     Number of Adults  367 73.0% 142 87.1% 2,320  62.7% 1,439  73.3% 3,505 72.5% 7,773  69.6% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Days (M, SD) 188.5 261.8 319.3  337.9 115.9 244.1 49.8 100.2 47.1 160.3 79.8 197.9 
     Cost 21,798 36,909 27,320 28,866 11,304 24,789 6,691 11,694 6,107 19,653 8,895 21,960 

Table 6a2:  Alachua County - Service Utilization/Adverse Events and Costs by Group and Overall (cont’d) 



 
 

97 
 

Alachua County 
Group 

OVERALL 
FOR_SMH CIV_SMH CM_BH_INPT CRIM_JUST NONE 

Total #/% in Group 503 4.5% 163 1.5% 3,701 33.2% 1,962 17.6% 4,833 43.3% 11,162 
Nursing Home 
 N % N % N % N % N % N % 
     Number of Adults 12 2.4% 26 16.0% 339 9.2% 22 1.1% 673 13.9% 1,072 9.6% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Days (M, SD) 310.5 484.4 445.1 469.2 370.0 448.9 189.1 303.1 776.9 648.7 622.9 614.7 
     Cost 116,458 182,778 102,489 138,326 69,127 96,609 37,488 62,986 194,974 228,596 148,823 200,670 
Arrests 
 N % N % N % N % N % N % 
     Number of Adults  276 54.9% 46 28.2% 1,026  27.7% 1,599 82.0% 143 3.0% 3,090  27.7% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Felony arrests  3.6 3.1 1.7 1.2 2.8 2.8 3.3 3.3 0.0 0 3.2 3.1 
     Misdemeanor arrests  3.5 3.7 3.9 4.3 3.0 3.4 3.0 2.9 1.9 1.6 3.0 3.1 
     Costs *** *** *** *** *** *** *** *** *** *** *** *** 
Jail  
 N % N % N % N % N % N % 
     Number of Adults 194 38.6% 23 14.1% 835 22.6% 1,546 78.8% 0 0.0% 2,598  23.3% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Episodes 3.8 3.4 2.5 2.3 2.6 2.8 2.6 2.2 *** *** 2.7 2.5 
     Days 258.7 232.6 68.1 88.4 76.3 125.2 102.1 147.6 *** *** 105.2 155.3 
     Cost *** *** *** *** *** *** *** *** *** *** *** *** 
Prison 
 N % N % N % N % N % N % 
     Number of Adults 132 26.2% 5 3.1% 155 4.2% 492 25.1% 0 0.0% 784 7.0% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Episodes  1.3 0.6 1.0 0 1.2 0.4 1.3 0.5 *** *** 1.3 0.5 
     Days  483.8 422.1 197.6 200.0 414.3 297.1 551.7 409.2 *** *** 510.9 395.0 
     Cost 24,192 21,106 9,880 9,995 20,713 14,855 27,587 20,458 *** *** 25,543 19,748 
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Table 6b1:  Broward County - Service Utilization/Adverse Events and Costs by Group and Overall 

Broward County Group OVERALL FOR_SMH CIV_SMH CM_BH_INPT CRIM_JUST NONE 
Total #/% in Group 1,029 1.8% 718 1.3% 24,082 41.8% 5,160 9.0% 26,613 46.2% 57,602 
State Hospital 
 N % N % N % N % N % N % 
     Number of Adults 1,029 100% 718 100% 0 0.0% 0 0.0% 0 0.0% 1,747 3.0% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Admissions 1.5 0.8 1.4 0.7 *** *** *** *** *** *** 1.4 0.8 
     Days 438.0 501.6 368.0 365.4 *** *** *** *** *** *** 409.3 451.9 
     Cost 131,410 150,494 110,409 109,631 *** *** *** *** *** *** 122,779 135,563 
Community Behavioral Health Inpatient 
 N % N % N % N % N % N % 
     Number of Adults  465 45.2% 592 82.5% 24,082 100% 0 0.0% 0 0.0% 25,139 43.6% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Admissions 6.0 7.4 9.6 10.5 3.1 4.8 *** *** *** *** 3.3 5.2 
     Days  54.3 69.5 126.6 112.8 21.8 40.4 *** *** *** *** 24.9 47.1 
     Cost 38,932 54,859 86,047 96,289 16,652 30,761 *** *** *** *** 18,698 36,033 
Hospital Behavioral Health ER Events 
 N % N % N % N % N % N % 
     Number of Adults 371 36.1% 367 51.1% 12,757 53.0% 1,737 33.7% 5,168 19.4% 20,400 35.4% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Days 5.6 8.5 6.0 8.2 4.6 9.1 2.3 2.0 2.0 1.7 3.8 7.5 
     Cost 4,379 6,516 3,916 6,946 4,210 8,502 1,846 2,029 1,640 1,837 3,355 7,033 
Baker Act Events  
 N % N % N % N % N % N % 
     Number of Adults 476 46.3% 630 87.7% 17,272 71.7% 1,040 20.2% 3,149 11.8% 22,567 39.2% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Days 4.9 6.3 8.7 9.3 2.5 3.8 1.5 1.2 1.4 1.2 2.5 4.0 
     Cost *** *** *** *** *** *** *** *** *** *** *** *** 
Community Behavioral Health Outpatient 
 N % N % N % N % N % N % 
     Number of Adults  698 67.8% 645 89.8% 13,438 55.8% 3,320 64.3% 18,038 67.8% 36,139 62.7% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Days (M, SD) 215.2 286.2 408.7 388.5 121.5 274.5 59.4 124.9 70.0 229.9 97.0 250.6 
     Cost 20,976 31,267 31,225 37,031 8,783 23,725 6,010 13,287 4,819 17,244 7,185 20,859 
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Table 6b2:  Broward County - Service Utilization/Adverse Events and Costs by Group and Overall (cont’d) 

Broward County Group OVERALL FOR_SMH CIV_SMH CM_BH_INPT CRIM_JUST NONE 
Total #/% in Group 1,029 1.8% 718 1.3% 24,082 41.8% 5,160 9.0% 26,613 46.2% 57,602 
Nursing Home 
 N % N % N % N % N % N % 
     Number of Adults  45 4.4% 150 20.9% 1,427 5.9% 47 0.9% 3,109 11.7% 4,778 8.3% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Days 222.8 309.9 301.9 360.2 272.8 365.1 212.6 324.3 522.8 508.2 435.3 477.6 
     Cost 57,418 104,591 65,020 102,503 49,588 79,564 45,439 79,571 109,144 125,023 88,858 115,425 

Arrests 
 N % N % N % N % N % N % 
     Number of Adults  674 65.5% 138 19.2% 6,845 28.4% 4,802 93.1% 1,540 5.8% 13,999 24.3% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Felony arrests  3.7 3.7 2.7 4.0 3.2 3.1 3.3 3.1 0.0 0.0 3.3 3.2 
     Misdemeanor arrests  4.0 5.5 3.8 4.5 3.3 3.9 3.2 2.9 2.0 1.8 3.1 3.5 
     Cost *** *** *** *** *** *** *** *** *** *** *** *** 
Jail  
 N % N % N % N % N % N % 
     Number of Adults *** *** *** *** *** *** *** *** *** *** *** *** 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Episodes *** *** *** *** *** *** *** *** *** *** *** *** 
     Days *** *** *** *** *** *** *** *** *** *** *** *** 
     Cost *** *** *** *** *** *** *** *** *** *** *** *** 
Prison 
 N % N % N % N % N % N % 
     Number of Adults 270 26.2% 14 2.0% 995 4.1% 1,360 26.4% 0 0.0% 2,639 4.6% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Episodes  1.2 0.5 1.2 0.4 1.2 0.5 1.2 0.5 *** *** 1.2 0.5 
     Days  470.7 430.4 548.4 484.4 429.9 322.7 529.1 406.1 *** *** 485.8 382.7 
     Cost 23,535 21,519 27,421 24,218 21,494 16,134 26,453 20,306 *** *** 24,290 19,134 
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Table 6c1: Pinellas County - Service Utilization/Adverse Events and Costs by Group and Overall 

Pinellas County Group OVERALL FOR_SMH CIV_SMH CM_BH_INPT CRIM_JUST NONE 
Total Number in Group 540 1.1% 355 0.7% 15,685 30.5% 10,469 20.4% 24,321 47.3% 51,370 
State Hospital 
 N % N % N % N % N % N % 
     Number of Adults 540 100% 355 100% 0 0.0% 0 0.0% 0 0.0% 895 1.7% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Admissions 1.4 0.8 1.2 0.5 *** *** *** *** *** *** 1.3 0.7 
     Days 426.3 459.0 459.9 475.3 *** *** *** *** *** *** 439.6 465.6 
     Cost 127,876 137,706 137,967 142,595 *** *** *** *** *** *** 131,878 139,674 
Community Behavioral Health Inpatient 
 N % N % N % N % N % N % 
     Number of Adults  260 48.2% 279 78.6% 15,685 100% 0 0.0% 0 0.0% 16,224 31.6% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Admissions 4.3 5.0 7.1 7.6 2.6 3.6 *** *** *** *** 2.7 3.8 
     Days  42.2 54.1 106.7 89.1 20.4 33.6 *** *** *** *** 22.2 37.5 
     Cost 28,591 34,808 70,988 66,713 15,668 25,241 *** *** *** *** 16,827 27,668 
Hospital Behavioral Health ER Events 
 N % N % N % N % N % N % 
     Number of Adults 170 31.5% 184 51.8% 7,023 44.8% 2,727 26.1% 3,035 12.5% 13,139 25.6% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Days 3.8 4.6 5.4 10.2 3.9 8.6 2.7 3.4 1.9 1.6 3.2 6.7 
     Cost 2,937 4,930 3,515 6,887 4,439 9,564 3,162 4,570 2,207 2,480 3,626 7,516 
Baker Act Events  
 N % N % N % N % N % N % 
     Number of Adults 310 57.4% 298 83.9% 11,636 74.2% 3,436 32.8% 4,051 16.7% 19,728 38.4% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Days 5.0 5.4 8.5 11.1 2.6 4.0 1.9 1.8 1.5 1.4 2.4 3.7 
     Cost *** *** *** *** *** *** *** *** *** *** *** *** 
Community Behavioral Health Outpatient 
 N % N % N % N % N % N % 
     Number of Adults  424 78.5% 318 89.6% 9,975 63.6% 6,683 63.8% 15,552 64.0% 32,952 64.2% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Days (M, SD) 292.0 301.7 355.1 352.9 106.5 240.1 53.1 137.3 60.2 201.1 78.6 211.2 
     Cost 30,631 33,160 30,373 37,595 8,265 23,641 5,061 10,657 5,061 16,430 6,604 19,043 
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Table 6c2: Pinellas County - Service Utilization/Adverse Events and Costs by Group and Overall (cont’d) 

Pinellas County Group OVERALL FOR_SMH CIV_SMH CM_BH_INPT CRIM_JUST NONE 
Total Number in Group 540 1.1% 355 0.7% 15,685 30.5% 10,469 20.4% 24,321 47.3% 51,370 
Nursing Home 
 N % N % N % N % N % N % 
     Number of Adults  40 7.4% 123 34.7% 2,229 14.2% 179 1.7% 4,913 20.2% 7,484 14.6% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Days 315.1 295.6 457.3 461.4 405.0 473.5 209.3 286.1 625.2 542.3 545.3 528.1 
     Cost 104,444 153,567 110,308 175,666 70,732 90,753 40,300 61,089 119,455 113,327 102,820 110,364 
Arrests 
 N % N % N % N % N % N % 
     Number of Adults  399 73.9% 112 31.6% 5,252 33.5% 9,247 88.3% 602 2.5% 15,612 30.4% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Felony arrests  4.9 5.6 3.2 2.8 3.5 4.1 3.9 4.1 0 0 3.9 4.2 
     Misdemeanor arrests  5.5 5.4 3.3 3.5 4.0 5.9 3.5 4.0 2.0 2.2 3.6 4.7 
     Cost *** *** *** *** *** *** *** *** *** *** *** *** 
Jail  
 N % N % N % N % N % N % 
     Number of Adults 5 0.9% 4 1.1% 38 0.2% 56 0.5% 0 0.0% 103 0.2% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Episodes 2.8 2.5 2.0 1.4 1.7 1.3 1.4 0.9 *** *** 1.6 1.2 
     Days 175.4 176.9 70.8 53.6 42.3 74.5 51.3 105.0 *** *** 54.7 100.3 
     Cost *** *** *** *** *** *** *** *** *** *** *** *** 
Prison 
 N % N % N % N % N % N % 
     Number of Adults 126 23.3% 16 4.5% 619 4.0% 2,301 22.0% 0 0.0% 3,062 6.0% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Episodes  1.3 0.5 1.1 0.3 1.2 0.4 1.2 0.5 *** *** 1.2 0.5 
     Days  491.5 394.6 485.3 379.0 450.3 327.4 533.9 374.5 *** *** 515.0 367.7 
     Cost 24,576 19,727 24,263 18,951 22,515 16,368 26,697 18,724 *** *** 25,752 18,386 
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Table 6d1:  Three Counties Combined - Service Utilization/Adverse Events & Costs by Group & Overall 

Three Counties Group OVERALL FOR_SMH CIV_SMH CM_BH_INPT CRIM_JUST NONE 
Total Number in Group 2,072 1.7% 1,236 1.0% 43,468 36.2% 17,591 14.6% 55,767 46.4% 120,134 
State Hospital 
 N % N % N % N % N % N % 
     Number of Adults 2,072 100% 1,236 100% 0 0.0% 0 0.0% 0 0.0% 3,308 2.8% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Admissions 1.4 0.8 1.3 0.6 *** *** *** *** *** *** 1.4 0.7 
     Days 451.3 504.9 404.2 413.7 *** *** *** *** *** *** 433.7 473.4 
     Cost 135,384 151,478 121,253 124,117 *** *** *** *** *** *** 130,104 142,019 
Community Behavioral Health Inpatient 
 N % N % N % N % N % N % 
     Number of Adults  883 42.6% 994 80.4% 43,468 100% 0 0.0% 0 0.0% 45,345 37.8% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Admissions 5.1 6.5 8.4 9.4 2.9 4.4 *** *** *** *** 3.0 4.7 
     Days  47.3 62.1 117.9 104.4 21.2 37.5 *** *** *** *** 23.8 43.3 
     Cost 33,412 47,366 80,839 85,870 16,240 28,449 *** *** *** *** 17,990 32,789 
Hospital Behavioral Health ER Events 
 N % N % N % N % N % N % 
     Number of Adults 640 30.9% 623 50.4% 21,229 48.8% 4,873 27.7% 8,760 15.7% 36,125 30.1% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Days 4.9 8.0 5.5 8.6 4.3 8.8 2.5 2.9 2.0 1.7 3.6 7.2 
     Cost 3,895 7,062 3,785 6,935 4,269 8,826 2,634 3,801 1,850 2,134 3,447 7,187 
Baker Act Events  
 N % N % N % N % N % N % 
     Number of Adults 1,024 49.4% 1,072 86.7% 31,964 73.5% 5,059 28.8% 8,063 14.5% 47,182 39.3% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Days 4.8 6.1 8.3 9.5 2.6 4.0 1.8 1.8 1.5 1.4 2.5 3.9 
     Cost *** *** *** *** *** *** *** *** *** *** *** *** 
Community Behavioral Health Outpatient 
 N % N % N % N % N % N % 
     Number of Adults  1,489 71.9% 1,105 89.4% 25,733 59.2% 11,442 65.0% 37,095 66.5% 76,864 64.0% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Days (M, SD) 230.5 287.6 381.8 373.5 115.2 259.1 54.5 129.7 63.7 212.5 87.4 229.6 
     Cost 23,928 33,520 30,478 36,246 8,809 23,804 5,541 11,623 5,042 17,158 7,109 20,229 
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Table 6d2:  Three Counties Combined - Service Utilization/Adverse Events & Costs by Group & Overall (cont’d) 

Three Counties Group OVERALL FOR_SMH CIV_SMH CM_BH_INPT CRIM_JUST NONE 
Total Number in Group 2,072 1.7% 1,236 1.0% 43,46

8 36.2% 17,591 14.6% 55,767 46.4% 120,134 

Nursing Home 
 N % N % N % N % N % N % 
     Number of Adults  97 4.7% 299 24.2% 3,995 9.2% 248 1.4% 8,695 15.6% 13,334 11.1% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Days 271.7 329.4 378.3 420.0 354.8 439.9 208.2 294.0 600.3 544.0 512.1 521.8 

     Cost 84,114 138,05
6 86,909 141,35

2 
63,04

3 
88,00
7 41,025 64,892 121,61

3 131,749 101,515 122,810 

Arrests 
 N % N % N % N % N % N % 

     Number of Adults  1,349 65.1% 296 24.0% 13,12
3 30.2% 15,648 89.0% 2,285 4.1% 32,701 27.2% 

 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Felony arrests  4.1 4.3 2.7 3.4 3.3 3.5 3.6 3.7 0.0 0.0 3.5 3.7 
     Misdemeanor 
arrests  4.3 5.2 3.6 4.1 3.5 4.8 3.3 3.6 2.0 1.9 3.3 4.1 

     Cost *** *** *** *** *** *** *** *** *** *** *** *** 
Jail  
 N % N % N % N % N % N %35 
     Number of Adults 199 9.6% 27 2.2% 873 2.0% 1,602 9.1% 0 0.0% 2,701 2.3% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Episodes 3.7 3.3 2.4 2.2 2.6 2.7 2.6 2.2 *** *** 2.6 2.5 
     Days 256.6 231.4 68.5 83.3 74.8 123.6 100.3 146.6 *** *** 103.3 153.9 
     Cost *** *** *** *** *** *** *** *** *** *** *** *** 
Prison 
 N % N % N % N % N % N % 
     Number of Adults 528 25.5% 35 2.8% 1,769 4.1% 4,153 23.6% 0 0.0% 6,485 5.4% 
 Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD 
     Episodes  1.3 0.5 1.1 0.4 1.2 0.5 1.2 0.5 *** *** 1.2 0.5 
     Days  479.0 419.3 469.4 413.9 435.7 322.2 534.5 389.2 *** *** 502.6 377.4 

     Cost 23,948 20,967 23,471 20,697 21,78
3 

16,11
1 26,723 19,462 *** *** 25,132 18,871 

                                                             
35 The denominator used to compute this percentage is different than the denominator used elsewhere in this table.  It has been adjusted to account for Broward County jail 
data not being included in analyses. That is, the overall count of people in the sample from Broward County was not included in the denominator for this percentage. 
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Figure 10:  Average Cost per Year per Person by Service Category 

 

Again, for the service utilization, adverse events and costs data, the differences among the three counties appear 

to be consistent with the patterns we have previously noted and minor relative to the overall pattern of results for 

the three counties combined.  The overall findings across the three counties yielded a number of striking results.  

First is the very high rate of service utilization and adverse events and the high cost associated with the relatively 

small number of persons who were treated in the state institutions.  Even though they, on average, were in the 

community for about 75% of the study period, they had high rates of utilization of community hospital behavioral 

health inpatient treatment, behavioral health emergency room use, Baker Act initiations, and behavioral health 

outpatient services.  The rates for all of these were significantly higher for those patients who were not treated in 

the forensic units.  On the other hand, the forensic patients had much higher rates of arrest and incarceration 

(both jail and prison).  Even though the cost data available in this study are incomplete, the data that are 

available indicate that the costs associated with these groups are very high.  For the entire sample of persons 

with SMI the average cost per year per person is $5,650.  [Note that this figure does not include Baker Act 

Exams, arrest, county jail, or physical health costs – this latter figure for Medicaid enrollees in the preliminary 

report was found to be 4 times the cost for behavioral health care for our sample.]  However, most of this cost is 

associated with persons from this sample who were treated in the state mental hospitals who incurred a total cost 

of $655,647,822 over the five year period, even excluding costs for Baker Act initiations, arrests, jail stays and 

physical health medical care.  Of that total figure, only $58,249,537 or 8.9% was expended on community 

behavioral outpatient services. Since high-quality community based services have been demonstrated to be 

effective in reducing hospital use, ensuring the engagement of this high-risk group in these services would likely 

offer a good return on investment. 
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Another striking finding is that the rate of legal involvement (arrest/incarceration) is very high within the samples 

of people with SMI in the three counties (e.g., 27.2% of the entire sample of people with SMI had at least one 

arrest).  Of those who had any arrest, they averaged 3.5 felony arrests and 3.3 misdemeanor arrests per person 

over the five years of the study.  In addition to the high rate of legal involvement, almost 40% of the sample had 

been hospitalized in the community for behavioral treatment, 30% seen in the ER for BH treatment, and almost 

40% were Baker Acted at least once.  The vast majority of this was concentrated within the four high intensity 

groups. 

Although not identified as a target group in the analytic plan, we are struck by the significant size of the group of 

persons within the overall sample of persons with SMI that had extended stays in nursing home facilities.  Over 

10% of the overall sample received care within a nursing home, and those persons had an average length of stay 

of over 512 days at a total cost to Medicaid of over $1.3 billion over the five years of the study.  Most of these 

persons were not a part of one of the "high intensity" groups, suggesting that perhaps these persons should 

considered as yet another high intensity group. 

Service Utilization/Adverse Events Prior to Admission & Following Discharge 
The following tables show service utilization and adverse events for each of the mutually exclusive groups and 

overall for the period of six months preceding admissions and the period of six months following discharge for 

forensic state hospital episodes, civil state hospital episodes, prison episodes and county jail episodes.  Separate 

tables are presented for each county and a final set of tables combines the data across all three counties.  For 

these analyses, we identified all episodes within these settings for persons in our target groups that were at least 

90 days in duration.  In order to allow at least a six month observation period, episodes were selected that 

involved admissions between July 1, 2010 to December 31, 2014 and episodes were selected that involved 

discharges between January 1, 2010 and June 30, 2014.   The SAMHIS, SMH, Baker Act, Medicaid, FCHIPA, 

FDLE, County Jail and FDOC Prison databases were queried for events occurring within the six months 

observations periods.  Within each category of event, only one event per day was counted.  The mean number of 

days for each category was calculated only for those persons who experienced events within the category.  

The data in the following sets of tables represent some of the most important information in this report regarding 

the issues raised in the Governor's Executive Order.  Specifically, these tables present data on the mix of 

services and events that occurred during the transition periods prior to or following stays in the most high 

intensity settings for people with SMI.  While these data are a very important initial snapshot of these periods, 

there are three issues that make a full understanding of these data challenging.  First, the lack of jail data from 

Broward county means our conclusions regarding transitions to and from forensic settings  will be mostly 

dependent on the data from the two smaller counties (Alachua and Pinellas).  A second major limitation is that 

these are group average data.  So, specific combinations of service/event data for individuals cannot be 

identified.  For example, about 75% of the people admitted to the civil state hospitals received any community 

behavioral health outpatient service in the six months prior to admission.  One cannot tell from these group 
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average data how that group differed from the group that received no behavioral health outpatient service in 

terms of the receipt of other types of service or the occurrence of other events (i.e., arrests, Baker Acts, inpatient 

stays, etc.).  A third challenge is that one cannot identify the relative timing of occurrence of these events which 

may be a very important factor.  For example, one cannot tell from these data the timing of when outpatient 

behavioral health services are received after discharge from a high intensity setting – do they occur promptly 

after discharge or do they tend to occur near or after the occurrence of adverse events such as Baker Acts or re-

hospitalization?  Analyses such as these would be very important in order to gain a fuller understanding of the 

issues regarding these transition periods; however, these analyses would be very complex and beyond the 

scope of what could be done in the very short time period available for conducting the current study. 

The next set of Tables (7a1 through 7d2) report on service utilization/adverse events during the six months 
before admission to state hospital, prison, or County Jail. 

 

Table 7a1: Alachua County - Service Utilization/Adverse Events during Six Months Prior to Admission to 

State Hospital, Prison, or County Jail – Behavioral Health Settings 

Alachua County 
Admission Site 

Overall Forensic State 
Hospital 

Civil State 
Hospital Prison County Jail 

Total Number/% in 
Group 176 116 600 850 1,742 

State Hospital 

 N % N % N % N % N % 

    Number of Adults 11 6.3% 16 13.8% 46 7.7%% 46 5.4% 119 6.8% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 83.6 28.4 54.8 40.1 64.2 41.2 115.2 50.0 84.4 50.2 

Community Behavioral Health Inpatient 

 N % N % N % N % N % 

    Number of Adults 20 11.4% 85 73.3% 28 4.7% 74 8.7% 207 11.9% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 13.0 12.3 66.9 25.4 9.0 9.3 11.6 10.4 34.1 32.9 

Hospital Behavioral Health ER Events 

 N % N % N % N % N % 

    Number of Adults 8 4.6% 25 21.6% 20 3.3% 73 8.6% 126 9.5% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 1.8 0.9 2.0 0.9 2.2 1.9 2.5 2.7 2.3 2.2 

CSU/SRT/Detox 

 N % N % N % N % N % 
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Alachua County 
Admission Site 

Overall Forensic State 
Hospital 

Civil State 
Hospital Prison County Jail 

    Number of Adults 17 9.7% 22 19.0% 41 6.8% 86 10.1% 166 9.5% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 11.6 18.1 55.0 42.3 8.3 13.7 7.7 7.8 14.5 24.3 

Baker Act (involuntary exam) Initiations (not all resulted in admission) 

 N % N % N % N % N % 

    Number of Adults 32 18.2% 94 81.0% 52 8.7% 133 15.7% 311 17.9% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 1.6 1.2 1.8 1.1 1.7 1.4 1.6 1.1 1.7 1.2 

Community Behavioral Health Outpatient 

 N % N % N % N % N % 

    Number of Adults 73 41.5% 81 69.8% 203 33.8% 298 35.1% 655 37.6% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 23.9 35.2 49.3 43.9 14.1 26.4 14.7 23.6 19.8 31.2 

 

  

Table 7a2:  Alachua County - Service Utilization/Adverse Events during Six Months Prior to Admission to 

State Hospital, Prison, or County Jail – Arrests & Incarcerations 

Alachua County 
Admission Site 

Overall Forensic State 
Hospital 

Civil State 
Hospital 

Prison County Jail 

Total Number/% in 

Group 
176 116 600 850 1,742 

Arres 

 N % N % N % N % N % 

     Number of Adults  129 73.3% 13 11.2% 324 54.0% 328 38.6% 794 45.6% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Felony arrests 1.3 0.6 0.1 0.4 1.2 0.8 0.7 0.7 1.0 0.8 

     Misdemeanor arrests 0.2 0.5 0.9 0.5 0.2 0.4 0.6 0.8 0.4 0.7 

Jail  

 N % N % N % N % N % 

     Number of Adults 157 89.2% 15 12.9% 342 57.0% 429 50.5% 943 54.1% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 
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Alachua County 
Admission Site 

Overall Forensic State 
Hospital 

Civil State 
Hospital 

Prison County Jail 

     Days 109.4 51.0 64.1 63.3 104.2 54.4 51.2 44.3 80.3 56.5 

Prison 

 N % N % N % N % N % 

     Number of Adults 4 2.3% 1 0.9% 19 3.2% 50 5.9% 74 4.3% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 85.5 74.4 73.0 0 84.9 44.4 89.6 61.1 88.0 56.8 

 

Table 7b1:  Broward County - Service Utilization/Adverse Events during Six Months Prior to Admission to 

State Hospital, Prison, or County Jail – Behavioral Health Settings 

Broward County 

Admission Site 

Overall Forensic State 
Hospital 

Civil State 
Hospital 

Prison County Jail 

Total Number/% in 

Group 
798 306 1,703 

Not 

Available 
2,807 

State Hospital 

 N % N % N % N % N % 

     Number of Adults 105 13.2% 38 12.4% 59 3.5% --- --- 202 7.2% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 82.2 40.0 73.8 46.6 79.2 34.9 --- --- 79.8 39.9 

Community Behavioral Health Inpatient 

 N % N % N % N % N % 

     Number of Adults 127 15.9% 262 85.6% 112 6.6% --- --- 501 17.9% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 17.6 20.2 86.1 35.6 9.7 11.6 --- --- 51.6 45.9 

Hospital Behavioral Health ER Events 

 N % N % N % N % N % 

     Number of Adults 87 10.9% 105 34.3% 117 6.9% --- --- 309 11.0% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 



 
 

109 
 

Broward County 

Admission Site 

Overall Forensic State 
Hospital 

Civil State 
Hospital 

Prison County Jail 

     Days 2.4 2.9 3.0 2.8 2.4 2.7 --- --- 2.6 2.8 

CSU/SRT/Detox 

 N % N % N % N % N % 

     Number of Adults 26 3.3% 46 15.0% 46 2.7% --- 118 4.2% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 22.9 30.7 58.3 37.3 5.9 5.2 --- --- 30.1 36.1 

Baker Act (involuntary exam) Initiations (not all resulted in admission) 

 N % N % N % N % N % 

     Number of Adults 115 14.4% 198 64.7% 97 5.7% --- --- 410 14.6% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 1.7 1.2 2.2 1.9 1.6 1.2   1.9 1.6 

Community Behavioral Health Outpatient 

 N % N % N % N % N % 

     Number of Adults 264 33.1% 240 78.4% 330 19.4% --- --- 834 29.7% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 20.2 27.2 49.6 49.6 11.1 20.2 --- --- 25.0 36.9 
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Table 7b2:  Broward County - Service Utilization/Adverse Events during Six Months Prior to Admission to 

State Hospital, Prison, or County Jail – Arrests & Incarcerations 

Broward County 
Admission Site 

Overall Forensic State 
Hospital 

Civil State 
Hospital Prison County 

Jail 

Total Number/% in 

Group 
798 306 1,703 

Not 

Available 
2,807 

Arrests 

 N % N % N % N % N % 

     Number of Adults  304 38.1% 23 7.5% 647 38.0% --- --- 974 34.7% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Felony arrests 1.0 0.5 0.2 0.4 0.9 0.6 --- --- 0.9 0.6 

     Misdemeanor arrests 0.2 0.6 0.8 0.6 0.1 0.4 --- --- 0.2 0.5 

Prison 

 N % N % N % N % N % 

     Number of Adults 23 2.9% 10 3.3% 79 4.6% --- --- 112 4.0% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 140.7 62.7 116.4 25.7 71.4 44.7 --- --- 89.6 55.5 
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Table 7c1: Pinellas County - Service Utilization/Adverse Events during Six Months Prior to Admission to 

State Hospital, Prison, or County Jail – Behavioral Health Settings 

Pinellas County 
Admission Site 

Overall Forensic State 
Hospital 

Civil State 
Hospital Prison County Jail 

Total Number/% in 
Group 310 207 2,282 3,549 6,348 

State Hospital 

 N % N % N % N % N % 

     Number of Adults 54 17.4% 28 13.5% 49 2.2% 109 3.1% 240 3.8% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 89.2 39.5 79.4 42.0 75.5 36.4 116.0 52.3 97.4 48.5 

Community Behavioral Health Inpatient 

 N % N % N % N % N % 

     Number of Adults 57 18.4% 143 69.1 90 3.9% 379 10.7 669 10.5% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 17.7 16.8 69.2 39.0 11.2 13.8 12.7 15.3 25.0 32.2 

Hospital Behavioral Health ER Events 

 N % N % N % N % N % 

     Number of Adults 33 10.7% 57 27.5% 115 5.0% 438 12.3% 643 10.1% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 2.1 2.1 1.9 1.1 2.2 3.2 2.6 2.5 2.4 2.5 

CSU/SRT/Detox 

 N % N % N % N % N % 

     Number of Adults 36 11.6% 59 28.5% 102 4.5% 330 9.3% 527 8.3% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 16.6 23.0 49.7 36.4 4.5 4.9 5.3 6.5 10.9 20.3 

Baker Act (involuntary exam) Initiations (not all resulted in admission) 

 N % N % N % N % N % 

     Number of Adults 67 21.6% 172 83.1% 176 7.7% 557 15.7% 972 15.3% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 
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Pinellas County 
Admission Site 

Overall Forensic State 
Hospital 

Civil State 
Hospital Prison County Jail 

     Days 1.7 1.1 2.2 1.3 1.3 0.8 1.7 1.4 1.7 1.3 

Community Behavioral Health Outpatient 

 N % N % N % N % N % 

     Number of Adults 183 59.0% 152 73.4% 545 23.9% 1,105 31.1% 1,985 31.3% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 19.3 29.6 51.0 50.2 13.2 24.1 19.0 36.1 19.9 35.3 
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Table 7c2:  Pinellas County - Service Utilization/Adverse Events during Six Months Prior to Admission to 

State Hospital, Prison, or County Jail – Arrests & Incarcerations 

Pinellas County 

Admission Site 

Overall Forensic State 
Hospital 

Civil State 
Hospital 

Prison County Jail 

Total Number in Group 310 207 2,282 3,549 6,348 

Arrests 

 N % N % N % N % N % 

     Number of Adults  240 77.4% 47 
22.7

% 
1,426 

62.5

% 
1,901 

53.6

% 
3,614 56.9% 

 Mean SD 
Mea

n 
SD 

Mea
n 

SD 
Mea

n 
SD Mean SD 

     Felony arrests 1.2 0.5 0.5 0.6 1.2 0.6 1.0 0.7 1.1 0.7 

     Misdemeanor 

arrests 
0.4 0.9 0.9 0.8 0.2 0.5 0.7 1.3 0.5 1.1 

Jail  

 N % N % N % N % N % 

     Number of Adults 271 87.4% 44 
21.3

% 
1,678 

73.5

% 
1,902 

53.6

% 
3,895 61.4% 

 Mean SD 
Mea

n 
SD 

Mea
n 

SD 
Mea

n 
SD Mean SD 

     Days 106.2 48.5 25.2 26.6 103.3 62.0 42.2 41.2 72.7 60.1 

Prison 

 N % N % N % N % N % 

     Number of Adults 5 1.6% 4 1.9% 70 3.1% 152 4.3% 231 3.6% 

 Mean SD 
Mea

n 
SD 

Mea
n 

SD 
Mea

n 
SD Mean SD 

     Days 113.8 92.0 74.3 36.9 88.8 50.6 77.6 50.2 81.7 51.3 
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Table 7d1: Three Counties Combined - Service Utilization/Adverse Events during Six Months Prior to 
Admission to State Hospital, Prison, or County Jail – Behavioral Health Settings 

Three counties 

Admission Site 

Overall Forensic State 
Hospital 

Civil State 
Hospital 

Prison County Jail 

Total Number/% in 

Group 
1,284 629 4,585 4,399 10,897 

State Hospital 

 N % N % N % N % N % 

     Number of Adults 170 13.2% 82 13.0% 154 3.4% 155 3.5% 561 5.2% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 84.5 39.1 72.0 44.2 73.5 37.7 115.7 51.4 88.3 46.6 

Community Behavioral Health Inpatient 

 N % N % N % N % N % 

     Number of Adults 204 15.9% 490 77.9% 230 5.0% 453 10.3% 1,377 12.6% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 17.2 18.6 77.8 36.1 10.2 12.3 12.5 14.6 36.1 39.7 

Hospital Behavioral Health ER Events 

 N % N % N % N % N % 

     Number of Adults 128 10.0% 187 29.7% 252 5.5% 511 11.6% 1,078 9.9% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 2.3 2.6 2.5 2.3 2.3 2.9 2.5 2.5 2.5 2.6 

CSU/SRT/Detox 

 N % N % N % N % N % 

     Number of Adults 79 6.2% 127 20.2% 189 4.1% 416 9.5% 811 7.4% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 17.6 25.0 53.7 37.7 5.7 7.8 5.8 6.9 14.4 24.9 

Baker Act (involuntary exam) Initiations (not all resulted in admission) 

 N % N % N % N % N % 

     Number of Adults 214 16.7% 464 73.8% 325 7.1% 690 15.7% 1,693 15.5% 
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Three counties 

Admission Site 

Overall Forensic State 
Hospital 

Civil State 
Hospital 

Prison County Jail 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 1.7 1.2 2.1 1.6 1.5 1.1 1.7 1.3 1.7 1.4 

Community Behavioral Health Outpatient 

 N % N % N % N % N % 

     Number of Adults 520 40.5% 473 75.2% 1,078 23.5% 1,403 31.9% 3,474 31.9% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 20.4 29.3 50.0 48.8 12.7 23.5 18.1 33.9 21.1 35.0 
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Table 7d2: Three Counties Combined - Service Utilization/Adverse Events during Six Months Prior to 
Admission to State Hospital, Prison, or County Jail – Arrests & Incarcerations 

Three counties 

Admission Site 

Overall Forensic State 
Hospital 

Civil State 
Hospital 

Prison County Jail 

Total Number/% in 

Group 
1,284 629 4,585 4,399 10,897 

Arrests 

 N % N % N % N % N % 

     Number of Adults  673 52.4% 83 13.2% 2,397 52.3% 2,229 50.7% 5,382 49.4% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Felony arrests 1.1 0.5 0.3 0.5 1.1 0.7 1.0 0.7 1.1 0.7 

     Misdemeanor 

arrests 
0.3 0.7 0.9 0.7 0.2 0.5 0.7 1.3 

0.4 0.9 

Jail  

 N % N % N % N % N % 

     Number of Adults 432 33.6% 59 9.4% 2,056 44.8% 2,335 53.1% 4,882 44.8% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 107.4 49.4 35.1 42.2 103.6 60.7 43.9 42.0 74.4 59.6 

Prison 

 N % N % N % N % N % 

     Number of Adults 32 2.5% 15 2.4% 168 3.7% 202 4.6% 417 3.8% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 129.6 69.3 102.3 33.8 80.2 47.7 80.6 53.2 84.9 53.5 

 

For these tables, the data on admission to each of the settings will be discussed separately. 

Forensic State Mental Institutions.  For admission to forensic state mental institutions, 13.2% of the cases were 

people who were previously discharged from a state mental institution within the preceding six month period.  

The data from Alachua and Pinellas indicate that about 90% of cases were in county jail for (on average) over 

half of the six month period.  Information on BH services received within the county jails were not available; 

however, about 40% of cases in Alachua and almost 60% of the cases in Pinellas county received community 
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BH outpatient services during the preadmission period (on average about 20 days of service each).  A much 

smaller percentage received more intense community BH services (i.e., inpatient, ER, and CSU/SRT, etc.). 

Civil State Mental Institutions.  For admission to civil state mental institutions, 13.0% of the cases were people 

who were previously discharged from a state mental institution within the preceding six month period which is 

very similar to the finding for admissions to the forensic institutions.  Not surprisingly, a large percentage (77.9%) 

of persons admitted to the civil institutions received inpatient behavioral health hospital treatment in the 

community during the preadmission period (average LOS = 77.8 days).  Over 20% were treated in CSU/SRTs.  

About 75% received any outpatient BH services in the community which means that about 25% did not receive 

such services!  The Alachua and Pinellas data indicate that almost one fifth of these cases also spent time in 

county jail during the preadmission period. 

Prison.  For admission to prison, only 3.7% of the cases were people who had been previously discharged from 

prison within the preceding six months.  The pattern of services and events prior to admission to prison for this 

sample of persons with SMI was characterized mostly by stays in county jail, although this was true for only 

about two thirds of the cases (refer to Alachua and Pinellas jail data).  Less than one quarter (23.5%) of these 

persons received any BH outpatient services in the community.  A much smaller percentage (<10%) experienced 

more intensive BH services in the community (inpatient, CSU/SRT, or Baker Act). 

County Jail.  The data from Alachua and Pinellas indicate that over 50% of cases being admitted to county jail 

were previously discharged from county jail within the preceding six month period.  The pattern of BH services 

received by persons admitted to county jail was similar to that for persons admitted to prisons except that a 

higher rate was noted.  Over 30% of cases received some BH outpatient services during the preadmission 

period, and the rates of receiving more intensive services were about double that of persons going to prison.  

These rates ranged from 9.4% for CSU/SRTs to 15.7% for Baker Acts. 

The next set of Tables (8a1 through 8d2) report on service utilization/adverse events during six months after 
discharge from state hospital, prison, or County Jail. 

  



 
 

118 
 

Table 8a1:  Alachua County - Service Utilization/Adverse Events during Six Months after Discharge from 

State Hospital, Prison, or County Jail – Behavioral Health Settings 

Alachua County 
Discharge Site 

Overall Forensic State 
Hospital 

Civil State 
Hospital Prison County Jail 

Total Number/% in Group 156 40 579 802 1,577 

State Hospital 

 N % N % N % N % N % 

     Number of Adults 15 9.6% 4 10.0% 8 1.4% 79 9.9% 106 6.7% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 68.1 38.2 60.0 42.3 60.3 48.0 115.7 51.0 102.7 53.3 

Community Behavioral Health Inpatient 

 N % N % N % N % N % 

     Number of Adults 6 3.9% 13 32.5% 36 6.2% 45 5.6% 100 6.3% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 28.0 28.2 31.2 29.6 14.1 16.6 13.2 11.7 16.7 18.7 

Hospital Behavioral Health ER Events 

 N % N % N % N % N % 

     Number of Adults 5 3.2% 2 5.0% 44 7.6% 58 7.2% 109 6.9% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 2.6 2.5 2.0 0.0 2.6 2.6 2.7 3.5 2.7 3.1 

CSU/SRT/Detox 

 N % N % N % N % N % 

     Number of Adults 5 3.2% 3 7.5% 71 12.3% 48 6.0% 127 8.1% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 21.4 17.8 5.0 2.6 9.5 16.5 8.9 11.1 9.6 14.6 

Baker Act (involuntary exam) Initiations (not all resulted in admission) 

 N % N % N % N % N % 

     Number of Adults 10 6.4% 14 35.0% 70 12.1% 65 8.1% 159 10.1% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 1.2 0.4 1.6 0.9 2.0 1.5 1.5 1.3 1.7 1.4 

Community Behavioral Health Outpatient 

 N % N % N % N % N % 

     Number of Adults 91 58.3% 35 87.5% 213 36.8% 283 35.3% 622 39.4% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 30.4 35.6 64.2 61.4 11.3 21.1 21.6 33.4 21.7 34.6 
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Table 8a2:  Alachua County - Service Utilization/Adverse Events during Six Months after Discharge from 

State Hospital, Prison, or County Jail – Arrests & Incarcerations 

Alachua County 
Discharge Site 

Overall Forensic State 
Hospital 

Civil State 
Hospital 

Prison County Jail 

Total Number/% in 

Group 
156 40 579 802 

1,577 

Arrests 

 N % N % N % N % N % 

     Number of Adults  36 23.1% 1 2.5% 133 23.0% 229 28.6% 399 25.3% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Felony arrests 0.9 0.5 0.0 0.0 0.7 0.7 0.9 0.7 0.9 0.7 

     Misdemeanor arrests 0.2 0.4 1.0 1.4 0.5 0.7 0.5 0.8 0.5 0.7 

Jail  

 N % N % N % N % N % 

     Number of Adults 141 90.4% 2 5.0% 110 19.0% 296 36.9% 549 34.8% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 74.7 60.4 5.0 1.4 48.5 43.6 59.8 45.0 61.2 49.9 

Prison 

 N % N % N % N % N % 

     Number of Adults 12 7.7% 0 0.0% 31 5.3% 141 17.6% 184 11.7% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 68.6 26.9 *** *** 73.5 36.6 147.9 56.2 130.2 60.9 
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Table 8b1:  Broward County - Service Utilization/Adverse Events during Six Months after Discharge from 
State Hospital, Prison, or County Jail – Behavioral Health Setting 
 

Broward County 
Discharge Site 

Overall Forensic 
State Hospital 

Civil State 
Hospital Prison County Jail 

Total Number/% in 
Group 788 277 1,788 Not Available 2,853 

State Hospital 

 N % N % N % N % N % 

     Number of Adults 110 14.0% 28 10.1% 19 1.1% ---- ---- 157 5.5% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 82.3 42.5 65.9 34.8 96.7 53.2 ---- ---- 81.1 43.2 

Community Behavioral Health Inpatient 

 N % N % N % N % N % 

     Number of Adults 93 11.8% 144 52.0% 187 10.5% ---- ---- 424 14.9% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 20.9 24.7 43.6 33.1 12.8 14.7 ---- ---- 25.0 28.0 

Hospital Behavioral Health ER Events 

 N % N % N % N % N % 

     Number of Adults 64 8.1% 62 22.4% 228 12.8% ---- ---- 354 12.4% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 2.5 2.4 2.7 2.2 2.4 1.9 ---- ---- 2.4 2.1 

CSU/SRT/Detox 

 N % N % N % N % N % 

     Number of Adults 30 3.8% 22 7.9% 114 6.4% ---- ---- 166 5.8% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 23.1 23.5 52.4 60.3 12.3 20.1 ---- ---- 19.6 31.9 

Baker Act (involuntary exam) Initiations (not all resulted in admission) 

 N % N % N % N % N % 

     Number of Adults 73 9.3% 93 33.6% 210 11.7% ---- ---- 376 13.2% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 1.4 0.7 2.6 2.3 1.6 1.1 ---- ---- 1.8 1.5 

Community Behavioral Health Outpatient 

 N % N % N % N % N % 

     Number of Adults 376 47.7% 245 88.5% 548 30.7% ---- ---- 1,169 41.0% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 29.3 46.0 67.4 60.6 8.5 20.5 ---- ---- 27.6 46.4 
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Table 8b2:  Broward County - Service Utilization/Adverse Events during Six Months after Discharge from 

State Hospital, Prison, or County Jail – Arrests & Incarcerations 

 

Broward County 

Discharge Site 

Overall 
Forensic 

State 
Hospital 

Civil State 
Hospital 

Prison County Jail 

Total Number/% in 

Group 
788 277 1,788 Not Available 2,853 

Arrests 

 N % N % N % N % N % 

     Number of Adults  62 7.9% 22 7.9% 372 20.8% ---- ---- 456 16.0% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Felony arrests 0.6 0.6 0.6 0.5 0.8 0.7 ---- ---- 0.7 0.7 

     Misdemeanor 

arrests 
0.4 0.7 0.5 0.9 0.3 0.6 ---- ---- 0.3 0.7 

Prison 

 N % N % N % N % N % 

     Number of Adults 42 5.3% 0 0.0% 124 6.9% ---- ---- 166 5.8% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 103.9 55.7 *** *** 58.1 33.8 ---- ---- 69.7 44.9 
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Table 8c1:  Pinellas County - Service Utilization/Adverse Events during Six Months after Discharge from 

State Hospital, Prison, or County Jail – Behavioral Health Settings 

Pinellas County 
Discharge Site 

Overall Forensic State 
Hospital 

Civil State 
Hospital Prison County Jail 

Total Number in 
Group 326 177 2,314 3,200 6,017 

State Hospital 

 N % N % N % N % N % 

     Number of Adults 63 19.3% 20 11.3% 11 0.5% 122 3.8% 216 3.6% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 91.3 44.0 81.4 38.8 77.7 46.5 127.1 49.7 109.9 50.8 

Community Behavioral Health Inpatient 

 N % N % N % N % N % 

     Number of Adults 30 9.2% 82 46.3% 113 4.9% 169 5.3% 394 6.6% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 21.2 20.9 30.3 24.6 14.3 17.6 16.4 22.7 19.1 22.4 

Hospital Behavioral Health ER Events 

 N % N % N % N % N % 

     Number of Adults 17 5.2% 33 18.6% 165 7.1% 207 6.5% 422 7.0% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 2.8 2.8 2.8 2.9 2.1 1.8 2.5 2.8 2.4 2.5 

CSU/SRT/Detox 

 N % N % N % N % N % 

     Number of Adults 30 9.2% 27 15.3% 152 6.6% 159 5.0% 368 6.1% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 21.6 26.5 26.3 29.7 9.6 17.6 6.4 13.5 10.5 19.0 

Baker Act (involuntary exam) Initiations (not all resulted in admission) 

 N % N % N % N % N % 

     Number of Adults 38 11.7% 76 42.9% 218 9.4% 267 8.3% 599 10.0% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 



 
 

123 
 

Pinellas County 
Discharge Site 

Overall Forensic State 
Hospital 

Civil State 
Hospital Prison County Jail 

     Days 2.2 1.6 1.9 1.1 1.8 1.5 1.6 1.1 1.7 1.3 

Community Behavioral Health Outpatient 

 N % N % N % N % N % 

     Number of Adults 231 70.9% 155 87.6% 724 31.3% 864 27.0% 1,974 32.8% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 42.7 52.4 60.2 55.8 10.0 17.0 29.1 49.6 26.1 44.4 
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Table 8c2:  Pinellas County - Service Utilization/Adverse Events during Six Months after Discharge from 

State Hospital, Prison, or County Jail – Arrests & Incarcerations 

Pinellas County 

Discharge Site 

Overall Forensic State 
Hospital 

Civil State 
Hospital 

Prison County Jail 

Total Number in 

Group 
326 177 2,314 3,200 6,017 

Arrests 

 N % N % N % N % N % 

     Number of Adults  101 31.0% 34 19.2% 491 21.2% 910 28.4% 1,536 25.5% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Felony arrests 0.9 0.4 0.6 0.6 0.9 0.7 1.0 0.7 0.9 0.7 

     Misdemeanor 

arrests 
0.4 1.0 0.9 1.0 0.7 1.2 0.6 1.4 

0.6 1.3 

Jail  

 N % N % N % N % N % 

     Number of Adults 255 78.2% 33 18.6% 440 19.0% 937 29.3% 1,665 27.7% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 82.1 60.6 38.2 41.1 39.4 38.2 53.9 45.7 54.1 48.3 

Prison 

 N % N % N % N % N % 

     Number of Adults 31 9.5% 0 0.0% 103 4.5% 605 18.9% 739 12.3% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 86.4 45.6 *** *** 74.5 44.2 160.1 44.2 145.1 54.6 
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Table 8d1: Three Counties Combined - Service Utilization/Adverse Events during Six Months after Discharge 

from State Hospital, Prison, or County Jail – Behavioral Health Settings 

Three Counties 

Discharge Site 

Overall Forensic State 
Hospital 

Civil State 
Hospital 

Prison County Jail 

Total Number/% in 

Group 
1,270 494 5,023 4,002 

10,447 

State Hospital 

 N % N % N % N % N % 

     Number of Adults 188 14.8% 52 10.5% 38 0.8% 201 5.0% 479 4.6% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 84.2 42.9 71.4 37.0 83.5 51.1 122.7 50.4 98.9 50.6 

Community Behavioral Health Inpatient 

 N % N % N % N % N % 

     Number of Adults 129 10.2% 239 48.4% 336 7.2% 214 5.4% 918 8.8% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 21.3 23.9 38.3 30.8 13.4 15.9 15.7 20.9 21.6 25.0 

Hospital Behavioral Health ER Events 

 N % N % N % N % N % 

     Number of Adults 86 6.8% 97 19.6% 437 9.3% 265 6.6% 885 8.5% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 2.5 2.4 2.7 2.4 2.3 2.0 2.6 3.0 2.5 2.4 

CSU/SRT/Detox 

 N % N % N % N % N % 

     Number of Adults 65 5.1% 52 10.5% 337 7.2% 207 5.2% 661 6.3% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 22.3 24.3 36.1 46.6 10.5 18.3 7.0 13.0 12.6 22.6 

Baker Act (involuntary exam) Initiations (not all resulted in admission) 

 N % N % N % N % N % 

     Number of Adults 121 9.5% 183 37.0% 498 10.6% 332 8.3% 1,134 10.9% 
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Three Counties 

Discharge Site 

Overall Forensic State 
Hospital 

Civil State 
Hospital 

Prison County Jail 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 1.7 1.1 2.2 1.8 1.7 1.3 1.6 1.1 1.7 1.4 

Community Behavioral Health Outpatient 

 N % N % N % N % N % 

     Number of Adults 698 55.0% 435 88.1% 1,485 31.7% 1,147 28.7% 3,765 36.0% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 33.9 47.4 64.6 59.0 9.6 19.0 27.3 46.3 25.8 43.6 
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Table 8d2: Three Counties Combined - Service Utilization/Adverse Events during Six Months after Discharge 

from State Hospital, Prison, or County Jail – Arrests & Incarcerations 

Three Counties 
Discharge Site 

Overall Forensic State 
Hospital 

Civil State 
Hospital Prison County Jail 

Total Number/% in 
Group 1,270 494 5,023 4,002 10,447 

Arrests 

 N % N % N % N % N % 

     Number of Adults  199 15.7% 57 11.5% 996 21.3% 1,139 28.5% 2,391 22.9% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Felony arrests 0.8 0.5 0.6 0.6 0.8 0.7 1.0 0.7 0.9 0.7 

     Misdemeanor 

arrests 
0.4 0.8 0.7 1.0 0.5 1.0 0.6 1.3 0.5 1.1 

Jail  

 N % N % N % N % N % 

     Number of Adults 397 31.3% 36 7.3% 561 12.0% 1,238 30.9% 2,232 21.4% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 79.5 60.6 36.3 40.6 41.2 39.5 55.3 45.5 55.8 48.8 

Prison 

 N % N % N % N % N % 

     Number of Adults 85 6.7% 0 0.0% 258 5.5% 746 18.6% 1,089 10.4% 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

     Days 92.5 50.1 *** *** 66.5 39.3 157.8 46.9 131.1 60.5 

 

For these tables, the data on discharges from the settings will be discussed separately. 

Forensic State Mental Institutions.  For discharges from the forensic state mental institutions, 14.8% of the cases 

were readmitted to a state mental institution within six months.  The data from Alachua and Pinellas indicate that 

a large majority of the cases (about 80%) spend time county jail for (on average) almost half of the six month 

period.  Information on BH services received within the county jails were not available; however, over 50% of 

cases received community BH outpatient services during the six month period (on average over 30 days of 

service each).  A much smaller percentage received more intense community BH services (i.e., inpatient, ER, 

and CSU/SRT, etc.). 
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Civil State Mental Institutions.  For discharges from civil state mental institutions, 10.5% of the cases were 

readmitted to a state mental institution within six months.  A very large majority (88.1%) of persons discharged 

from  the civil institutions received outpatient behavioral health services in the community following discharge 

(average 64 days of service).  However, this also means that almost 12% of cases received no BH outpatient 

services.  This group of persons discharged from the civil hospitals still require a lot of intensive service.  Almost 

half (48.4%) were admitted to inpatient BH treatment in community hospitals during the six months after 

discharge, and 37% are Baker Acted during this period.  In Pinellas county, 19.2% of these persons were 

arrested and 18.6% were incarcerated in county jail.   

Prison and County Jail.  For persons with SMI discharged from criminal justice settings about 30% received any 

outpatient BH services in the community during the six months following discharge.  More intensive BH services 

were received at a much lower rate.  A substantial percentage of these persons were readmitted to a criminal 

justice setting within the six month period.  For persons discharged from prisons (5.5% returned to prison and 

19% (in Alachua and Pinellas) were incarcerated in county jail).  For persons discharged from county jails, over 

30% returned to county jail and 18.2% were admitted to prisons. 

 Readmission Rates 
To examine readmission rates for state hospital, prison, and county jail discharges, we used all the discharge 

episodes for which the length of stay was at least 90 days and for which the discharge date occurred on or 

before 12/31/2013.  This provided a follow-up period longer than one year in which to detect readmissions since 

our data on admissions for these databases included admissions up through March 31, 2015.  We only 

considered readmission to the same type of facility from which the person was discharged (e.g., readmission to 

prison after discharge from prison).  For state hospital discharges, the data for forensic and civil state hospital 

episodes were considered together.  We sorted the episodes for each person by date and calculated the time 

between episodes.   

Table 9a:  Readmission Rate/Days for State Hospital Discharges by County 

Days to 
Readmission 

County Total 

Alachua Broward Pinellas 

# % # % # % # % 

1 -- 90 Days 7 5.0% 65 8.8% 42 10.5% 114 8.9% 

91 – 180 Days 11 7.9% 48 6.5% 28 7.0% 87 6.8% 

181 – 365 Days 16 11.4% 87 11.7% 33 8.2% 136 10.6% 

> 365 Days 17 12.1% 110 14.8% 37 9.2% 164 12.8% 

Not Readmitted 89 63.6% 433 58.3% 261 65.1% 783 61.0% 

Total 140 100% 743 100% 401 100% 1,284 100% 
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Overall, more than one fourth (26.3%) of persons discharged from the state hospitals were readmitted within one 

year.  The rate of early readmission (within first six months) was lowest in Alachua County (12.9%) and highest in 

Pinellas County (17.5%).   Since we had noted earlier in this report that Alachua County had a higher rate of 

forensic hospital utilization, we had expected that Alachua County might have a higher rate of early readmission 

due to patients going back and forth from court, but this was not the case.  In fact, we examined the readmission 

rates separately for forensic discharges, and the readmission rates were very similar to the overall rates (data not 

presented). 

Figure 11: Readmission to State Hospital vs. No Readmission to State Hospital 

 

Table 9b: Readmission Rate/Days for Prison Discharges by County 

Days to Readmission 

County Total 

Alachua Broward Pinellas 

# % # % # % # % 

1 -- 90 Days 17 3.3% 43 2.7% 57 2.8% 117 2.8% 

91 – 180 Days 14 2.8% 63 3.9% 41 2.0% 118 2.8% 

181 – 365 Days 31 6.1% 65 4.0% 87 4.2% 183 4.4% 

> 365 Days 102 20.0% 244 15.2% 369 17.8% 715 17.0% 

Not Readmitted 346 67.8% 1,195 74.2% 1,522 73.3% 3,063 73.0% 

Total 510 100% 1,610 100% 2,076 100% 4,196 100% 
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Overall, in this sample 10% of persons were returned to prison within one year of release.  Pinellas County had 

the lowest rate of early reincarceration (4.8% within six months) compared to Broward (6.6%) and Alachua 

(6.1%) Counties.    

Figure 12: Reincarceration vs. No Reincarceration in Florida State Prison 

 

 

Table 9c: Rebooking Rate/Days for County Jail Discharges by County 

Days to 
Readmission 

County Total 

Alachua Broward Pinellas 

# % # % # % # % 

1 -- 90 Days 153 21.6% - - 498 18.0% 651 18.7% 

91 – 180 Days 111 15.7% - - 306 11.0% 417 12.0% 

181 – 365 Days 100 14.1% - - 417 15.0% 517 14.9% 

> 365 Days 119 16.8% - - 553 20.0% 672 19.3% 

Not Readmitted 224 31.7% - - 999 36.0% 1,223 35.1% 

Total 707 100% - - 2,773 100% 3,480 100% 
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Figure 13: Rebooking vs. No Rebooking in County Jail36 

 

Overall, the rate of reincarceration to county jails was much higher than the rates of readmission to prisons or 

state hospitals.  In this sample, nearly half (45.6%) were reincarcerated within one year of release from jail.  

Alachua County had a higher rate of early reincarceration (37.3% within six months) than did Pinellas County 

(29.0%). 

Characteristics Associated with Readmission 
To examine factors associated with risk for readmission, we used all the episodes for which the length of stay 

was at least 90 days.  Risk for readmission was analyzed separately by type of facility.  In order to maintain 

power in the analysis, we analyzed the data for all 3 counties combined in each analysis with 'county' entered as 

a factor.  Cox proportional hazards regression was used for this analysis.  This method has the advantage that 

both the likelihood of occurrence of the readmission and the time to the readmission are factored into the risk 

estimate.  Also, risk is estimated for each variable after all the other variables are taken into account which 

reduces the problem of confounding.  The relative readmission risk associated with each predictor variable is 

reflected in the hazard ratios (HRs).  If the HR is greater than 1 then risk for readmission increases with an 

increase in the value of the variable.  For grouping variables, the HR reflects the difference in risk for the 

identified group compared with those not in the identified group (i.e., the reference group).  For example, the HR 

associated with the variable 'Male' reflects the difference in risk for Males compared to those who are not Males 

(i.e., Females).   Proportional hazards regression also allows one to include all discharge episodes regardless of 

                                                             
36 Two counties combined are shown, rather than three counties combined, because Broward County jail data could not be used 
for these analyses. 
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the length of follow-up period available.  Episodes where only a short follow-up period is available are simply 

"censored" at the point beyond which data are not available in the event that a readmission has not yet occurred. 

Table 10a: Proportional Hazards Regression – Factors Associated with Readmission to State Hospital 

Parameter Chi Square P Hazard Ratio 

Age (in years) 0.94 .333 1.00 

Male (ref. Female) 0.34 .558 .94 

Black (ref. White) 0.97 .325 1.10 

Other Race (ref. White) 1.17 .279 .71 

Hispanic (ref. Not Hispanic) 0.01 .931 .99 

Schizophrenia (ref. Other SMI) 18.67 <.001 1.90 

Bipolar I (ref. Other SMI) 1.20 .274 1.27 

Major Depression (ref. Other SMI) 0.71 .398 1.27 

Any Substance Dependence (ref. None) 1.74 .187 1.12 

On Medicaid in Study Period (ref. No) 1.96 .161 .87 

Alachua County (ref. Pinellas) 0.01 .916 1.02 

Broward County (ref. Pinellas) 2.58 .108 1.18 

For discharges from the state hospital, the only factor that is significantly associated with readmission is a 

diagnosis of Schizophrenia.  Compared to persons with SMI diagnoses other than Schizophrenia, Bipolar I and 

Major Depression, persons with Schizophrenia have nearly double the risk of readmission (90% increased risk).  

Neither of the effects associated with county was significant, so among the three counties of interest, the risk of 

readmission does not differ as a function of the county to which the person was discharged.   

Table 10b: Proportional Hazards Regression – Factors Associated with Readmission to Prison 

Parameter Chi Square p Hazard Ratio 

Age (in years) 0.10 .746 1.01 

Male (ref. Female) 50.60 <.001 1.77 

Black (ref. White) 16.44 <.001 1.30 

Other Race (ref. White) 1.56 .212 .78 

Hispanic (ref. Not Hispanic) 1.97 .161 .83 

Schizophrenia (ref. Other SMI) 3.25 .072 1.16 
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Bipolar I (ref. Other SMI) 0.46 .495 1.06 

Major Depression (ref. Other SMI) 3.70 .054 .86 

Any Substance Dependence (ref. None) 0.24 .627 1.03 

On Medicaid in Study Period (ref. No) 70.58 <.001 .59 

Alachua County (ref. Pinellas) 4.13 .042 1.20 

Broward County (ref. Pinellas) 0.29 .588 .96 

 

Several effects are significantly associated with risk for reincarceration in prison.  The strongest effects are 

gender (males are at 77% higher risk than females), being Black (30% higher risk than non-Blacks) and Medicaid 

enrollment status (being on Medicaid is associated with a 41% reduced risk of readmission to prison).   Alachua 

County had a 20% higher risk of readmission to prison than Pinellas County although this effect was only 

marginally significant.  (Broward did not differ from Pinellas). 

Table 10c: Proportional Hazards Regression – Factors Associated with Rebooking in Jail 

Parameter Chi Square p Hazard Ratio 

Age (in years) 6.45 .011 .99 

Male (ref. Female) 3.92 .048 1.09 

Black (ref. White) 2.66 .103 1.08 

Other Race (ref. White) 0.00 .993 1.00 

Hispanic (ref. Not Hispanic) 2.93 .087 .85 

Schizophrenia (ref. Other SMI) 9.21 .002 1.19 

Bipolar I (ref. Other SMI) 1.35 .246 1.07 

Major Depression (ref. Other SMI) 0.21 .648 .98 

Any Substance Dependence  (ref. 

None) 
32.61 <.001 1.28 

On Medicaid in Study Period (ref. No) 9.99 .002 .88 

Alachua County (ref. Pinellas) 9.70 <.002 1.17 

 

The analysis of factors associated with reincarceration in county jail only included data from Alachua and Pinellas 

counties.  Persons with SMI in Alachua County were at 17% higher risk of reincarceration than persons in 

Pinellas County.  In addition, persons with Schizophrenia were at 19% increased risk and persons with co-
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occuring substance use disorder were at 28% increased risk.  Being enrolled in Medicaid was associated with a 

12% decreased risk of readmission to county jail.   Finally, being older was associated with a decreased risk of 

reincarceration (about 0.5% less risk per year of age).  

Conclusions Regarding Adults with SMI 
Overall, the adult administrative data analysis revealed fairly consistent results across the three counties with a 

few exceptions.  First, Alachua County had a substantial higher rate of state hospital utilization than the other 

counties, mostly due to having more forensic utilization.  Second, Broward County had a substantially higher rate 

of community behavioral health inpatient utilization than the other two counties, and Broward County had a 

somewhat lower rate of legal involvement (arrest/incarceration), although this latter finding is somewhat obscured 

by the fact that county jail data from Broward County could not be linked to the other data sets (no SSN 

provided).     

The overall findings across the three counties yielded a number of striking results.  First, the rate of legal 

involvement (arrest/incarceration) is very high within the samples of people with SMI in the three counties (e.g., 

27.2% of the entire sample of people with SMI had at least one arrest).  Of those who had any arrest, they 

averaged 3.5 felony arrests and 3.3 misdemeanor arrests per person over the five years of the study.  

Furthermore, of those who were incarcerated in county jail for periods of 90 days or more, over 30% were re-

incarcerated within 180 days of their release from the first incarceration.  Finally, as has been noted for our 

country as a whole, the rates of arrest and incarceration are significantly higher for Blacks with SMI compared 

with persons from other racial groups who have SMI, and they are more than three times as likely as whites to be 

in the forensic state mental facilities. 

A second very striking finding was the high overall rate (almost 60%) of co-occurring substance use disorder 

among this sample of people with SMI.  Further, among the high intensity service utilization target groups (i.e., 

those with state or community behavioral health hospital admissions or felony arrests/incarceration) within our 

overall sample of people with SMI, three fourths (75.3%) had a co-occurring substance use disorder identified in 

the service event data, compared to 40.9% in the group that was not in high intensity settings.  Thus, having a 

co-occurring substance use disorder increased the risk of a person being in one of the high intensity group by 

84% – a conservative estimate, since it is likely that some additional people in our sample had a co-occurring 

disorder that went unidentified and untreated. 

For those persons with SMI who were discharged from high intensity settings, very different pictures emerge for 

forensic settings vs. non-forensic.  A substantial percentage of those from forensic settings are readmitted to the 

same or another forensic setting, and we do not have data on behavioral health service utilization in jail or prison 

settings.  For those discharged from civil commitment at the state hospital, a very large percentage (88%) 

received some behavioral health outpatient service during the six months following discharge, and those who 

received such service received services on 64 days (out of 180 days of follow-up) on average.  However, despite 
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this level of service, almost half of the people in this group received emergent/acute care services (ER, Baker 

Act, CSU, Detox) and over half had to be re-hospitalized (state hospital or community) during the six month 

follow-up period. 

Even though the cost data available in this study is incomplete, the data that are available indicate that the costs 

associated with these groups are very high.  For the entire sample of persons with SMI the average cost per year 

per person is $5,650.  [Note that this figure does not include Baker Act Exams, arrest, county jail, or physical 

health costs – this latter figure for Medicaid enrollees in the preliminary report was found to be 4 times the cost 

for behavioral health care for our sample]  However, most of this cost is associated with a small group within the 

population of people with SMI.  The 3,308 persons from this sample who were treated in the state mental 

hospitals incurred a total cost of $655,647,822 over the five year period, even excluding costs for Baker Act 

initiations, arrests and jail stays.  Of that total figure, only $58,249,537 or 8.9% was expended on community 

behavioral outpatient services. Since high-quality community based services have been demonstrated to be 

effective in reducing hospital use, ensuring the engagement of this high-risk group in these services would likely 

offer a good return on investment. 

Several interesting effects emerged from the analysis of factors associated with readmission to criminal justice 

settings.  Controlling for other factors, being enrolled in Medicaid during the study period was associated with a 

13% reduction in risk of readmission to jail and a 41% reduction in risk of readmission to prison.  Having a 

substance use disorder was associated with a 28% increased risk of readmission to jail.  It was also associated 

with a 14% increase in risk of readmission to prison, though this effect did not attain statistical 

significance.  Finally, having schizophrenia – typically considered to be the most disabling of the SMI conditions – 

was associated with about a 16-19% increased risk of readmission for both jail and prison and it nearly doubled 

the risk of readmission to the state hospitals. 
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Characteristics, Service Use and Costs for Children and Youth with 
Serious Emotional Disturbance 

 Sample Identification 
For the analysis of children and youth in Alachua, Broward, and Pinellas Counties, we identified the sample of 

persons within each of the three counties that received any public sector behavioral health services during 

calendar years 2010 – 2014.  Youth had to be under the age of 18 at the end of 2014 to be included in the 

analysis of children and youth.  From the overall population, we used the primary data sets (Medicaid, SAMHIS, 

Baker Act), the Hospital Discharge data (FCHIPA), Department of Juvenile Justice data, Department of Children 

and Families Child Welfare data, Department of Juvenile Justice (DJJ) data, FDLE arrest data and county jail 

data (for Alachua and Pinellas County) to identify persons with the following characteristics: 

Group Description 

RTC/TGH All children and youth who received any treatment who have been 
admitted to a Residential Treatment Center (RTC) or Therapeutic Group 
Home (TGH) 

Inpatient All children and youth who received inpatient treatment in the 
community for which they received a mental health primary diagnosis. 

Justice All children and youth arrested/incarcerated (county jail or DJJ 
commitment) and/or involved with the juvenile justice system. 

Child Welfare All children or youth involved with the child welfare system. 

Behavioral Health Services Youth that received public sector behavioral health services. 
 

These groups were operationalized as follows: 

Residential Treatment Center (RTC) and Therapeutic Group Home (TGH) treatment – SAMHIS event data were 

used to define RTC and TGH treatment.  Setting codes were used to identify RTC (setting code 28), SIPP 

(setting code 29).and TGH (setting code 30).  We also used Medicaid claims and encounter data.  SIPP services 

were identified using institutional claims (fee-for-service and MMA) where the provider type equals 16.  TGH 

services are from fee-for-service physician claims, Prepaid Mental Health Plan (PMHP) encounters and MMA 

encounters.  The procedure code H0019 denotes TGH services in Medicaid claims and encounters.  For both 

SAMHIS and Medicaid data, we used all records to capture all treatment that started, or extended into CY 2010-

2014.  We also used Hospital Discharge data to identify residential treatment stays (specialty type of CL04 – 

Hospital Residential Treatment Facility).  

Psychiatric inpatient – Medicaid institutional claims as well and PMHP and MMA encounters are used to identify 

all inpatient stays with a primary behavioral health diagnosis.  In addition, we used all SAMHIS events where the 

cost center was inpatient and the setting was the provider premises.  The use of service setting was necessary to 

differentiate between inpatient services provided in a hospital and those provided in a RTC (which is often 
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reported with a cost center of inpatient).  We also used Hospital Discharge data to identify individuals with 

inpatient stays with a primary behavioral health diagnosis. 

Juvenile Justice (JJ) – JJ involvement was measured using several data sources.  First, we used all records in 

Florida DJJ encounter data and placement data.  Arrests or offenses from encounter data and placements in CY 

2010-2014 were defined as JJ involvement.   DJJ data has a high rate of missing identifying information.  Thus, it 

was important to augment DJJ data with additional data sources.  Second, we used Florida Department of Law 

Enforcement data on arrests.  Third, we used SAMHIS Events data where the service setting was a jail or 

juvenile detention facility to identify additional individuals.  Third, we used SAMHIS Mental Health Outcome files 

to denote youth that were admitted from a DJJ commitment facility or that their legal status was delinquent.  

Finally, we used jail data for youth in Alachua and Pinellas counties.  Jail data for Broward County was not made 

available by the county.  Records in any of these data sources in CY 2010-2014 were considered sufficient 

evidence of JJ involvement.   

Child Welfare – Florida Safe Families Network (FSFN) data were used to identify all youth that entered out-of-

home care in CY2010-2014.  FSFN data also has a high rate of missing identifying information (i.e. the FSFN ID 

is available for all records, but SSN is often missing).  Thus, we also used SAMHIS mental health outcome data 

where child welfare involvement is denoted by a legal status of dependent.    

Youth that received behavioral health services – This group includes all youth in the sample since the receipt of 

behavioral health services was required for inclusion in the sample. 

The first set of analyses examined the overlap in the first four groups of children and youth identified above.  

Table 11 looks at the number of youth in multiple systems.  For example, the first column looks at RTC/TGH 

services.  A ‘0’ indicates the youth did not receive RTC/TGH services, while a ‘X’ indicates the youth received 

RTC/TGH services.  Of the 97 youth in Alachua County that received RTC/TGH services, only 7 were not also in 

one of the other categories.  Indeed 26 youth were in all four categories.  Of the 524 youth with psychiatric 

inpatient stays, 297 were not in additional groups.  Most youth in the child welfare system (954 of 1,193) were 

only in the child welfare category.  Thus, most youth in the child welfare system did not have RTC/TGH services, 

inpatient services, or justice involvement              

Of the 388 youth in Broward County that received RTC/TGH services only 37 were not also in one of the other 

categories; with 119 youth in all four categories.  Of the 2,096 youth with psychiatric inpatient stays, 1,017 were 

not in additional groups.  Most youth in the child welfare system (6,759 of 8,080) were only in the child welfare 

category. 

Of the 483 youth in Pinellas County that received RTC/TGH services, only 31 were not also in one of the other 

categories with 165 in all four categories.  Of the 1,762 youth with psychiatric inpatient stays, 693 were not in 

additional groups.  Most youth in the child welfare system (4,328 of 5,710) were only in the child welfare 

category.     
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Table 11:  Use of Services in Multiple Systems   

Group Number of 
Youth RTC/TGH Inpatient Justice Child Welfare 

Alachua (n) 
97 524 586 1,193  
0 0 0 X 954 
0 0 X 0 332 
0 0 X X 97 
0 X 0 0 297 
0 X 0 X 53 
0 X X 0 68 
0 X X X 34 
X 0 0 0 7 
X 0 0 X 6 
X 0 X 0 4 
X 0 X X 8 
X X 0 0 14 
X X 0 X 15 
X X X 0 17 
X X X X 26 

Broward (n) 
388 2,096 1,962 8,080  

0 0 0 X 6,759 
0 0 X 0 1,077 
0 0 X X 388 
0 X 0 0 1,017 
0 X 0 X 481 
0 X X 0 160 
0 X X X 163 
X 0 0 0 37 
X 0 0 X 35 
X 0 X 0 9 
X 0 X X 32 
X X 0 0 39 
X X 0 X 103 
X X X 0 14 
X X X X 119 
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Group Number of 
Youth RTC/TGH Inpatient Justice Child Welfare 

Pinellas (n) 
483 1,762 2,044 5,710  

0 0 0 X 4,328 
0 0 X 0 1,008 
0 0 X X 414 
0 X 0 0 693 
0 X 0 X 393 
0 X X 0 134 
0 X X X 215 
X 0 0 0 31 
X 0 0 X 41 
X 0 X 0 32 
X 0 X X 52 
X X 0 0 36 
X X 0 X 102 
X X X 0 24 
X X X X 165 

 

For the next step we organized youth into mutually exclusive groups as follows and examined demographic 

characteristics: 

Mutually 
Exclusive Group 

Description 

RTC/TGH Any Residential Treatment Center (RTC) or Therapeutic Group Home (TGH) treatment 

Inpatient Any Inpatient mental health hospitalization in community, but no RTC/TGH) 

Justice Any involvement in the adult or juvenile justice (JJ) system, but no RTC/TGH or 

Inpatient 

Child Welfare Any involvement in the child welfare system, but no RTC/TGH or Inpatient or Justice 

BH Services None of the above; only behavioral health services 

 

Descriptive Statistics 
The following three tables provide descriptive statistics for each county.  Among youth in Alachua County 

(see Table 12a), the proportion of males was highest among youth in the justice system while the proportion 
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of females was highest among youth receiving inpatient psychiatric services.  Racial differences were evident 

among youth with the highest proportion of Blacks in the justice system, and the highest proportion on Whites 

in RTC/TGH and inpatient services.  Youth that were in the child welfare system were younger than youth in 

RTC/TGH, inpatient, or justice system groups. 

The proportion of youth that were classified as severely emotionally disturbed (SED) is highest among youth 

receiving RTC/TGH services.  It should be noted that we included youth in the analysis that were not 

classified as SED or ED.  SED/ED status was determined based on SAMHIS and Medicaid claims/encounter 

data.  The definition of SED/ED used by the Department of Children and Families is based on a combination 

of diagnosis, psychiatric disability income, and CGAS score.  For youth that were not classified in the 

SAMHIS system, we had to rely only on diagnosis.  It is likely that many youth would have met the criteria for 

SED if we had information in disability income and CGAS scores.  In addition, it is difficult to imagine many 

youth that received RTC/TGH or psychiatric inpatient services would not meet the criteria for SED or ED.  

Youth that received behavioral health services and were also involved in the justice system or child welfare 

system are likely to be at-risk of having or developing an emotional disturbance even if they don’t technically 

meet the criteria.  Thus, it was decided to retain all youth to provide a more complete picture of public-sector 

behavioral health spending on children and youth in Florida.      

There are some interesting differences in diagnoses across the groups.  The primary diagnosis was assigned 

in a multi-step process.  First, we included all mental health diagnoses received by a person regardless of 

whether it was the primary diagnosis on a claim.  Second, if a youth had a diagnosis consistent with a SED 

[schizophrenia (ICD-9 295), episodic mood disorders (ICD-9 296), other nonorganic psychoses (ICD-9 298) 

or personality disorder (ICD-9 301)], then we considered this diagnoses to be their primary diagnosis.  For 

youth that did not have one of those conditions, we identified the behavioral health diagnosis that appeared 

on the most claims/encounters as the primary diagnosis. 

The majority of youth residing in Alachua County that had RTC/TGH or inpatient services were diagnosed 

with an episodic mood disorder.  The most common diagnosis among youth in the justice system was 

hyperkinetic syndrome of childhood (i.e., ADHD), while adjustment reaction was the most common primary 

diagnoses among youth in the child welfare system.           
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Table 12a: Descriptive Statistics - Alachua 

 RTC/TGH Inpatient Justice Child Welfare 
BH services 

only 
Alachua County (n) 97 452 429 954 6,808 
Age (in 2014) Mean 14.5 14.6 15.2 8.8 9.2 

 Standard Deviation 2.3 2.4 2.0 4.2 4.2 
Gender 
Female 46.4% 51.5% 30.5% 45.3% 38.2% 
Male 53.6% 48.5% 69.0% 53.9% 61.3% 
Missing 0.0% 0.0% 0.5% 0.8% 0.5% 
Ethnicity 
Hispanic 8.2% 9.7% 8.6% 6.9% 10.4% 
Not Hispanic 91.8% 89.8% 91.4% 92.9% 89.0% 
Missing 0.0% 0.4% 0.0% 0.2% 0.6% 
Race 
Black 27.8% 24.8% 56.6% 41.3% 38.0% 
Mixed 8.2% 7.1% 6.1% 5.2% 3.1% 
Other 1.0% 5.8% 3.5% 7.7% 16.4% 
White 62.9% 60.4% 33.3% 43.8% 37.2% 
Missing 0.0% 2.0% 0.5% 2.0% 5.3% 
SED/ED Status 
SED 87.6% 62.8% 19.1% 11.2% 6.6% 
ED 9.3% 35.4% 61.8% 85.8% 85.5% 
Neither 3.1% 1.8% 19.1% 2.9% 7.9% 
Diagnosis 
Schizophrenia 2.1% 0.4% 0.5% 0.0% 0.1% 
Episodic mood disorders 85.6% 56.6% 17.2% 9.4% 5.0% 
Other nonorganic psychoses 0.0% 2.4% 0.9% 0.4% 0.5% 
Neurotic disorders 1.0% 2.9% 1.9% 1.7% 2.5% 
Personality disorders 0.0% 3.3% 0.5% 1.4% 1.1% 
Alcoholic dependence syndrome 0.0% 0.2% 3.7% 0.0% 0.0% 
Drug dependence 0.0% 0.0% 0.0% 0.1% 0.2% 
Nondependent abuse of drugs 2.1% 1.3% 9.1% 0.2% 1.0% 
Special symptoms or syndromes, not 
elsewhere classified 0.0% 0.7% 0.5% 1.3% 3.7% 
Adjustment reaction 2.1% 4.9% 9.1% 32.6% 6.3% 
Depressive disorder, nec 2.1% 11.5% 2.1% 1.2% 1.5% 
Disturbance of conduct 1.0% 4.2% 9.6% 4.1% 5.9% 
Disturbance of emotions specific to 
childhood and adolescence 0.0% 4.2% 7.2% 2.5% 1.5% 
Hyperkinetic syndrome of childhood 1.0% 5.5% 27.3% 18.2% 26.5% 
Specific delays in development 2.1% 1.5% 4.2% 24.3% 37.6% 
Other behavioral health condition 0.0% 0.2% 0.5% 0.8% 2.8% 
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Among youth in Broward County (see Table 12b), the proportion of males was highest among youth in the justice 

system while the proportion of females was highest among youth receiving inpatient psychiatric services.  Racial 

differences were also evident among youth with the highest proportion of youth in the justice system being Black. 

The proportion of youth that were classified as severely emotionally disturbed (SED) is highest among youth 

receiving RTC/TGH services.  There were some interesting differences in diagnoses across the groups.  The 

majority of youth in RTC/TGH or inpatient services had an episodic mood disorder.  The most common diagnosis 

among youth in the justice system was nondependent abuse of drugs, while adjustment reaction was the most 

common primary diagnoses among youth in the child welfare system.         

 
Table 12b: Descriptive Statistics - Broward 

 RTC/TGH Inpatient Justice Child Welfare 
BH services 

only 
Broward (n) 388 1,821 1,465 6,759 43,350 
Age  
(in 2014) 

Mean 14.6 14.4 15.5 9.9 9.0 
Standard Deviation 2.4 2.9 2.1 4.3 4.5 

Gender 
Female 45.1% 48.8% 21.8% 43.2% 38.1% 
Male 54.1% 50.6% 77.6% 56.5% 61.5% 
Missing 0.8% 0.5% 0.6% 0.3% 0.5% 
Ethnicity 
Hispanic 19.8% 27.5% 16.3% 23.4% 34.1% 
Not Hispanic 77.1% 70.4% 79.6% 73.0% 63.6% 
Missing 3.1% 2.1% 4.1% 3.6% 2.2% 
Race 
Black 44.8% 40.6% 64.6% 48.5% 36.2% 
Mixed 6.7% 8.1% 5.2% 8.7% 3.0% 
Other 1.0% 7.6% 4.0% 6.6% 20.9% 
White 46.1% 39.4% 23.6% 34.0% 20.6% 
Missing 1.3% 4.3% 2.7% 2.2% 19.3% 
SED/ED Status 
SED 89.2% 83.1% 16.4% 10.4% 4.2% 
ED 9.3% 13.9% 57.1% 83.8% 83.9% 
Neither 1.5% 3.0% 26.5% 5.8% 11.9% 
Diagnosis 
Schizophrenia 0.3% 0.0% 0.4% 0.1% 0.1% 
Episodic mood disorders 2.3% 0.7% 0.6% 0.1% 0.1% 
Other nonorganic psychoses 80.7% 74.8% 14.6% 9.3% 3.4% 
Neurotic disorders 5.9% 6.4% 1.0% 0.6% 0.4% 
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 RTC/TGH Inpatient Justice Child Welfare 
BH services 

only 
Personality disorders 0.3% 0.6% 1.3% 3.8% 3.1% 
Alcoholic dependence syndrome 0.0% 0.1% 0.0% 0.0% 0.0% 
Drug dependence 0.5% 0.5% 2.1% 0.0% 0.1% 
Nondependent abuse of drugs 0.5% 1.9% 16.8% 0.6% 1.3% 
Special symptoms or syndromes, not 
elsewhere classified 2.1% 1.7% 9.8% 35.2% 9.6% 
Adjustment reaction 0.0% 0.3% 0.4% 0.0% 0.4% 
Depressive disorder, nec 0.8% 4.2% 2.2% 3.6% 1.7% 
Disturbance of conduct 0.8% 1.4% 12.5% 6.7% 7.3% 
Disturbance of emotions specific to 
childhood and adolescence 2.3% 1.3% 14.5% 3.4% 2.6% 
Hyperkinetic syndrome of childhood 3.1% 3.4% 11.9% 14.9% 13.5% 
Specific delays in development 0.0% 1.1% 4.6% 16.3% 45.7% 
Other behavioral health condition 0.0% 0.4% 0.5% 1.2% 5.8% 

 

Table 12c contains the descriptive statistics for the Pinellas county sample.  The characteristics of youth in the 

Pinellas sample were similar to the youth in Alachua and Broward counties.  Youth in the child welfare system 

were youngest, and the proportions of males and Blacks were highest among the justice system group.  Episodic 

mood disorders were common among youth receiving RTC/TGH or psychiatric inpatient services.  Episodic 

mood disorders were also the most common diagnosis among justice involved youth in Pinellas County.  Finally, 

adjustment reaction was the most common diagnosis among youth in the child welfare system.        
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Table 12c: Descriptive Statistics - Pinellas 

 RTC/TGH Inpatient Justice Child Welfare 
BH services 

only 
Pinellas (n) 483 1,435 1,422 4,328 19,568 
Age (in 2014) Mean 15.0 14.1 15.4 9.6 9.7 

 Standard Deviation 2.1 2.8 1.9 4.3 4.3 
Gender 
Female 36.2% 50.3% 28.3% 45.9% 39.0% 
Male 63.8% 49.5% 71.2% 53.7% 60.5% 
Missing 0.0% 0.1% 0.5% 0.4% 0.6% 
Ethnicity 
Hispanic 10.6% 12.6% 10.5% 13.5% 18.3% 
Not Hispanic 89.2% 87.0% 89.2% 86.1% 81.1% 
Missing 0.2% 0.3% 0.4% 0.4% 0.6% 
Race 
Black 18.4% 21.3% 40.7% 18.0% 21.7% 
Mixed 9.3% 6.2% 7.2% 5.6% 3.4% 
Other 0.4% 3.8% 3.4% 4.9% 15.0% 
White 71.8% 67.6% 47.2% 69.2% 50.7% 
Missing 0.0% 1.1% 1.4% 2.3% 9.2% 
SED/ED Status 
SED 83.2% 68.6% 20.0% 11.6% 6.4% 
ED 11.4% 28.2% 58.5% 82.4% 82.6% 
Neither 5.4% 3.2% 21.5% 6.1% 11.0% 
Diagnosis 
Schizophrenia 1.4% 1.1% 0.4% 0.1% 0.1% 
Episodic mood disorders 79.3% 62.6% 18.9% 9.9% 4.4% 
Other nonorganic psychoses 2.1% 3.4% 0.4% 0.3% 0.3% 
Neurotic disorders 0.2% 0.3% 0.1% 0.8% 1.3% 
Personality disorders 0.6% 1.3% 0.8% 2.1% 2.5% 
Alcoholic dependence syndrome 1.7% 2.2% 0.5% 0.6% 0.3% 
Drug dependence 2.1% 0.3% 0.8% 0.1% 0.1% 
Nondependent abuse of drugs 1.4% 1.3% 13.9% 0.4% 1.2% 
Special symptoms or syndromes, not 
elsewhere classified 2.3% 9.8% 15.3% 37.4% 12.9% 
Adjustment reaction 1.7% 2.8% 1.2% 1.5% 1.5% 
Depressive disorder, nec 0.4% 3.1% 13.4% 3.5% 5.0% 
Disturbance of conduct 1.4% 1.3% 13.9% 0.4% 1.2% 
Disturbance of emotions specific to 
childhood and adolescence 2.9% 1.5% 4.5% 2.8% 1.4% 
Hyperkinetic syndrome of childhood 3.5% 7.0% 18.0% 14.5% 18.7% 
Specific delays in development 0.0% 2.7% 5.2% 20.6% 40.5% 
Other behavioral health condition 0.2% 0.4% 0.8% 1.4% 4.1% 
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Treatment and Criminal Justice Events 
For each of the groups, we next examined the:  

• number of RTC/TGH episodes and number of RTC and TGH days 

• number of community hospital mental health episodes and days 

• number of incarceration/juvenile detention and days 

• number of arrests (felony and misdemeanor) 

• number of Baker Act events 

• types and amount of community based mental health and substance abuse treatment 

The following tables provide data for each of the above bullet points using data for the years 2010-2014.  First, 

we report the number of youth that received RTC/TGH services, the number of episodes, and the total number of 

days (see Table 13).  Given that all youth that received RTC/TGH services were in the RTC/TGH group, we did 

not have any utilization of RTC/TGH services by youth in the remaining four groups.  For the purposes of this 

study, we defined the start of a RTC/TGH treatment episode based on the date of the first claim/encounter for a 

RTC/TGH service.  The youth was considered to be in treatment until there was a 7 day gap between 

claims/encounters for RTC/TGH services.  We required a gap in services because youth will sometimes leave 

facilities for several days on approved home visits.  Such visits are not technically discharges, and thus the return 

to the treatment facility should not be counted as a new episode.  Since we used multiple data sources to define 

RTC/TGH episodes, it was necessary to make sure the same service day was not counted more than once.  For 

example, a TGH stay may be found in Medicaid and SAMHIS data.  Duplicate service dates for a youth were 

only counted once.           

In Alachua County there were 97 youth that received RTC/TGH services.  The majority of youth (84 of the 97) 

received SIPP services.  There was a total of 1,870 RTC days, 15,558 SIPP days, and 5,080 TGH days in 

Alachua County.  There were 388 youth in Broward County that received RTC/TGH services.  Once again, a 

majority of these youth (243) received SIPP services.  There was a total of 13,463 RTC days, 50,966 SIPP days, 

and 34,166 TGH days in the county.  Finally, there were 483 youth in Pinellas County that received RTC/TGH 

services.  There were a larger number of youth (219) that received RTC services in Pinellas County compared to 

the other counties.  There was a total of 33,460 RTC days, 37,504 SIPP days, and 32,012 TGH days in the 

county.  
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Table 13: Residential Treatment Episodes 

 
Setting 

RTC SIPP TGH 
Alachua County (n=97) 
Number of youth 13 84 19 
Episodes 15 113 68 
Total days 1,870 15,558 5,080 
Broward County (n=388) 
Number of youth 68 243 139 
Episodes 76 358 220 
Total days 13,463 50,966 34,166 
Pinellas County (n=483) 
Number of youth 219 192 153 
Episodes 275 281 502 
Total days 33,460 37,504 32,012 
Data: 2010-2014 Medicaid claims and encounters, 
SAMHS service events, and Hospital Discharge data. 

 

Table 14 contains the inpatient stays among youth.  We defined the start of an inpatient episode based on the 

date of the first claim/encounter for an inpatient service.  For Medicaid data and Hospital Discharge data we 

considered the youth to be in treatment until there was 1 day without an inpatient claim/encounter.  For SAMHIS 

data, there were many inpatient stays with a one day gap in the service event data.  Thus, for SAMHIS data we 

considered the youth to be discharged if there were two days without an inpatient service event.  Once again, 

since we used multiple data sources to define inpatient episodes, we removed duplicate service days from the 

analysis.         

In Alachua County, 66 of the 97 youth (68.0%) in the RTC/TGH group also used inpatient services.  All 452 youth 

in the inpatient group used psychiatric inpatient services.  There was a total of 3,724 inpatient days among 

RTC/TGH youth and 4,364 inpatient days among youth in the inpatient group.  In Broward County, 275 of the 

388 youth (70.9%) in the RTC/TGH group also used inpatient services.  There was a total of 8,746 inpatient days 

among RTC/TGH youth and 16,395 inpatient days among youth in the inpatient group.  In Pinellas County, 327 

of the 483 youth (67.7%) in the RTC/TGH group had inpatient stays.  There was a total of 11,940 inpatient days 

among RTC/TGH youth and 9,122 inpatient days among youth in the inpatient group. 

The percentage of RTC/TGH youth that also had psychiatric inpatient stays was fairly constant across the three 

counties (67.7-70.9%).  There were 4.65 youth (452/97) that had a psychiatric inpatient stay for every youth that 

had a RTC/TGH stay in Alachua County, and 4.69 youth (1,821/388) in Broward County.  However, there were 

2.97 youth (1,435/483) with a psychiatric inpatient stay for every youth with an RTC/TGH stay in Pinellas County.  

This may reflect the higher reported use of RTC services in Pinellas County.  
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Table 14:  Inpatient Episodes and Days 

 
 

Group 
RTC/TGH Inpatient 

Alachua County (n) 97 452 
Number of youth      66 452 
Episodes 288 720 
Total days 3,724 4,364 
Broward County (n) 388 1,821 
Number of youth 275 1,821 
Episodes 1,085 2,779 
Total days 8,476 16,395 
Pinellas County (n) 483 1,435 
Number of youth 327 1,435 
Episodes 1,313 2,323 
Total days 11,940 9,122 
Data: 2010-2014 Medicaid claims and encounters, 
SAMHS service events, and Hospital Discharge data. 
 

Next we examined incarceration episodes (see Table 15).  Incarceration episodes were based on Department of 

Juvenile Justice placement data as well as jail data in Alachua and Pinellas counties.  DJJ placements of 

detention and commitment were considered to be incarcerations for youth.  Any reported jail time was also 

considered to be an incarceration.  Since we used multiple data sources to define incarceration episodes, we 

removed duplicate incarceration days from the analysis.  We reported incarcerations for three groups (RTC/TGH, 

inpatient, and justice system); youth in the child welfare and the behavioral health services only groups did not 

have justice involvement.  Among youth in Alachua County, there were 36 youth (37.1%) in the RTC/TGH 

sample, 48 youth (10.6%) in the inpatient sample, and 197 youth (45.9%) in the justice sample that were 

incarcerated.  The total number of jail/commitment days was 37.185 among youth in the justice sample.  Among 

youth in Broward County, there were 87 youth (22.4%) in the RTC/TGH sample, 104 youth (5.7%) in the inpatient 

sample, and 279 youth (19.0%) in the justice sample that were incarcerated.  The total number of 

jail/commitment days was 47,266 among youth in the justice group.  Finally in Pinellas County, there were 166 

youth (34.3%) in the RTC/TGH sample, 159 youth (11.1%) in the inpatient sample, and 517 youth (36.3%) in the 

justice sample that were incarcerated.  The total number of jail/commitment days was 78,142 among youth in the 

justice group. 

Between 22% and 37% of youth with RTC/TGH stays also had some incarceration days.  This is consistent with 

prior research that has found high rates of justice involvement among youth in SIPP and TGH (Robst, Armstrong, 

Dollard, & Rohrer, 2013).  The rates were lower, but still noteworthy, among youth with psychiatric inpatient 

stays.  Youth in Broward County appear to have had the lowest incarceration rates among the three counties; but 

this may simply result from the lack of jail data from Broward County.  Thus, the number of incarcerations is likely 

understated in Broward County.       
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Table 15:  Incarcerated Episodes and Total Days by Group 

  
Group 

RTC/TGH Inpatient Justice 
Alachua County (n) 97 452 429 
Youth with incarcerations 36 48 197 
Episodes 151 184 724 
Total days 7,150 9,731 37,185 
Broward County (n) 388 1,821 1,465 
Youth with incarcerations 87 104 279 
Episodes 314 540 1,145 
Total days 8,429 22,168 47,266 
Pinellas County (n) 483 1,435 1,422 
Youth with incarcerations 166 159 517 
Episodes 779 804 2,237 
Total days 25,052 26,493 78,142 

           Data: 2010-2014 DJJ placement data and jail data (Alachua and Pinellas only).   
 

Similarly in Table 16 we report the number of arrests among youth in the RTC/TGH, inpatient, and justice system 

groups.  Data from DJJ encounters, FDLE arrest data, and jail data in Alachua and Pinellas Counties were used 

to identify arrests.  We only counted one arrest per day per charge level (e.g., felony or misdemeanor).  Thus, if 

there was a felony arrest in the DJJ data and the FDLE data on the same day, we only counted the arrest once.  

There were more youth with arrests than there were with incarcerations.  Among youth in Alachua County, there 

were 54 youth (55.6%) in the RTC/TGH sample, 98 youth (21.6%) in the inpatient sample, and 410 youth 

(95.5%) in the justice sample with arrests.  Some youth were in juvenile detention in 2010 and became part of 

the justice group due to their incarceration.  Thus, not all youth in the justice group had an arrest in the 2010-

2014 time frame.  There was a total of 562 felony arrests and 1,322 misdemeanor arrests.  Among youth in 

Broward County, there were 155 youth (39.9%) in the RTC/TGH sample, 291 youth (16.0%) in the inpatient 

sample, and 1,259 youth (88.5%) in the justice sample with arrests.  There was a total of 3,953 felony arrests 

and 1,974 misdemeanor arrests.  Among youth in Pinellas County, there were 256 youth (53.0%) in the 

RTC/TGH sample, 308 youth (21.5%) in the inpatient sample, and 1,259 youth (88.5%) in the justice sample with 

arrests.  There was a total of 4,686 felony arrests and 4,131 misdemeanor arrests.   

Similar to the incarceration results, there is a high rate of justice involvement among youth that received 

RTC/TGH treatment, and a lower but still important amount of criminal justice involvement among youth with 

psychiatric inpatient stays.  Once again, Broward County would appear to have the lowest amount of criminal 

justice involvement among youth, but this may simply reflect the lack of jail data.     
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Table 16:  Number of Arrests by Group 

 

Group 

RTC/TGH Inpatient Justice 

Alachua County (n) 97 452 429 

Youth with arrests 54 98 410 

Number of felony arrests 116 152 663 

Number of misdemeanor 
arrests 158 229 935 

Broward County (n) 388 1821 1465 

Youth with arrests 155 291 1,259 

Number of felony arrests 326 784 2,843 

Number of misdemeanor 
arrests 353 493 1,128 

Pinellas County (n) 483 1,435 1,422 

Youth with arrests 256 308 1,259 

Number of felony arrests 710 814 3,162 

Number of misdemeanor 
arrests 830 954 2,347 

         Data: 2010-2014 DJJ encounter data, FDLE arrest data, and jail data (Alachua and Pinellas only). 

 

Behavioral Health Service Utilization 
The following section reports behavioral health service utilization.  There are a wide array of Medicaid funded 

and SAMH funded services in the data.  In order to present the data in a meaningful way, we mapped 

examples of specific services into service categories as described in Table 17.  The list is not exhaustive but 

is intended to provide an idea of the types of services in each service category. 

  



 
 

150 
 

Table 17:  Summary of Service Categories 

Service Category Description 

Assessment Evaluations 
CBHAs 
Mental Health Assessments 

Clubhouse Clubhouse 
Crisis Services Crisis Stabilization 

Emergency Department Visits 
Developmental Disability Evaluation and treatment by an integrated, specialty team 

contracted to provide coordinated care to multiple or severely 
handicapped children 

Inpatient Services Mental Health Inpatient 
Substance Abuse Inpatient 
Licensed Care (other than residential group care) 

Outpatient Services Individual Therapy 
Family Therapy 
Group Therapy 
Behavioral Analysis 
Counseling 
Hospital Outpatient 
Therapeutic Behavioral Services 

Rehabilitation Home Community-based Rehabilitation Services 
Psychosocial Rehabilitation Services 

Residential servicesa Residential Group Care 
Behavioral Health Overlay Services (BHOS) 

RTC Residential Treatment Center (RTC) 
STFC Specialized Therapeutic Foster Care (STFC) 
SIPP Statewide Inpatient Psychiatric Program (SIPP) 
Targeted Case Management Case Management 

Targeted Case Management 
Intensive Case Management 

TGH Therapeutic Group Home (TGH) 
Treatment Planning Treatment Planning 
Wraparound Recreational 

Youth Advocate Program 
 Note: a – There were a number of events of SAMHIS where the procedure code (H0019) was 
indicative of long-term residential treatment but the service setting was not a RTC, SIPP, or TGH.  
In addition, the youth did not have Medicaid-funded SIPP or TGH treatment.  Thus, given we were 
unable to verify these were residential treatment services, we classified these services as 
‘Residential services’.   
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The following tables examine behavioral health service use in each county.  We included behavioral health 

services reported in Medicaid data (fee-for service, PMHP, and MMA), and SAMHIS service event data where 

the services were provided in CY 2010-2014.  We looked at total service use over the five year period; thus for 

youth in the RTC/TGH group, the services represent those received over the entire five years, not just while they 

were in RTC/TGH treatment.  Once again, we attempted to remove duplicate services.  In SAMHIS data, we 

removed events where Medicaid was listed as the funding source.  For the Hospital discharge data, we only 

included records where there was not a corresponding Medicaid or SAMHIS record for the same service day.  

There is one table for each group in each county.  Given the large number of potential results to discuss, we 

focused on the overall findings.  User counts that were less than 10 have been changed to ‘<10’.   

In Alachua County (see Table 18a), $7.5 million of the $11.9 million in Medicaid services for RTC/TGH youth 

were for SIPP services.  The largest service category (in terms of expenditures) for SAMH services was 

outpatient.   Combined Medicaid and SAMH services totaled over $12 million for the 97 youth (the total number 

of youth receiving RTC/TGH services, see Table13) in the RTC/TGH group (which is $113,091 per youth).  For 

youth in the inpatient group, psychiatric inpatient expenditures were the largest Medicaid service category while 

outpatient was the largest SAMH service category.  There was an additional $1.3 million in inpatient services 

provided to 254 youth that was reported in the Hospital Discharge data.  There was no information on the payer 

or funding source in the Hospital Discharge data.  Outpatient services were the largest Medicaid service category 

for justice-involved youth; outpatient and residential services had the highest expenditures among SAMH funded 

services.  Among child welfare youth, outpatient and STFC accounted for a majority of total Medicaid costs, and 

outpatient services had the highest SAMH expenditures.  Finally, outpatient services accounted for the majority 

of total Medicaid and SAMH expenditures among youth who only used behavioral health services.  Total 

Medicaid behavioral health spending in Alachua County was $33.3 million, and total SAMH behavioral health 

spending was $5.5 million.  
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Table 18a:  Behavioral Health Service Expenditure in Alachua 

Alachua, RTC/TGH 

 

Medicaid SAMHIS 
Users 

(n) Total Paid 
Users 

(n) Total Paid 
Assessment 88 $66,540.39 61 $18,798.22 
Crisis Care 39 $13,349.53 49 $8,651.20 
Developmental Disability 12 $1,577.49     
Incidental Expenses     13 $3,052.50 
Inpatient 52 $1,221,485.18     
Outpatient 90 $490,583.85 79 $395,448.87 
Rehabilitation 18 $25,018.50 16 $15,057.84 
RTC     <10 $102,402.16 
SIPP 76 $7,558,676.32 12 $8,853.10 
STFC 24 $884,006.58 <10 $18,551.22 
Targeted Case 
Management 73 $465,459.35 58 $205,818.42 
TGH 19 $1,134,792.00 10 $42,971.04 
Treatment Planning 84 $28,092.08 38 $6,609.67 
Wraparound     <10 $77.04 
Total  92 $11,889,581.27  88 $826,291.28 

Alachua, Inpatient 

 

Medicaid SAMHIS 
Users 

(n) Total Paid 
Users 

(n) Total Paid 
Assessment 221 $106,018.36 144 $48,436.77 
Crisis Care 84 $25,442.52 119 $8,318.20 
Developmental Disability 12 $1,629.86     
Incidental Expenses     <10 $253.50 
Inpatient 203 $1,819,478.96 <10 $3,786.12 
Outpatient 260 $1,058,822.50 199 $577,299.20 
Rehabilitation 25 $61,988.30 18 $17,914.22 
Residential     16 $75,531.83 
STFC 16 $621,494.52     
Targeted Case 
Management 82 $731,739.80 54 $135,987.84 
Treatment Planning 183 $52,202.01 109 $20,440.40 
Total  296 $4,478,816.83  221 $887,968.08 
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Alachua, Justice 

 

Medicaid SAMHIS 
Users 

(n) Total Paid 
Users 

(n) Total Paid 
Assessment 246 $83,096.99 179 $60,868.97 
Clubhouse     <10 $2,868.42 
Crisis Care 24 $6,905.31 48 $3,628.72 
Developmental Disability 13 $3,446.15     
Incidental Expenses     <10 $201.00 
Outpatient 307 $818,486.57 227 $451,004.36 
Rehabilitation 29 $31,539.00 30 $29,690.54 
Residential     29 $232,415.90 
STFC <10 $73,081.24     
Targeted Case 
Management 43 $175,355.30 69 $159,151.10 
Treatment Planning 198 $48,102.26 141 $25,295.62 
Wraparound     <10 $5,214.79 
Total  335 $1,240,012.82  280 $970,339.42 

Alachua, Child Welfare 

 

Medicaid SAMHIS 
Users 

(n) Total Paid 
Users 

(n) Total Paid 
Assessment 820 $528,426.73 217 $64,578.14 
Crisis Care 16 $7,476.82 32 $1,637.16 
Developmental Disability 108 $24,628.14     
Incidental Expenses     <10 $351.00 
Outpatient 728 $1,577,590.77 259 $494,338.21 
Rehabilitation 14 $23,119.80 14 $13,449.24 
STFC 55 $1,255,037.88 <10 $39,547.75 
Targeted Case 
Management 258 $334,652.60 55 $89,806.47 
Treatment Planning 402 $86,270.52 155 $25,726.27 
Wraparound     <10 $706.20 
Total  922 $3,837,203.26  312 $730,140.44 
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Alachua, BH users only 

 

Medicaid SAMHIS 
Users 

(n) Total Paid 
Users 

(n) Total Paid 
Assessment 1,557 $344,263.14 798 $228,202.54 
Clubhouse     <10 $369.55 
Crisis Care 112 $34,015.47 86 $4,740.91 
Developmental Disability 475 $110,448.98     
Incidental Expenses     12 $854.00 
Outpatient 5,297 $10,640,874.53 953 $1,392,801.91 
Rehabilitation 112 $153,224.24 117 $121,198.65 
Residential     14 $10,622.83 
STFC <10 $217,971.80     
Targeted Case 
Management 1,069 $1,094,111.39 111 $187,219.55 
Treatment Planning 1,138 $231,202.00 622 $94,363.77 
Total  5,758 $12,826,111.55  1,103 $2,040,373.71 

     
 

In Broward County (see Table 18b), $26.7 million of the $47.6 million in Medicaid services for RTC/TGH youth 

were for SIPP services.  The largest service category (in terms of expenditures) for SAMH funded services for 

the RTC/TGH group was outpatient.   Once again, the combined services totaling nearly $49 million was 

considerable for the 388 youth (see Table 13) in the group.  For youth in the inpatient group, psychiatric inpatient 

expenditures and outpatient services were the largest Medicaid service categories while outpatient was the 

largest SAMH service category.  There was an additional $3.3 million in inpatient services provided to 845 youth 

that was reported in the Hospital Discharge data.  Outpatient services were the largest Medicaid service category 

for justice-involved youth; outpatient, targeted case management, and residential services had the highest 

expenditures among SAMH funded services.  Among child welfare youth, outpatient and STFC accounted for a 

majority of total Medicaid costs, and outpatient services had the highest SAMH expenditures.  Finally, outpatient 

services accounted for the majority of total Medicaid and SAMH expenditures among youth who only used 

behavioral health services.  Total Medicaid behavioral health spending was $189.2 million, and total SAMH 

behavioral health spending was $9.9 million. 
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Table 18b:  Behavioral Health Service Expenditure in Broward 

Broward, RTC/TGH 

 

Medicaid SAMHIS 
Users 

(n) Total Paid 
Users 

(n) Total Paid 
Assessment 346 $324,080.08 130 $28,576.60 
Clubhouse     <10 $5,108.64 
Crisis Care 218 $123,594.94 16 $4,056.05 
Developmental Disability 60 $9,231.25     
Incidental Expenses     22 $3,871.11 
Inpatient 255 $5,661,840.79 22 $144,536.92 
Outpatient 354 $2,755,635.20 269 $398,443.29 
Rehabilitation 56 $253,213.54 <10 $140.59 
RTC     34 $323,189.41 
SIPP 265 $26,768,885.00 12 $24,218.49 
STFC 102 $3,492,775.38 <10 $49,221.12 
Targeted Case 
Management 304 $1,874,900.99 110 $121,628.42 
TGH 154 $6,587,911.81 <10 $144,252.30 
Treatment Planning 311 $118,034.64 45 $16,201.01 
Wraparound     <10 $3,395.96 
Total  367 $47,657,711.38  309 $1,233,154.67 

Broward, Inpatient 

 

Medicaid SAMHIS 
Users 

(n) Total Paid 
Users 

(n) Total Paid 
Assessment 1,180 $545,013.86 335 $48,639.92 
Clubhouse     22 $9,158.60 
Crisis Care 740 $241,249.30 <10 $1,135.05 
Developmental Disability 89 $32,698.60     
Incidental Expenses     54 $7,314.50 
Inpatient 1,175 $7,274,149.46 72 $555,055.64 
Outpatient 1,350 $6,738,814.56 792 $1,147,065.89 
Rehabilitation 162 $681,062.86 <10 $8,617.73 
Residential     48 $174,493.30 
STFC 56 $1,922,502.20 <10 $0.00 
Targeted Case 
Management 485 $2,554,452.26 198 $435,195.27 
Treatment Planning 957 $257,621.46 107 $15,429.16 
Wraparound     <10 $8,493.80 
Total  1,500 $20,247,564.56  895 $2,410,598.86 
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Broward, Justice 

 

Medicaid SAMHIS 
Users 

(n) Total Paid 
Users 

(n) Total Paid 
Assessment 861 $307,481.10 377 $51,070.19 
Clubhouse     14 $4,113.80 
Crisis Care 60 $21,748.02 <10 $212.28 
Developmental Disability <10 $1,257.74     
Incidental Expenses     55 $3,856.50 
Outpatient 954 $3,300,699.90 572 $527,768.96 
Rehabilitation 82 $375,939.81 11 $20,445.88 
Residential     26 $172,997.80 
STFC <10 $258,581.63     
Targeted Case 
Management 174 $499,700.50 184 $301,906.30 
Treatment Planning 687 $167,750.14 59 $7,276.06 
Wraparound     <10 $793.56 
Total  999 $4,933,158.84  829 $1,090,441.33 

Broward, Child Welfare 

 

Medicaid SAMHIS 
Users 

(n) Total Paid 
Users 

(n) Total Paid 
Assessment 5,619 $3,938,191.70 774 $103,349.26 
Clubhouse     <10 $8,366.99 
Crisis Care 114 $24,136.93 <10 $713.04 
Developmental Disability 528 $135,353.42     
Incidental Expenses     71 $4,710.00 
Outpatient 5,206 $20,867,833.01 2,160 $1,392,202.66 
Rehabilitation 311 $2,357,227.22 85 $250,862.15 
STFC 136 $3,985,776.10     
Targeted Case 
Management 1,684 $2,329,058.38 296 $234,925.24 
Treatment Planning 3,807 $905,187.14 263 $42,735.14 
Wraparound     13 $2,381.85 
Total  6,040 $34,542,763.90  2,397 $2,040,246.33 
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Broward, BH users only 

 

Medicaid SAMHIS 
Users 

(n) Total Paid 
Users 

(n) Total Paid 
Assessment 12,230 $1,680,449.95 1,378 $187,108.18 
Clubhouse     30 $7,693.02 
Crisis Care 662 $196,226.66 <10 $425.78 
Developmental Disability 4,315 $1,032,478.38     
Incidental Expenses     122 $8,012.49 
Outpatient 31,320 $65,840,736.77 3,595 $2,167,457.70 
Rehabilitation 509 $1,977,258.69 24 $25,225.26 
Residential     23 $78,848.06 
STFC 23 $834,566.06     
Targeted Case 
Management 9,911 $8,504,051.73 807 $607,165.71 
Treatment Planning 9,580 $1,717,089.35 506 $78,138.51 
Wraparound     16 $6,706.56 
Total  36,509 $81,782,857.59  4,319 $3,166,781.27 

     
 

In Pinellas County (see Table 18c), $21.9 million of the $43.5 million in Medicaid services for RTC/TGH youth 

were for SIPP services.  The largest service category (in terms of expenditures) for SAMH services was RTC.  

Once again, the combined services totaling $47 million was considerable for the 483 youth (see Table 13) in the 

group.  For youth in the inpatient group, psychiatric inpatient expenditures and outpatient services were the 

largest Medicaid service categories while outpatient was the largest SAMH service category.  There was an 

additional $1.9 million in inpatient services provided to 603 youth that was reported in the Hospital Discharge 

data.  Outpatient services were the largest Medicaid service category for justice-involved youth; outpatient and 

targeted case management had the highest expenditures among SAMH funded services.  Among child welfare 

youth, outpatient, targeted case management, and STFC accounted for a majority of total Medicaid costs, and 

outpatient and targeted case management services had the highest SAMH expenditures.  Finally, outpatient 

services accounted for the majority of total Medicaid and SAMH expenditures among youth who only used 

behavioral health services.  Total Medicaid behavioral health spending was $111.3 million, and total SAMH 

behavioral health spending was $16.2 million.      
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Table 18c:  Behavioral Health Service Expenditure in Pinellas 

Pinellas, RTC/TGH 

 

Medicaid SAMHIS 
Users 

(n) Total Paid 
Users 

(n) Total Paid 
Assessment 396 $342,639.28 367 $121,756.55 
Crisis Care 189 $78,305.03 43 $5,967.62 
Developmental Disability 43 $6,576.49     
Incidental Expenses     21 $6,876.00 
Inpatient 239 $4,685,820.05 <10 $3,732.09 
Outpatient 401 $2,303,138.98 379 $1,160,740.43 
Rehabilitation <10 $2,234.00 <10 $636.19 
RTC     132 $1,434,414.32 
SIPP 241 $21,928,397.61 38 $82,405.39 
STFC 104 $3,474,132.31 10 $88,746.95 
Targeted Case 
Management 337 $1,559,100.75 286 $797,269.31 
TGH 198 $8,994,944.18 24 $270,157.35 
Treatment Planning 355 $147,407.41 154 $34,900.16 
Wraparound     <10 $1,053.00 
Total  425 $43,522,696.09  442 $4,008,655.36 

Pinellas, Inpatient 

 

Medicaid SAMHIS 
Users 

(n) Total Paid 
Users 

(n) Total Paid 
Assessment 961 $484,370.35 770 $164,162.71 
Crisis Care 447 $110,691.40 37 $2,595.52 
Developmental Disability 32 $6,932.27     
Incidental Expenses     34 $14,211.00 
Inpatient 819 $3,802,061.64 <10 $43.17 
Outpatient 1,062 $3,432,525.63 702 $906,564.79 
Rehabilitation <10 $919.90 <10 $0.00 
Residential     23 $45,771.98 
STFC 62 $1,928,254.08 <10 $28,821.10 
Targeted Case 
Management 424 $1,807,867.07 482 $720,309.71 
Treatment Planning 840 $248,220.73 259 $51,201.85 
Total  1,194 $11,821,843.07  978 $1,933,681.83 
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Pinellas, Justice 

 

Medicaid SAMHIS 

Users (n) Total Paid 
Users 

(n) Total Paid 
Assessment 778 $308,936.08 651 $142,248.21 
Crisis Care 76 $19,487.02 18 $1,735.50 
Developmental Disability 14 $1,418.14     
Incidental Expenses     36 $6,202.50 
Outpatient 926 $1,884,707.74 811 $643,357.98 
Rehabilitation <10 $501.88 <10 $43.17 
Residential     51 $77,992.84 
STFC 22 $767,420.82 <10 $17,444.35 
Targeted Case 
Management 211 $642,006.57 601 $584,842.59 
Treatment Planning 653 $159,959.31 245 $44,788.86 
Wraparound     <10 $404.58 
Total  1,017 $3,784,437.56  1,018 $1,519,060.58 

Pinellas, Child Welfare 

 

Medicaid SAMHIS 

Users (n) Total Paid 
Users 

(n) Total Paid 
Assessment 3,443 $2,517,388.75 1,383 $268,068.52 
Crisis Care 86 $21,020.46 29 $2,174.91 
Developmental Disability 285 $67,148.18     
Incidental Expenses     34 $21,322.00 
Outpatient 3,206 $9,135,924.10 1,685 $1,444,398.00 
Rehabilitation <10 $363.60 <10 $546.54 
Residential     17 $314,345.14 
STFC 260 $5,594,913.07 19 $355,062.95 
Targeted Case 
Management 1,671 $3,785,391.63 1,199 $1,447,173.67 
Treatment Planning 2,342 $580,335.16 640 $98,268.05 
Wraparound     <10 $2,157.12 
Total  3,770 $21,702,484.95  2,303 $3,953,516.90 
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Pinellas, BH users only 

 
Medicaid SAMHIS 

Users (n) Total Paid Users (n) Total Paid 
Assessment 5,804 $1,106,911.94 2,716 $540,418.63 
Crisis Care 264 $64,263.88 38 $2,579.54 
Developmental Disability 1,228 $306,818.61     
DME/Supplies <10 $3,320.11     
Incidental Expenses     66 $27,937.50 
Outpatient 14,481 $23,377,904.40 3,566 $2,534,747.99 
Rehabilitation 13 $6,543.15 <10 $2,460.66 
Residential     24 $320,609.25 
STFC 44 $1,595,223.95     
Targeted Case 
Management 3,819 $3,031,786.14 2,072 $1,148,479.39 
Treatment Planning 4,427 $932,116.18 1,419 $232,355.85 
Total  16,004 $30,424,888.36  4,709 $4,809,588.81 

 
Figure 14 provides a summary of Medicaid expenditures in each county for the five year period.  Despite 

having the fewest number of youth in each county, youth in the RTC/TGH group represent either the costliest 

or second costliest group in each county.  The Justice group has the lowest expenditures.  However, it 

should be kept in mind that many youth in the RTC/TGH and Inpatient groups were also involved in the 

juvenile justice system.      

 
Figure 14:  Total Medicaid Expenditures for Behavioral Health Services for Five Years  
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Figure 15 provides a summary of SAMH expenditures in each county for the five year period.  The pattern of 

expenditures varies to a degree across counties.  The youth that only received behavioral health services 

comprise the costliest group in each county.  SAMH expenditures are fairly similar across the other four 

groups in Alachua County.  In Broward County, the Inpatient group is the second costliest while the 

RTC/TGH group is the second costliest in Pinellas County.  The Child Welfare group also comprises an 

important component of behavioral health expenditures in Broward and Pinellas Counties.        

 Figure 15:  Total SAMH Expenditures for Behavioral Health Services for Five Years 
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Table 19 contains for each county the summary of service use and adverse events in the 6 months before 
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the prior 6 months.  Given that the sample is limited to the first RTC/TGH episode, there was no prior 
RTC/TGH service use during the sample time frame.  Most youth received outpatient (68 youth), assessment 
(38), and/or targeted case management (50 youth) services in the 6 months prior to entry.  Among SAMH 
services, the most common services were outpatient (26 youth), crisis care (25 youth), or targeted case 
management (25 youth).  Twenty-four youth had a Baker Act in the 6 months prior to admission, and 11 
youth had felony charges and 14 had misdemeanor charges.    

In the 6 months after RTC/TGH services, a majority of youth received Medicaid funded assessment (41 
youth), outpatient (52 youth), targeted case management (39 youth), and/or treatment planning (37 youth) 
services.  Eleven youth had subsequent admissions to STFC, and 14 had subsequent admissions to a SIPP.  
Among SAMH funded services, the most common were outpatient (24 youth) and targeted case 
management (10 youth).   

For youth in Broward County, there was behavioral health service use for 321 of the 388 youth in the 6 
months prior to entry, and 257 youth in the 6 months after discharge from RTC/TGH.  First, we looked at 
Medicaid-funded services.  One hundred fifty of the youth had psychiatric inpatient stays in the prior 6 
months.  Most youth received outpatient (273 youth), assessment (191 youth), and/or targeted case 
management (190 youth) services.  Among SAMH services, the most common services were outpatient (112 
youth), assessment (38 youth) and targeted case management (32 youth) in the six months prior to 
admission.  Ninety-two youth had a Baker Act in the 6 months prior to admission, and 30 youth had felony 
charges.    

In the 6 months after RTC/TGH services, the most common Medicaid funded services included assessment 
(145 youth), outpatient 155 youth), targeted case management (139 youth), and treatment planning (106 
youth) services.  Eleven youth had subsequent admissions to STFC, 52 had subsequent admissions to a 
SIPP and 30 to a TGH.  Among SAMH funded services, the most common were outpatient (62 youth), and 
assessment (19 youth) services.  Thirty-four youth had subsequent Baker Acts, and 10 had felony arrests.  

For youth in Pinellas County, 379 of the 483 youth had behavioral health service use in the 6 months prior to 
entry, and 337 youth in the 6 months after discharge from RTC/TGH.  First, we looked at Medicaid-funded 
services.  One hundred youth had psychiatric inpatient stays in the prior 6 months.  Most youth received 
outpatient (257 youth), assessment (191 youth), and/or targeted case management (194 youth) services.  
Among SAMH services, the most common services were outpatient (173 youth), assessment (163 youth), or 
targeted case management (145 youth).  Ninety youth had a Baker Act in the 6 months prior to admission, 
and 78 youth had felony charges and 80 had misdemeanor charges.    

In the 6 months after RTC/TGH services, the most common Medicaid funded services included assessment 
(166 youth), outpatient (200 youth), and targeted case management (147 youth) services.  Forty youth had 
subsequent SIPP admissions, 69 had TGH admissions, and 35 subsequent STFC services.  Among SAMH 
funded services, the most common were outpatient (111 youth), assessment (70 youth), and targeted case 
management (86 youth) services.  Thirty-eight youth had subsequent Baker Acts, 47 had felony arrests and 
53 had misdemeanor arrests. 
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Table 19:  Behavioral Health Service Expenditures, Baker Ac t Exam Initiations and Arrest in 6 Months Before and After RTC/TGH Services 
 

Alachua, RTC/TGH 

  

6 months before RTC/TGH (n=81) 6 months after RTC/TGH (n=73) 
Medicaid SAMHIS Medicaid SAMHIS 

Users 
(n) Total Paid 

User
s (n) Total Paid 

User
s (n) Total Paid 

User
s (n) Total Paid 

Behavioral Health Expenditures 
Assessment 38  $          8,837.98  26  $       2,129.35  41  $           8,828.17  <10  $           1,198.27  
Crisis Care 14  $          2,737.32  25  $       2,119.28  <10  $           1,412.37  <10  $               609.22  
Developmental Disability <10  $             397.44      <10  $                 40.63      
Incidental Expenses     <10  $             50.00      <10  $                 51.00  
Inpatient 24  $      194,702.83      12 $      193,120.39      
Outpatient 68  $        58,575.56  40  $    60,777.23  52  $         41,692.17  24  $         18,504.39  
Rehabilitation     3  $    28,535.40          
RTC        <10   $         10,657.68 
SIPP     14  $      423,052.00 <10   $           6,978.96 
STFC 12  $      188,193.58  <10  $    13,327.05  11  $      182,921.15  <10   $         36,622.30 
TGH     <10  $      167,652.00 <10  $         32,020.53  
Targeted Case Management 50  $      120,398.97  25  $    56,960.23  39  $         41,077.27  18  $         13,500.24  
Treatment Planning 36  $          3,725.35  <10  $       1,304.30  37  $           3,946.58  <10  $               330.56  
Total    $      577,569.03     $  165,202.84     $      896,090.73     $         66,214.21  

Baker Act Exam Initiations 
Youth with Baker Acts 24       <10       

Arrests 
Youth with arrests                 
Felony 11       <10       
Misdemeanor 14       <10       
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Broward, RTC/TGH 

  

6 months before RTC/TGH N=321) 6 months after RTC/TGH (n=257) 
Medicaid SAMHIS Medicaid SAMHIS 

Users 
(n) Total Paid 

Users 
(n) Total Paid 

Users 
(n) Total Paid 

Users 
(n) Total Paid 

Behavioral Health Expenditures 
Assessment 191  $        58,263.10  38  $       6,847.03  145  $         29,333.81  19  $           2,773.77  
Clubhouse     <10  $          466.50          
Crisis Care 110  $        46,977.27  <10  $       1,404.95  24  $         11,888.65  <10  $                67.44  
Developmental Disability 22  $          1,496.80      19  $           1,030.86      
Incidental Expenses     <10  $          514.61      <10  $               100.00  
Inpatient 150  $  1,870,110.62  <10  $    14,469.40  51  $      347,946.35  <10  $         40,066.20  
Outpatient 273  $      369,453.16  112  $    78,309.21  155  $      214,112.62  62  $         34,862.95  
RTC           <10   $           2,905.95 
Rehabilitation 21  $        59,870.57      <10  $           9,542.00      
Residential           
SIPP     52  $    2,123,878.00  <10   $              291.95 
STFC 54  $      582,818.52  <10  $       1,841.95  46  $      670,262.06  <10   $           3,575.95 
TGH     30  $      493,020.00    
Targeted Case Management 190  $      288,627.90  32  $    31,525.64  139  $      242,827.20      
Treatment Planning 139  $        14,255.58  <10  $          796.07  106  $         13,006.55  <10  $               601.78  
Wraparound     <10  $          507.60      <10  $                 85.91  
Total    $  3,291,873.52     $  136,682.96     $   4,156,848.10     $         78,558.05  
Baker Act Exam Initiations 
Youth with Baker Acts 92       34       
Arrests 
Youth with arrests                 
Felony 30       10       
Misdemeanor <10       <10       
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Pinellas, RTC/TGH 

  

6 months before RTC/TGH (n=379) 6 months after RTC/TGH (n=337) 
Medicaid SAMHIS Medicaid SAMHIS 

Users 
(n) Total Paid 

Users 
(n) Total Paid 

Users 
(n) Total Paid 

Users 
(n) Total Paid 

Behavioral Health Expenditures 
Assessment 191  $        51,398.81  163  $    23,071.17  166  $         47,408.27  70  $         11,160.29  
Crisis Care 72  $        19,170.22  <10  $          571.57  28  $           7,851.70  <10  $           1,864.51  

Developmental Disability 11 
 $              
700.30      11  $               799.44      

Incidental Expenses     <10  $       1,100.00         $                   1.50  
Inpatient 87  $      875,713.19  <10  $       3,732.09  57  $      805,608.25      
Outpatient 257  $      256,990.30  173  $  326,410.44  200  $      218,380.20  111  $      102,202.09  

Rehabilitation <10 
 $              
666.00         $               578.00      

RTC           19  $         81,715.72  
SIPP     40  $    1,749,696.09  <10  $           6,833.08 
STFC 44  $      561,246.19  <10  $    20,791.00  35  $       537,290.42  <10  $           1,094.08  
TGH     69  $    1,457,002.00  <10  $         18,447.41  
Targeted Case 
Management 194  $      254,936.30  145  $  191,652.35  147  $      166,968.45  86  $         77,272.91  
Treatment Planning 129  $        15,572.01  30  $       4,595.52  142  $         17,044.44  16  $           2,211.04  
Total    $  2,036,393.32     $  571,924.14     $   5,008,627.26     $      302,802.63  
Baker Act Exam Initiations 
Youth with Baker Acts 90       38       
Arrests 
Youth with arrests                 
Felony 78       47       
Misdemeanor 80       53       
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Table 20 looks at the demographic characteristics of youth that were readmitted to RTC/TGH treatment within 6 

months of the end of the previous RTC/TGH treatment.  The youth did not have to re-enter the same type of 

facility to be considered a re-admission.  Thus, a youth discharged from SIPP services and then admitted to a 

TGH three months later would be considered a re-admission.  Of the 196 RTC/TGH episodes in Alachua County, 

28 (14.2%) were re-admissions. A slightly higher proportion of re-admits in Alachua County were female, and a 

slight majority were White.  Ninety-three percent had a classification of SED, and 94.3% had a primary diagnosis 

of episodic mood disorders (ICD-9 296).  Of the 654 RTC/TGH episodes in Broward County, 105 (16.1%) were 

re-admissions.  A slightly higher proportion of re-admits were male in Broward County.  The proportion was 

similar for Blacks and Whites with each group comprising 46-47% of re-admits.  Over 90% had an SED 

classification and had an episodic mood disorder.  In Pinellas County, 147 of 1,058 (13.9%) RTC/TGH episodes 

were re-admissions.  The majority of re-admits in Pinellas County were male, White, were classified as SED, and 

also had an episodic mood disorder.  Overall, the proportion of RTC/TGH episodes that were re-admissions 

varied between 13.9% and 16.1% across the three counties. 
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Table 20: Youth Readmitted to RTC/TGH within 6 Months 

 Alachua Broward Pinellas 

Number of RTC/TGH episodes 196 654 1,058 
Number of re-admissions 28 105 147 
Age (in 2014) 
  

Mean 14.7 15.0 14.9 
Standard Deviation 1.6 1.9 1.2 

Gender 
Female 53.6% 44.2% 30.6% 
Male 46.4% 55.8% 69.4% 
Ethnic  
Hispanic 3.6% 12.4% 8.8% 
Not Hispanic 96.4% 85.7% 91.2% 
Missing   1.9%   
Race  
Black 39.3% 47.1% 27.2% 
Mixed 3.6% 6.7% 7.5% 
Other 35.7%   0.7% 
White 53.6% 46.2% 64.6% 
SED/ED Status  
SED 92.9% 94.3% 86.4% 
ED 3.6% 3.8% 6.1% 
Neither 3.6% 1.9% 7.5% 
Diagnosis  
Schizophrenia   1.9%   
Episodic mood disorders 94.3% 91.4% 82.2% 
Other nonorganic psychoses   1.9% 1.3% 
Personality disorders     2.7% 
Alcoholic dependence syndrome     0.7% 
Drug dependence   1.0% 1.4% 
Nondependent abuse of drugs   1.0% 0.7% 
Adjustment reaction 3.6%   2.1% 
Depressive disorder, nec     2.1% 
Disturbance of emotions specific to childhood & 
adolescence   1.0% 2.1% 
Hyperkinetic syndrome of childhood   1.9% 4.8% 
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Service Utilization and Adverse Events Prior to and Post Incarceration 
For those children and youth who had episodes of incarceration, we summarized the service event and 

adverse event history over the 6 months preceding admission, and the 6 months following discharge.  For 

this analysis we limited the sample to youth that were admitted after July 1, 2010 in order to have six months 

of data preceding the admission.  Similarly, youth had to be discharged before July 1, 2014 in order to have 6 

months of follow-up data.  In addition, when summarizing behavioral health service use we limited the 

sample to the first incarceration episode for the youth.  The limitation to the first incarceration episode for 

each youth avoided double counting services for re-admissions.   

Table 21 contains for each county the summary of service use and adverse events in the 6 months before 

and after incarceration.  There was behavioral health service use reported for 144 of the 281 youth with 

incarcerations in Alachua County in the 6 months prior to entry, and 148 youth in the 6 months after 

discharge from RTC/TGH.  First, we looked at Medicaid-funded services.  Twenty of the 144 youth had 

psychiatric inpatient stays in the prior 6 months.  Most youth received outpatient (97 youth), assessment (61), 

and/or targeted case management (50 youth) services in the 6 months prior to entry.  Expenditures for out-of-

home (OOH) mental health treatment (SIPP, STFC, or TGH) were $291,652.  Among SAMH services, the 

most common services were outpatient (61 youth), assessment (30 youth), crisis care (30 youth), or targeted 

case management (29 youth).  Fifty-one youth had a Baker Act in the 6 months prior to incarceration.    

In the 6 months after incarceration, a majority of youth received Medicaid funded assessment (60 youth), 

outpatient (92 youth), targeted case management (30 youth), and/or treatment planning (49 youth) services.  

Eleven youth subsequent SIPP services.  Expenditures for Medicaid-funded OOH mental health treatment 

increased to $553,224.  Among SAMH funded services, the most common were outpatient (62 youth), 

assessment (32 youth), and targeted case management (30 youth).   

For youth in Broward County, there was behavioral health service use for 258 of the 470 youth in the 6 

months prior to incarceration, and 257 youth in the 6 months after discharge.  First, we looked at Medicaid-

funded services.  Thirty-one of the youth had psychiatric inpatient stays in the prior 6 months.  Most youth 

received outpatient (197 youth), assessment (153 youth), and/or targeted case management (100 youth) 

services.  Thirteen youth received STFC services and 12 youth TGH services.  Expenditures for Medicaid-

funded OOH mental health treatment were $580,375.   Among SAMH services, the most common services 

were outpatient (76 youth), assessment (32 youth) and targeted case management (24 youth) in the six 

months prior to incarceration.  Fifty-two youth had a Baker Act in the 6 months prior to incarceration.    

In the 6 months after incarceration, the most common Medicaid funded services included assessment (174 

youth), outpatient 228 youth), targeted case management (77 youth), and treatment planning (114 youth) 

services.  Thirty-two youth had subsequent admissions to SIPP services, 12 had subsequent STFC services 

and 23 received TGH services.  Medicaid expenditures for OOH mental health treatment increased to 

$669,144.  Among SAMH funded services, the most common were outpatient (100 youth), assessment (35 
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youth), and targeted case management (26 youth) services.  Forty-one youth had subsequent Baker Act 

examinations.  

For youth in Pinellas County, 483 of the 842 youth with incarcerations had behavioral health service use in 

the 6 months prior to incarceration, and 536 youth in the 6 months after discharge.  First, we looked at 

Medicaid-funded services.  Forty-seven youth had psychiatric inpatient stays in the prior 6 months, while 16 

youth received STFC services.  Most youth received outpatient (311 youth), assessment (212 youth), and/or 

targeted case management (169 youth) services.  Total Medicaid expenditures for OOH mental health 

services were $633,265.  Among SAMH services, the most common services were outpatient (177 youth), 

assessment (145 youth), or targeted case management (136 youth).  There were 155 youth that had a Baker 

Act in the 6 months prior to incarceration.      

In the 6 months after discharge, the most common Medicaid funded services included assessment (237 

youth), outpatient (313 youth), and targeted case management (188 youth) services.  Thirty-nine youth had 

subsequent SIPP admissions, 17 had TGH admissions, and 15 subsequent STFC services.  Total Medicaid 

expenditures for OOH services increased to $2,029,909.  Among SAMH funded services, the most common 

were outpatient (249 youth), assessment (175 youth), and targeted case management (212 youth) services.  

There were 112 youth with Baker Act examinations.   
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Table 21:  Behavioral Health Service Expenditure and Baker Act Exam Initiations in 6 Months Before Incarceration 

         
Alachua County 

  6 months before incarceration (n=144) 6 months after incarceration (n=148) 

 

Medicaid SAMHIS Medicaid SAMHIS 
Users 

(n) Total Paid Users 
(n) Total Paid Users 

(n) Total Paid Users 
(n) Total Paid 

Behavioral Health Expenditures 
Assessment 61 $12,534.98  30 $3,013.84  60 $9,117.78  32 $5,792.24  
Crisis Care <10 $1,604.67  30 $1,378.26  12 $1,577.13  14 $905.23  
Developmental Disability <10 $1,049.39      <10 $350.40      
Incidental Expenses             <10 $100.00  
Inpatient 20 $208,157.99      13 $137,903.98      
Outpatient 97 $75,448.47  61 $68,859.10  92 $74,043.19  62 $42,796.20  
Rehabilitation <10 $588.00  <10 $5,943.26  <10 $2,058.00  <10 $1,868.49  
RTC     <10 2205.78         
SIPP <10 $124,588.00  <10 63.21 11 $480,298.00      
STFC <10 $100,823.90  <10 $89.58  <10 $50,246.00      
TGH <10 $66,240.00  <10 3249.3 <10  $22,680.00  <10 $53,442.63  
Targeted Case 
Management 22 $28,021.44  29 $28,068.85  30 $55,789.80  30 $38,569.74  

Treatment Planning 50 $5,729.99      49 $5,568.65  18 $1,852.32  
Wraparound             <10 $711.36  
Total   $624,786.83    $112,871.18    $839,632.93    $146,038.21  
                  
Baker Act Exam Initiations  
Youth with Baker Acts 51       26       
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Broward County 

  

6 months before incarceration (n=258) 6 months after incarceration (n=299) 
Medicaid SAMHIS Medicaid SAMHIS 

Users 
(n) Total Paid Users 

(n) Total Paid Users 
(n) Total Paid Users 

(n) Total Paid 

Behavioral Health Expenditures 
Assessment 153 $32,323.11  32 $3,648.00  174 $37,801.87  35 $5,021.43  
Clubhouse     <10 $1,335.30      <10 $401.64  
Crisis Care 25 $6,619.73  <10 $334.41  25 $7,240.26  <10 $464.69  
Developmental Disability <10 $302.93      <10 $263.52      
Incidental Expenses     <10 $350.00      <10 $700.00  
Inpatient 31 $86,721.24  <10 $36,174.94  33 $151,431.24  <10 $30,234.94  
Outpatient 197 $229,705.95  76 $50,190.88  228 $254,681.71  100 $65,647.50  
RTC     <10 $11,681.58      <10  $27,837.62  
Rehabilitation 11 $24,120.00      16 $38,952.00      
Residential                 
SIPP <10 $282,982.00      32 $133,218.04      
STFC 13 $110,912.71      12 $139,350.20      
TGH 12 $186,480.00      23 $396,576.00  <10 $65,617.34  
Targeted Case 
Management 59 $98,884.52  24 $23,768.44  77 $105,659.76  26 $10,828.35  

Treatment Planning 100 $9,670.25  5 $658.45  114 $12,376.70  <10 $322.58  
Wraparound     <10 $291.24      <10 $955.13  
Total   $1,068,722.44    $128,433.24    $1,277,551.30    $208,031.22  
                  
Baker Act Exam Initiations  
Youth with Baker Acts 52       41       
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Pinellas County 

  

6 months before incarceration (n=483) 6 months after incarceration (n=536) 
Medicaid SAMHIS Medicaid SAMHIS 

Users 
(n) Total Paid Users 

(n) Total Paid Users 
(n) Total Paid Users 

(n) Total Paid 

Behavioral Health Expenditures 
Assessment 212 $39,540.65  145 $23,015.87  237 $58,939.03  175 $27,500.17  
Crisis Care 36 $8,404.33  <10 $936.75  34 $11,550.89  12 $1,035.77  
Developmental Disability <10 $212.91      <10 $522.86      
Incidental Expenses     <10 $1,550.00      15 $1,301.00  
Inpatient 47 $296,963.62      33 $258,617.72      
Outpatient 311 $173,065.43  177 $141,335.09  313 $258,848.65  249 $171,456.31  
Rehabilitation <10 $443.51      <10 $180.00      
RTC     22 $35,841.78      23 $118,482.08  
SIPP <10 $277,880.00      39 $1,486,723.97  <10  $2,944.50  
STFC 16 $217,109.44  <10 $89.58  15 $222,784.75  <10 $421.20  
TGH <10 $138,276.00  <10 $7,657.32  17 $320,400.00  <10 $68,277.64  
Targeted Case 
Management 71 $73,605.86  136 $89,515.70  96 $110,389.83  212 $146,106.50  

Treatment Planning 169 $18,596.43  42 $5,112.36  188 $22,793.49      
Total   $1,244,098.18    $305,054.45    $2,751,751.19    $537,525.17  
                  
Baker Act Exam Initiations   
Youth with Baker Acts 155       112       
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Conclusion and Recommendations 
This report examined youth in three counties in Florida (Alachua, Broward, and Pinellas), and 

reported on their behavioral health service use over a five year period. Youth can have complex 

behavioral health needs and home environments and as a result, some youth come into contact with 

several state systems including the behavioral health system, the justice system, and the child 

welfare system.  The combined public sector costs are substantial for youth with complex behavioral 

health needs, and efforts are necessary to ensure that these youth receive the most appropriate 

treatment.  This report provides detailed information on the demographic characteristics of these 

youth and types and amounts of behavioral health services received over the five-year period.     

Reference 
Robst, J., Armstrong, M., Dollard, N., & Rohrer, L. (2013). Arrests among youth after out-of-home 

mental health treatment: Comparisons across community and residential treatment settings. 

Criminal Behaviour and Mental Health, 23, 162-176.  
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