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Executive Summary
Mental illness is a serious and prevalent condition in today’s society, which has major social and
economic implications. The U.S.’s mental health system has changed significantly throughout the
past several decades, with a continuous shift from institutionalized to community-based care.
Advances in pharmacological, psychosocial, and preventative interventions and developments in
mental health policy have helped to improve the mental health system. However, such progress
will not be substantial if access to and quality of mental health services remains inadequate.
This report examines many aspects of the national mental health system, with specific focus on
adult mental health services in general and the mental health system in Florida. Some of the major
findings in this report include:












According to the Substance Abuse and Mental Health Services Administration
(SAMHSA), approximately 18.5% of adults in the U.S. currently experience any mental
illness (AMI) and 4.2% experience serious mental illness (SMI).
Mental illness is associated with many severe consequences, including: negative impacts
on quality of life and physical health; significant contributions to disability in the U.S.;
strains on familial and other interpersonal relationships; and major societal costs (e.g.,
through direct costs such as medication and hospitalization and indirect costs such as
reduced labor supply and reduced educational attainment).
The deinstitutionalization movement has allowed more individuals to receive mental health
care through community-based services (e.g., supported housing and employment
programs, primary care medical services, and community mental health centers) rather than
in psychiatric hospitals. Community-based mental health care is generally effective and
preferred to institutionalization, but a lack of funding and support for the
deinstitutionalization movement has left many individuals with SMI without adequate care.
Such individuals often end up homeless or in prisons and jails.
Continuous research on the etiology, detection, and treatment of mental illness has
increased the implementation of evidence-based practices in the mental health system.
Several treatment options are available for a broad spectrum of mental disorders.
Due to the conservative nature of mental health spending in the U.S. (e.g., over the past
couple of decades, mental health expenditures have increased overall, but have decreased
as a percentage of all health expenditures), the cost-effectiveness of available mental health
interventions is critically important. A wide body of evidence supports the costeffectiveness of several pharmacological and psychosocial treatments for many mental
illnesses.
Recent legislation that has supported improvements in the mental health system include
the Mental Health Parity and Addiction Equity Act of 2008 and the Affordable Care Act
of 2010. These policies have helped to create parity for coverage of mental health services
with physical health services, expand coverage for populations prone to mental health
issues, support preventative care/screenings, and integrate health services.
A substantial proportion of individuals with mental illness do not receive the mental health
services they need. According to SAMHSA, only around 44.7% of the adults with AMI
and 68.5% of the adults with SMI received mental health services in the past year. These
services are very expensive, especially for individuals without insurance, often inaccessible
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to those in need (e.g., individuals with low incomes in rural areas), and not adequately
assessed for quality. Many states have continued to cut mental health budgets in recent
years.
Florida has long maintained one of the lowest per capita mental health expenditures in the
nation. Additionally, Florida has a large population of incarcerated individuals in need of
mental health services.
The Florida Department of Children and Families, the state authority for mental health
services, is working to improve the mental health system by supporting several priorities,
including: implementing care coordination to reduce the use of emergency behavioral
health services; pursing the expansion of community-based interventions (e.g., Community
Action Teams); reintegrating individuals into community settings from institutional
placements (e.g., state mental health treatment facilities and prisons); and increasing the
diversion of individuals with mental health issues who become involved with criminal
justice system.
Researchers, mental health professionals, advocates, and policymakers must work together
to improve the current mental health system. There is a need for continued research on the
diagnosis, etiology, and treatment of mental illnesses, comparative research on costeffectiveness of different mental health interventions, implementation of evidence-based
practices, and expansion of mental health budgets.
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Section 1. Introduction
Mental illness is a serious and prevalent condition in today’s society. This condition has major
social and economic implications that range from the manner in which people with mental illness
are regarded in the general public to the mental health care policies, and subsequent costs, that are
associated with treating mental illness. Accompanying mental health services have changed
considerably throughout the past 50 years. The process of deinstitutionalization transitioned the
principal setting of mental health services from psychiatric hospitals to community-based
programs. Research has supported this transition, deeming that positive mental health outcomes
can be achieved by therapeutic interventions at the community-based level. Community-based
mental health services include crisis stabilization centers, counseling and medication management,
supported housing and employment programs, primary care medical services, community mental
health centers, self-help groups for mental health, and Assertive Community Treatment (ACT).
The development of mental health services has been guided by a growing body of research on
mental illness. Better understanding of the etiology and presentation of mental illness has allowed
for improvements in treatment. Advances have been made in the fields of pharmacological,
psychosocial, and psychotherapeutic interventions and preventative care. Furthermore,
comparative cost-effectiveness research on the different types of mental health
interventions/services will continue to enable efficient mental health spending. Mental health
policy has accordingly been transformed. The most recent changes in mental health policy are
encompassed in the Affordable Care Act (ACA), which has ushered in a huge expansion of mental
health and substance use disorder coverage. Such advances in mental health care and policy will
not be substantial, however, if access to and quality of mental health services is not capable of
meeting the nation’s tremendous need.
Section 2. A National Perspective on Mental Illness
Mental illness and substance use disorders are incredibly widespread in the U.S. A recent report
conducted by the Substance Abuse and Mental Health Services Administration (SAMHSA)
(2014)1 has revealed staggering statistics on the prevalence of such conditions.
In 2013, an estimated 43.8 million adults aged 18 or older in the United States had
any mental illness (AMI) in the past year. This represents 18.5 percent of all adults
in this country.
Among adults aged 18 or older in 2013, 10.0 million (4.2 percent) had serious
mental illness (SMI) in the past year.
Among the 43.8 million adults aged 18 or older in 2013 with AMI in the past year,
17.5 percent (7.7 million adults) met criteria for a substance use disorder (i.e., illicit
drug or alcohol dependence or abuse). Among the 10.0 million adults with SMI in
the past year, 23.1 percent also had past year substance dependence or abuse. In
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comparison, 6.5 percent of adults who did not have mental illness in the past year
met criteria for a substance use disorder. (Substance Abuse and Mental Health
Services Administration, 2014, p. 1)2
Mental illness has a major impact on quality of life, and it is one of the leading contributors to
disability in the U.S. Mental illness can affect virtually all aspects of being including familial and
other interpersonal relationships, the ability to be productive, and physical health. According to a
review by Murray et al. (2013),3 the largest contributors to years lived with disability (YLDs) in
the U.S. are the mental and behavioral disorders and the musculoskeletal disorders.
The number of YLDs from the top 18 diseases and injuries increased between 1990
and 2010, driven mostly by the population increase and aging of the US population,
as age-standardized rates have largely remained unchanged… The top 8 conditions
were the same in 1990 and 2010: low back pain, major depressive disorder, other
musculoskeletal disorders, neck pain, anxiety disorders, COPD, drug use disorders,
and diabetes. Four more mental and behavioral disorders are in the top 20 YLDs:
alcohol use disorders, schizophrenia, bipolar disorder, and dysthymia. (Murray et
al., 2013, p. 594)4
From this same review, it was also determined that mental and behavioral disorders, specifically
major depressive disorder, drug use disorder, and anxiety, are among the top 15 diseases and risk
factors contributing to disability-adjusted life-years (DALYs).5
Of the 30 leading diseases and injuries contributing to DALYs, 10 (COPD, major
depressive disorders, other musculoskeletal, diabetes, drug use disorders,
Alzheimer, falls, cirrhosis, CKD, and osteoarthritis) increased by more than 30%
from 1990 to 2010… (Murray et al., 2013, p. 596)6
Other sources have also concluded that neuropsychiatric disorders are the leading contributors to
DALYs, and are thus the foremost causes of disability, in the U.S. and Canada region.7
The overall economic costs associated with mental illness are very large, and yet are not well
documented. These total costs are comprised of a combination of direct and indirect costs.
According to Insel (2008),8 direct costs consist of the costs of care, such as medication, clinic
visits, or hospitalization. Alternatively:
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Indirect costs are incurred through reduced labor supply, public income support
payments, reduced educational attainment, and costs associated with other
consequences such as incarceration or homelessness. (Insel, 2008, p. 663)9
In 2002, the estimate of serious mental illness costs in the U.S. in lost earnings per year alone was
$193.2 billion.10 In this same year, the estimate of serious mental illness costs in the U.S. in total,
excluding costs associated with comorbid conditions, incarceration, homelessness, and early
mortality, was $317.6 billion.11
The large prevalence of mental illness demands greater federal funding in order to assure access
to mental health services, however, another recent report by SAMHSA (2013)12 indicates that:
Although mental health expenditures have increased in the past two decades (from
$75 billion in 1990 to $155 billion in 2009), they have fallen as a share of all health
expenditures. (Substance Abuse and Mental Health Services Administration, 2013,
p. xxiv)13
Section 3. Changes in Mental Health Services
Mental health services have changed considerably throughout the past 50 years. Before the advent
of deinstitutionalization, individuals with mental illness were largely confined to psychiatric
hospitals. Due to advances in psychiatric medications that have allowed for better management of
mental disorders and increased social and political concern for the treatment of individuals with
mental illness, the transition of mental health services from institutions to community-based
facilities was initiated. Research has supported this transition, and empirical evidence shows that
community-based mental health services (e.g., supported housing and employment programs,
primary care medical services, community mental health centers, and Assertive Community
Treatment [ACT]) are effective in managing mental illness. However, there have been
consequences to and shortcomings of the deinstitutionalization movement. The costs associated
with the implementation of deinstitutionalization have been greater than anticipated. Additionally,
the mental health system has been historically criticized for becoming fragmented and
disorganized. Unfortunately, without adequate community support or care, many individuals with
serious mental illness have ended up homeless or in prison. This situation has caused severe social
and economic strain, with various ethical repercussions.
… While deinstitutionalization was first concerned with discharging long-term
hospitalized patients, there is now a new generation of severely ill patients for
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whom community services provide insufficient care. (Fakhoury and Priebe, 2007,
p. 314)14
Deinstitutionalization has succeeded in allowing for very few individuals to live in psychiatric
institutions, however policy change, and the necessary funding, is needed to challenge the current
problems associated with deinstitutionalization and to ensure a greater range of support and
services for those in need.
Change in mental health services has also been prompted by the continued expansion of research
on the etiology, detection, and treatment of mental illness. There is greater evidence to support
treatment with pharmacological and/or psychosocial and other options for a broad spectrum of
mental disorders. In conjunction, over the past few decades there has been pressure at the national
level, specifically from the U.S. Surgeon General, the President’s New Freedom Commission on
Mental Health, and the Institute of Medicine, to increase the implementation of research and
evidence-based practices when deciding on policies for mental health services.15
Because the service system as a whole, as opposed to treatment services considered
in isolation, dictates the outcome of recovery-oriented mental health care, it is
imperative to expand the supply of effective, evidence-based services throughout
the Nation. (U.S. Department of Health and Human Services, 1999, p. 22)16
This evidence-based orientation in terms of mental health services has been recognized in the
ACA:
… By extending the concepts of treatment and related supportive care to such
entities as health homes, the Affordable Care Act provides new pathways for
incorporating evidence-based treatments, such as supported employment, that are
commonly neglected. (Mechanic, 2012, p. 378)17
Another change in mental health services that has accompanied advances in research has been the
expansion of preventative care and health care integration. Research on mental illness prevention
is relatively novel and has really expanded over the past decade. Additionally, integrating mental
health, substance abuse, and primary care services has recently received much attention and might
provide the most effective approach to mental health care.
Section 4. Comparative Cost-Effectiveness of Mental Health Services/Interventions
14
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Comparative cost-effectiveness research on the different types of mental health
services/interventions continues to affect mental health policy and spending and, to a certain
extent, dictates which mental health services are available. Over the past couple of decades, mental
health expenditures have increased overall, but have decreased as a percentage of all health
expenditures.
MHSA treatment spending as a share of all-health spending declined from 9.3
percent in 1986 to 7.4 percent in 2004, where it remained through 2009. (Substance
Abuse and Mental Health Services Administration, 2013, p. iii)18
Mental health treatment expenditures grew from $33 billion in 1986 to $100 billion
in 2003. In real 2003 dollars, spending per capita on mental health treatment rose
from $205 to $345. The average annual nominal total mental health growth rate
was 6.7%. In comparison, total health care expenditures increased by 8.0%. As a
result of the slower growth rate of mental health expenditures compared with all
health spending, mental health fell from 8% of all health expenditures in 1986 to
6% in 2003. Total national health spending increased by approximately $1.175
trillion from 1986 to 2003; of this, 6% is attributed to an increase in mental health
spending. (Mark et al., 2007, p. 1041)19
Thus, due to the conservative nature of mental health spending, cost-effectiveness in terms of
available mental health interventions/treatments is of critical importance.
Deinstitutionalization was anticipated to essentially reduce necessary mental health spending, but
the associated costs for implementation have been somewhat greater than expected.
Policymakers had intended deinstitutionalization to benefit taxpayers by reducing
costs. There is no doubt that closing institutions has saved significant resources
(although merely closing down beds has not). But while the issue of whether
community care is less expensive than institutional care has been researched many
times, results are mixed. Some studies find savings, others find approximately equal
costs, depending on the services used. (Koyanagi, 2007, p. 13)20
Despite whether community-based care as a whole is currently less expensive than
institutionalized care, various community-based services offer more cost-effective, ethical, and
successful care for individuals with severe mental illness.
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There is a wide body of evidence that supports the cost-effectiveness of pharmacological and
psychosocial treatments/interventions for a variety of mental illnesses.21;22;23;24 Comparative costeffectiveness research of different pharmacological options and different psychosocial options is
available for common mental disorders including mood disorders,25;26 schizophrenia,27 anxiety
disorders,28 and eating disorders.29 There is conflicting evidence, however, as to whether
pharmacological or psychosocial treatment in general is more cost-effective in treating mental
illness.30;31 Cognitive-behavioral therapy in particular has been suggested as an especially costeffective intervention.32;33;34 Moreover, additional research on the cost-effectiveness of adjunct, or
combination, therapy is needed.35;36
Family psychoeducation has also been shown to be a cost-effective intervention, especially in
cases involving serious mental illness.37
For individuals that require more extensive mental health treatments/interventions, research
indicates that various, alternative community-based services are cost-effective. One such type of
these services is crisis services. Day hospital/crisis respite care and residential crisis care have been
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found to be more cost-effective than inpatient hospitalization for individuals with mental
illness.38;39 A recent and expansive report by SAMHSA (2014)40 confirmed that:
The research base on the effectiveness of crisis services is growing. There is
evidence that crisis stabilization, community-based residential crisis care, and
mobile crisis services can divert individuals from unnecessary hospitalizations and
ensure that the least restrictive treatment option is available to people experiencing
behavioral health crises. Additionally, a continuum of crisis services can assist in
reducing costs for psychiatric hospitalization, without negatively impacting clinical
outcomes. (Substance Abuse and Mental Health Services Administration, 2014, p.
5)41
Another example of these alternative community-based services is supported employment. There
is research to support the potential cost-effectiveness of supported employment for individuals
with mental illness.42;43
ACT is an also an example of these alternative community-based services. ACT is a span of
services that are especially relevant for individuals with serious or persistent mental illness and are
provided by community-based, mobile mental health treatment teams. This system-level
intervention is one of the most well researched approaches to mental health service
dissemination.44 Research supports the cost-effectiveness of this approach.45
ACT is identified by the Substance Abuse and Mental Health Services
Administration as an evidence-based practice that consistently demonstrates
positive outcomes and is considered by experts as an essential treatment option…
Research studies have shown that assertive community treatment is a cost-effective
solution when teams adhere closely to the ACT model and serve individuals as high
risk. (National Alliance on Mental Illness, 2007, p. 1)46
There is a need for updated and methodically rigorous, comparative cost-effectiveness research
for the different mental illness interventions, especially as treatment options continue to emerge
38
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and as it is necessary to assess the extent to which international cost-effectiveness studies are
generalizable to the U.S.’s mental health system. It is important to remember that the costeffectiveness, and efficacy in general, of specific pharmacological, psychosocial, and other
community-based services will vary according to the particular mental disorder of concern.
Although cost-effectiveness is significant when deciding on policy regarding mental health
services, choosing treatments and interventions that relieve suffering and allow for better quality
of life is of principal importance. Furthermore, there is a need for mental health policies at large
to undergo comparative cost-effectiveness analysis.
Section 5. Utilization of Mental Health Services
The magnitude of the overall use of mental health services is very large. According to the report
by SAMHSA (2014):47
In 2013, 34.6 million adults (14.6 percent of the population aged 18 or older)
received mental health care during the past 12 months. The number and the
percentage were similar to those in 2012 (34.1 million adults and 14.5 percent).
(Substance Abuse and Mental Health Services Administration, 2014, p. 1)48
The percentages of the types of mental health services being utilized are changing. The same report
states that:
In 2013, the type of mental health service most commonly used by adults in the
past year was prescription medication (12.5 percent or 29.5 million adults),
followed by outpatient services (6.6 percent or 15.6 million adults), then by
inpatient services (0.9 percent or 2.2 million adults)… The percentages of adults
who used prescription medication, outpatient services, or inpatient services in 2013
were similar to those in 2012 (12.4, 6.6, and 0.8 percent, respectively). Note that
respondents could report using more than one type of mental health care.
Between 2002 and 2013, the percentage of adults using outpatient services in the
past year declined from 7.4 to 6.6 percent… The percentage of adults using
prescription medication in 2013 (12.5 percent) was greater than the percentages
from 2002 to 2011 (ranging from 10.5 to 11.7 percent). (Substance Abuse and
Mental Health Services Administration, 2014, p. 20)49
Unfortunately, not all individuals with mental illness receive the necessary mental health services.
The report also indicates that:
Among the 43.8 million adults aged 18 or older with AMI in 2013, 19.6 million
(44.7 percent) received mental health services in the past year… Also, among the
10.0 million adults aged 18 or older with SMI in 2013, 6.9 million (68.5 percent)
received mental health services in the past year. Mental health services were
47
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received by 48.9 and 31.9 percent of adults with moderate mental illness and low
(mild) mental illness, respectively.
In 2013, there were 11.0 million adults aged 18 or older (4.6 percent of all adults)
who perceived an unmet need for mental health care at any time in the past year.
Among adults who reported a need for mental health care, 5.1 million adults did
not receive any mental health services in the past year. (Substance Abuse and
Mental Health Services Administration, 2014, p. 21-24)50
Section 6. Recent Changes in National Mental Health Care Policy
Throughout the past decade, many of the efforts regarding mental health care policy have focused
on increasing access to adequate mental health services. Some of the recent legislation that has
supported this issue includes the Mental Health Parity and Addiction Equity Act and the ACA.
The Affordable Care Act will provide one of the largest expansions of mental health
and substance use disorder coverage in a generation. Beginning in 2014 under the
law, all new small group and individual market plans will be required to cover ten
Essential Health Benefit categories, including mental health and substance use
disorder services, and will be required to cover them at parity with medical and
surgical benefits. (Beronio et al., 2013, p. 1)51
The ACA also inhibits insurance plans from denying coverage to or charging more for individuals
with pre-existing mental illness conditions and gives attention to preventative mental health
services. The National Prevention, Health Promotion, and Public Health Council, as created by the
ACA, has released a Nation Prevention Strategy (NPS).52
Several of the priorities of the NPA pertain to prevention in the areas of mental
health and substance abuse, including priorities such as preventing drug abuse and
excessive alcohol use, preventing injury and promoting violence-free living, and
promoting emotional and mental well-being. (Shim et al., 2012, p. 1232)53
According to Mechanic (2012),54 some of the additional promising features that the ACA supports
include interdisciplinary care teams, the broadening of the Medicaid Home and Community-Based
Services option, proximity of physical health and behavioral sources, the usage of relevant
technological tools, and the implementation of evidence-based interventions.
Section 7. Issues with Current Mental Health Services/Policy
50
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Despite the recent developments in mental health services and policy, there are still many problems
within the U.S.’s mental health system. The increased mental health coverage for previously
uninsured individuals and the parity for mental health care will not be substantial if access to and
quality of mental health services is not capable of meeting the nation’s need. The extent of the
increased coverage varies across the U.S., due to each state having the ability to decide on whether
or not to implement Medicaid Expansion.
Under the terms of the New ACA Medicaid Expansion effort, all services
administered by health care providers that are covered through an “Essential Health
Benefits” package-which includes mental health and substance abuse care-will be
covered at 100 percent by the federal government during the first three years of
expansion initiative (2014-2016), 95 percent in 2017, eventually leveling off at 90
percent after 2020. (Miller, 2014, p. 7)55
Twenty-four states have not yet chosen to expand Medicaid at this time, leaving many individuals
without mental health insurance. According to Miller (2014),56 this lack of Medicaid Expansion
initiation in 25 states (note: since the time of this report, New Hampshire has decided to expand
Medicaid, currently leaving 24 states opting out of this program) allows for almost four million
uninsured individuals with a serious mental illness, in serious psychological distress, or with a
substance use disorder that would have been eligible for coverage under the Medicaid Expansion
policy to potentially remain uninsured.
Expansion of mental health coverage, however, does not necessarily translate into unlimited access
to treatment and/or quality mental health care. A recent report from early Medicaid expansion
states (i.e., California, Connecticut, the District of Columbia, Minnesota, New Jersey, and
Washington) indicate that there are:
… Greater than anticipated need for behavioral health services in the expansion
population, administrative challenges of expansion, and persistent barriers to
enrollment and access after expanding eligibility-though officials overall felt the
expansions increased access for beneficiaries. (Sommers et al., 2013, p. E1)57
Additionally, SAMHSA (2013)58 reveals that, as of 2012, the majority of adults that have mental
illness or substance use disorders do not receive treatment. This report also specifies that less than
one-third of adults with mental illness receive a minimally adequate, as defined by different
national organizations, type or amount of treatment.
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Mental health services are incredibly expensive, especially for individuals without insurance.
These high costs can prove to be an immense barrier for people seeking mental health treatment.
In 2013, the most commonly reported sources of payment for outpatient mental
health services among adults aged 18 or older who received outpatient mental
health services in the past year were private health insurance (36.2 percent) and
self-payment or payment by a family member living in the household (35.7
percent), followed by Medicare (17.1 percent), then by Medicaid (11.6 percent),
followed by an employer (7.6 percent), then by the VA or other military program
(5.0 percent). (Substance Abuse and Mental Health Services Administration, 2014,
p. 20)59
Among the 5.1 million adults aged 18 or older in 2013 who had a perceived unmet
need for mental health care and did not receive mental health services in the past
year, several reasons were reported for not receiving mental health services. These
included an inability to afford the cost of care (48.3 percent), believing at the time
that the problem could be handled without treatment (26.5 percent), not knowing
where to go for services (24.6 percent), and not having the time to go for care (15.8
percent)… (Substance Abuse and Mental Health Services Administration, 2014, p.
24)60
Mental health services are often inaccessible to those in need. People with low incomes are
disproportionately likely to need mental health services and yet are unlikely to receive them.
The percentage of adults in 2013 with AMI in the past year was highest among
those with a family income that was below the Federal poverty level (26.1 percent),
followed by those with a family income at 100 to 199 percent of the Federal poverty
level (20.9 percent), then by adults with a family income at 200 percent or more of
the Federal poverty level (16.0 percent). (Substance Abuse and Mental Health
Services Administration, 2014, p. 11)61
Moreover, many psychiatrists will not accept insurance. A recent study by Bishop et al. (2014)62
found that:
The percentage of psychiatrists who accepted private noncapitated insurance in
2009-2010 was significantly lower than the percentage of physicians in other
specialties (55.3% [95% CI, 46.7%-63.8%] vs 88.7% [86.4%-90.7%]; P < .001)
and had declined by 17.0% since 2005-2006. Similarly, the percentage of
psychiatrists who accepted Medicare in 2009-2010 was significantly lower than
that for other physicians (54.8% [95% CI, 46.6%-62.7%] vs 86.1% [84.4%87.7%]; P < .001) and had declined by 19.5% since 2005-2006. Psychiatrists’
59
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Medicaid acceptance rates in 2009-2010 were also lower than those for other
physicians (43.1% [95% CI, 34.9%-51.7%] vs 73.0% [70.3%-75.5%]; P < .001) but
had not declined significantly from 2005-2006. (Bishop et al., 2014, p. 176)63
Rural areas with large low-income populations are lacking in mental health providers that will
accept Medicaid. Cummings et al. (2013)64 concluded that in more than one-third of U.S. counties
there are no outpatient mental health services that accept Medicaid.
Besides individuals with low incomes, there are other special populations that are unlikely to
receive the necessary mental health services. One such population is individuals in the military
and veterans. Military mental health is plagued by high rates of posttraumatic stress, depression,
and suicide and a critical shortage of mental health providers and services.65 Other such special
populations include homeless and incarcerated individuals. These two populations in particular
place a strain on the economy as a result of the lack of mental health services. The higher rates of
mental illness and substance use disorders in these populations are believed to be somewhat
associated with the shortcomings of the process of deinstitutionalization, namely, the absence of
access to adequate mental health care.66 These insufficiencies have major social implications for
these populations.
Few successful initiatives have been generated to assess mental health service/care quality. A fairly
recent study by Herbstman and Pincus (2009)67 found that there were:
… 36 initiatives incorporating mental and/or substance use (M/SU) indicators with
efforts from the federal and state government, health plans, nongovernmental and
professional organizations.
Although there has been much activity in recent years in the development of M/SU
indicators, efforts have lacked coordination, have focused on limited areas of
clinical activity, and have not been clearly linked to quality improvement activity.
The study recommends that the United States government forms an entity to better
coordinate efforts and address these concerns. Clinicians and provider
organizations should also increase the use of already developed M/SU indicators to
improve quality of care delivered. (Herbstman and Pincus, 2009, p. 623)68
Many states have continued to cut mental health budgets. According to a report by Honberg et al.
(2011):69
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States such as California, Illinois, Nevada and South Carolina, which made
devastating cuts to mental health services previously, have made further cuts for
fiscal year (FY) 2012, putting tens of thousands of citizens at great risk. States have
cut more than $1.6 billion in general funds from their state mental health agency
budgets for mental health services since FY2009, a period during which demand
for such services increased significantly. These cuts translate into loss of vital
services such as housing, Assertive Community Treatment, access to psychiatric
medications and crisis services. In contrast, some states increased their state general
fund appropriations for mental health in FY2012. However, these increases do not
mitigate the damage that has been done by cuts to the infrastructure of services for
people living with the most serious mental illnesses. (Honberg et al., 2011, p. 1)70
Previous National Alliance on Mental Illness (NAMI) reports indicate that the U.S.’s health care
system for adults with serious mental illness has only remained stagnant over the years.
In 2006, NAMI published Grading the States: A Report on America’s Mental
Health Care System for Serious Mental Illness, to provide a baseline for measuring
progress toward the transformation envisioned by the New Freedom Commission.
In 2006, the national average was a D grade. Three years later, this second report
finds the national average to be stagnant- again a D. Fourteen states have improved
their grades since 2006, but not enough to raise the national average. Twelve states
have fallen back. Twenty-three states have stayed the same. (Aron et al., 2009, p.
ix)71
Section 8. Current/Future Trends in State Mental Health Policy/Legislation
As a result of the many problems within the mental health system, numerous state legislatures have
recently begun to more fully address mental health policy. Social pressure combined with
improving economic standings has allowed for the initiation of the restoring of state mental health
budgets.
Many legislatures in the 2013 session recognized the importance of stronger and
more responsive public mental health service systems and the risks of allowing the
system to erode. Mental health legislation was enacted in 2013 along the following
themes: mental health system improvement; crisis and inpatient care; community
mental health; criminal justice and mental health; and civil rights and stigma
reduction. (National Alliance on Mental Illness, 2013, p. 6)72
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According to this NAMI (2013)73 report, the majority of the states increased or maintained state
mental health budgets. However, mental health systems are still critically underfunded. NAMI
(2013)74 made the following recommendations regarding 2014 state policy priorities for mental
health:











Actively engage in outreach and enrollment
Comply with mental health parity
Expand Medicaid
Increase integrated care
Increase mental workforce capacity
Identify mental illness and intervene early
Build the bridge from Medicaid to private health coverage
Increase access to supported employment services
Increase housing with supportive services
Increase justice system diversion strategies

It is important to understand the national mental health system in order to review and critique any
state health system in particular.
Section 9. Mental Illness in Florida
A recent report, SAMHSA (2014),75 has revealed the most recent statistics on the prevalence of
mental illness in Florida. The percentage of people with any mental illness in the past year (based
on 2012 and 2013 National Surveys on Drug Use and Health [NSDUHs]) among persons aged 18
or older in the state of Florida was 16.91%. The percentage of people with serious mental illness
in the past year (based on 2012 and 2013 NSDUHs) among persons aged 18 or older in the state
of Florida was 3.96%.
Section 10. Brief History of Mental Health Services in Florida
There has always been a need for mental health services throughout Florida’s history. Large-scale
measurements of the prevalence of mental disorders were initiated in the U.S. in the 1980s. The
first three large-scale surveys of this nature were the Epidemiological Catchment Area (ECA)
survey, the National Comorbidity Survey (NCS), and the National Comorbidity Survey
Replication (NCS-R). However, these surveys did not categorize prevalence rates by state. Thus,
the prevalence of mental illness during the 1990s was reported only at the national level. According
to Kessler et al. (2005),76 mental disorder prevalence was 29.4% in 1990-1992 and 30.5% in 200173
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2003, so it was determined through statistical analysis that the disorder prevalence did not change
over time.
In 2001, the National Household Survey on Drug Abuse (NHSDA) began to measure serious
mental illness for all persons aged 18 or older by state.77 Therefore, the Office of Applied Studies
through SAMHSA began reporting state mental illness prevalence rates. These reports have
revealed that the estimate of the percentage of adults reporting past year SMI in Florida was 6.81%
in 200178 and 7.61% in 2002.79 Based on 2002 and 2003 NSDUHs, the estimate of the percentage
of adults reporting past year SMI in Florida was 7.94%.80
In 2004, NSDUHs began referring to the measure of SMI as a measure of serious psychological
distress (SPD), for nonspecific psychological distress, instead.81 Therefore, based on 2003 and
2004 NSDUHs, the estimate of the percentage of adults with SPD in the past year in Florida was
9.04%.82 Furthermore, the estimate of the percentage of adults with SPD in the past year in Florida
based on 2004 and 2005 NSDUHs was 11.12%,83 based on 2005 and 2006 NSDUHs was
10.30%,84 and based on 2006 and 2007 NSDUHs was 10.21%.85
Around 2008, changes were made to the adult mental health section of the NSDUHs, causing direct
comparisons with the previous prevalence rates to be misleading. Based on 2008 and 2009
NSDUHs, the estimate of the percentage of adults with SMI in the past year in Florida was 3.64%;
the estimate of any mental illness (AMI) was 16.99%.86 Based on 2009 and 2010 NSDUHs, the
estimate of the percentage of adults with SMI in the past year in Florida was 3.62%; the estimate
77
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of AMI was 17.02%.87 Based on 2010 and 2011 NSDUHs, the estimate of the percentage of adults
with SMI in the past year in Florida was 3.41%; the estimate of AMI was 16.15%.88 Based on
2011 and 2012 NSDUHs, the estimate of the percentage of adults with SMI in the past year in
Florida was 3.75%; the estimate of AMI was 16.87%.89 Based on 2012 and 2013 NSDUHs, the
estimate of the percentage of adults with SMI in the past year in Florida was 3.96%; the estimate
of AMI was 16.91%.90
As the need levels for mental health services in Florida have changed over the past few decades,
the number of people served by Florida’s mental health system has also changed. According to the
NCS, although mental health treatment increased from 1990 to 2003, most mental illness remained
untreated.91 In 1990-1992, 20.3% of individuals with a mental disorder received treatment; in
2001-2003, 32.9% of individuals with a mental disorder received treatment.92
A consistent trend throughout Florida’s history with mental health services is that there is an unmet
need. According to the Florida Commission on Mental Health and Substance Abuse (2001):93
Despite limitations in our current management system, we can reasonably estimate
that annually only about 20% of all children and adults with needs for MHSA
services receive treatment from DCF providers. (Florida Commission on Mental
Health and Substance Abuse, 2001, p. 21)94
A subsequent review of the mental health services in Florida, conducted by NAMI’s Campaign
for the Mind of America (2004)95 stated:
Our examination leads us to conclude that while the state has taken steps to
implement the Commission’s recommendations, the vast majority of individuals
with severe and persistent mental illness remain ill-served. (NAMI’s Campaign for
the Mind of America, 2004, p. 3)96
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SAMHSA’s Center for Mental Health Services (CMHS) provides Uniform Reporting System
(URS) Output Tables that have revealed the number of people served by Florida’s mental health
system from 2007-2012:







In Florida in 2007, 262,917 total clients were served by the State Mental Health
Agency (SMHA) system; there was a 14.53 total utilization rate per 1,000
population97
In Florida in 2008, 262,292 total clients were served by the SMHA system;
there was a 14.37 total utilization rate per 1,000 population98
In Florida in 2009, 270,617 total clients were served by the SMHA system;
there was a 14.77 total utilization rate per 1,000 population99
In Florida in 2010, 285,323 total clients were served by the SMHA system;
there was a 15.39 total utilization rate per 1,000 population100
In Florida in 2011, 294,988 total clients were served by the SMHA system;
there was a 15.91 total utilization rate per 1,000 population101
In Florida in 2012, 319,190 total clients were served by the SMHA system;
there was a 16.75 total utilization rate per 1,000 population102

The policy priorities regarding mental health in Florida have also changed over time. The Florida
Supreme Court (2007)103 released a report that gives a detailed timeline of Florida mental health
policy/legislation.
In 1968, the Florida Constitution was revised and health and social services were
assigned to the Department of Health and Rehabilitative Services (DHRS).
In 1970, the Florida Legislature enacted the Community Mental Health Act to
establish ways and means for the distribution of federal funds through the state to
community mental health centers.
In 1971, the State Legislature passed the Florida Mental Health Act, which became
better known as the Baker Act, to provide due process in involuntary civil
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commitment proceedings and to establish uniform criteria for people being
admitted to state hospitals.
In 1984, the legislature made sweeping changes to the Florida Mental Health Act
revising the Baker Act and eliminating the mental health boards, which were
replaced with planning councils that had similar planning and evaluation duties but
did not allocate funds.
In 1996 the Legislature reorganized DHRS, creating a separate Department of
Health and creating the Department of Children & Families (DCF).
In 2003, the legislature enacted changes that represented the next step in the
evolution of Florida’s human services delivery system. In response to concerns that
the mission of the mental health and substance abuse programs was not a high
priority within the department, the legislature created a Deputy Secretary for
Substance Abuse and Mental Health within DCF, with accountability directly to
the Secretary. In an effort to elevate the importance of services to people with
mental illness and substance abuse problems, the Legislature established the
Florida Substance Abuse and Mental Health Corporation, independent of the
department, to review the service delivery system, assess needs for services, staff
and resources, and provide a forum for direct advocacy with policymakers.
During the 2007 regular session, the Florida Legislature again took up legislation
relating to the public mental health system, authorizing DCF to modify its
organizational structure to improve the effectiveness and efficiency of the agency.
(Florida Supreme Court, 2007, p. 17-20)104
The Florida Department of Children and Families (DCF) contains the Substance Abuse and Mental
Health Program (SAMH).105 The SAMH Program:
… Is recognized as the single state authority for substance abuse and mental health
services. This office develops standards for the quality of care across the system of
care and within the other state agencies that also provide substance abuse and
mental health services. (Florida Department of Children and Families, 2013, p. 1)106
The DCF was authorized to implement Behavioral Health Managing Entities in 2001 by the
Florida Legislature.107 Florida has continued the expansion of managed mental health care,
especially through Medicaid managed mental health program.
Throughout the past decade, Florida’s mental health policy has focused on the restructuring that is
demanded by a shift toward a community-based approach to mental health services. There are
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numerous distinct districts in Florida that each deliver the mental health system, however, funding
has been disproportionate across these districts, causing inconsistent systems of care. Increased
funding and access to mental health care are continuous concerns, as is evidenced by two of the
most recent NAMI supported advocacy and legislative priorities for Florida: medicaid expansion;
and increased state funding for public mental health and substance abuse services.108
Additionally, when reviewing the history of Florida’s mental health system, it is important to
examine the program funding level trends.
In Florida, total state mental health appropriations increased from $219 million to
$370 million between FY96-97 and FY06-07, an increase of $151 million. When
adjustments are made for inflation, total expenditures rose from $219 million in
FY96-97 to $248 million in FY06-07, an increase of $29 million. Trends in per
capita state appropriations indicate an increase in funding between FY96-97 and
FY06-07 from $14.90 to $20.10; however when adjusted for inflation, per capita
state appropriations increased from $14.90 to $17.27 between FY96-97 and FY0102 and then decreased to $13.47 in FY06-07, a net loss of $1.43 per capita across
the prior decade. (Florida Supreme Court, 2007, p. 26)109
In Florida in 2005, the SMHA expenditure total was $647,169,422 and the FY 2005 per capita
amount was $36.56.110 In Florida in 2007, the SMHA expenditure total was $722,660,669 and the
FY 2007 per capita amount was $39.87.111 The average annual change (in total SMHA controlled
mental health expenditures) in current dollars from FY 06 to ’07 is 5.3% and from FY 01 to ’07 is
3.8%, whereas this change in constant dollars from FY 06 to ’07 is 0.8% and from FY 01 to ’07 is
-0.5%.112
In Florida, SMHA Mental Health Expenditures (actual expenditures rather than government
appropriation values) have been reported for FY 2004 to 2010:113





FY 2004 = $623,000,000
FY 2005 = $647,200,000
FY 2006 = $686,600,000
FY 2007 = $722,700,000
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FY 2008 = $768,900,000
FY 2009 = $755,300,000
FY 2010 = $742,200,000

According to the Florida Council for Community Mental Health (2013):114
Community mental health system funding has remained relatively flat with only a
3% increase in the past 5 years. During the same time period, adult mental health
declined by 7.9%.
The FY 2012-2013 Appropriations reduced mental health and substance abuse
funding by $12 million. DCF has further reduced service funding by 3-5%,
depending on the district, to secure administrative funds for the new managing
entities. (The Florida Council for Community Mental Health, 2013, p. 2)115
Section 11. Comparative Analysis of the History of Mental Health Services in Florida versus
Other States
To better understand the condition of the mental health service system in Florida, it is helpful to
conduct a comparative analysis of the historical changes of this system with the systems of the
other states.
As was previously mentioned, the records on the prevalence data on mental illness in the U.S. up
until the early 2000s did not give state-by-state breakdowns, so comparative prevalence data for
this time period is not available. However, using information from SAMHSA, it is possible to rank
Florida’s mental illness prevalence rates according to the other states from 2001 onward.






In 2001, the estimate of the percentage of adults reporting past year SMI in
Florida was 6.81%; this percentage was lower than that of the national estimate,
at 7.41%. Florida was one of the states with the lowest SMI percentages116
In 2002, the estimate of the percentage of adults reporting past year SMI in
Florida was 7.61%; this percentage was lower than that of the national estimate,
at 8.31%. Florida remained one of the states with the lowest SMI percentages117
Based on 2002 and 2003 National Surveys on Drug Use and Health (NSDUHs),
the estimate of the percentage of adults reporting past year SMI in Florida was
7.94%; this percentage was lower than the national estimate, at 8.76%. Florida
again remained one of the states with the lowest SMI percentages118
Based on 2003 and 2004 NSDUHs, the estimate of the percentage of adults with
SPD in the past year in Florida was 9.04%; this percentage was lower than the
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national estimate, at 9.63%. Florida was one of 10 states that showed significant
increases in SPD during this period. Florida was no longer among the states
with the lowest SPD percentages119
Based on 2004 and 2005 NSDUHs, the estimate of the percentage of adults with
SPD in the past year in Florida was 11.12%; this percentage was lower than the
national estimate, at 11.63%. Florida was one of the states with the lowest SPD
percentages120
Based on 2005 and 2006 NSDUHs, the estimate of the percentage of adults with
SPD in the past year in Florida was 10.30%; this percentage was lower than the
national estimate, at 11.29%. Florida was again one of the states with the lowest
SPD percentages121
Based on 2006 and 2007 NSDUHs, the estimate of the percentage of adults with
SPD in the past year in Florida was 10.21%; this percentage was lower than the
national estimate, at 11.10%122
Based on 2008 and 2009 NSDUHs, the estimate of the percentage of adults with
SMI in the past year in Florida was 3.64%; the estimate of any mental illness
(AMI) was 16.99%. These percentages were lower than the national estimates,
at 3.70% and 17.92% respectively123
Based on 2009 and 2010 NSDUHs, the estimate of the percentage of adults with
SMI in the past year in Florida was 3.62%; the estimate of AMI was 17.02%.
These percentages were lower than the national estimates, at 3.88% and 18.10%
respectively124
Based on 2010 and 2011 NSDUHs, the estimate of the percentage of adults with
SMI in the past year in Florida was 3.41%; the estimate of AMI was 16.15%.
These percentages were lower than the national estimates, at 3.95% and 17.90%
respectively125
Based on 2011 and 2012 NSDUHs, the estimate of the percentage of adults with
SMI in the past year in Florida was 3.75%; the estimate of AMI was 16.87%.
These percentages were lower than the national estimates, at 3.97% and 18.19%
respectively126
Based on 2012 and 2013 NSDUHs, the estimate of the percentage of adults with
SMI in the past year in Florida was 3.96%; the estimate of AMI was 16.91%.
These percentages were lower than the national estimates, at 4.14% and
18.53%, respectively127
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Overall, throughout the past decade, Florida has had some of the lowest estimates of mental illness
in comparison with the other states. However, the rate of utilization of mental services has also
remained lower in Florida than in the nation at large.







In Florida in 2007, there was a 14.53 total utilization rate per 1,000 population,
whereas the U.S. rate was 20.14128
In Florida in 2008, there was a 14.37 total utilization rate per 1,000 population,
whereas the U.S. rate was 20.69129
In Florida in 2009, there was a 14.77 total utilization rate per 1,000 population,
whereas the U.S. rate was 20.85130
In Florida in 2010, there was a 15.39 total utilization rate per 1,000 population,
whereas the U.S. rate was 21.94131
In Florida in 2011, there was a 15.91 total utilization rate per 1,000 population,
whereas the U.S. rate was 22.10132
In Florida in 2012, there was a 16.75 total utilization rate per 1,000 population,
whereas the U.S. rate was 22.67133

Historically, the trends for the number of mental health services in Florida have mimicked those
of the nation.
Between 1970 and 1998 the total number of mental health organizations in the
United States increased from 3,005 to 5,722. Between 1998 and 2002, the number
of organizations decreased from 5,733 to 4,301. Similarly, the total number of
mental health organizations in Florida between 1992 and 1998 increased from 177
to 223. Between 1998 and 2002, this number decreased from 223 to 152. (Florida
Supreme Court, 2007, p. 24)134
As previously mentioned, NAMI released its first Grading the States report in 2006. This report
ranked the state adult public mental healthcare systems. The U.S. received the national grade of a
D. Florida, however, received the grade of a C-.135 Although Florida received a category grade of
a D+ for services, the state was commended for its efforts to support employment for individuals
with mental illness.
Nearly 20 percent of adults with severe persistent mental illness are employed in
the state of Florida, significantly higher than the national average. (National
Alliance on Mental Illness, 2006, p. 61)136
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In 2009, NAMI again released a Grading the States report. The U.S. again received the national
grade of a D. However, Florida was one of the states that fell back in ranking, receiving the grade
of a D.137 Florida received a category grade of a D for services, under Category II, “Financing &
Core Treatment/Recovery Services.” The urgent need for more inpatient psychiatric beds was
emphasized, and the state was chided for somewhat filling this need with additional prisons and
jails.
These two NAMI reports also allow for the mental health policy priorities, or lack thereof, in
Florida to be analyzed. NAMI (2006)138 indicates that:
The state could ease pressure on its Medicaid program and community mental
health services if it would advance and sign a mental health parity bill. Florida is
one of a handful of states that have yet to make this important public policy
commitment. (National Alliance on Mental Illness, 2006, p. 61)139
Aron et al. (2009)140 indicates that:
In Florida, advocates pushed through legislation to redirect dollars from the
criminal justice system into mental health and substance abuse services. (Aron et
al., 2009, p. 43)141
A mental health insurance parity law remains stalled in the legislature. (Aron et al.,
2009, p. 75)142
One prominent problem within Florida’s mental health system has been the overwhelming
incarceration of individuals with mental illness, whom it is assumed did not have adequate access
to mental health services when experiencing a crisis. Florida has since expanded its Crisis
Intervention Teams (CIT) and mental health courts.
“Florida Partners in Crisis,” a non-profit collaboration between public officials in
the criminal justice system and mental health advocates, has taken bold steps to
respond to the crisis in Florida’s jails and prisons. It has advocated for the Criminal
Justice, Mental Health, and Substance Abuse Reinvestment Grant program, which
provides state matching grants to counties for police Crisis Intervention Teams
(CIT), mental health courts, and other programs to reduce the criminalization of
people with mental illnesses. In addition, the state’s Supreme Court justices have
taken the lead drafting a plan for targeting intensive mental health services to people
who are at the greatest risk of criminal justice system involvement. (Aron et al.,
2009, p. 75)143
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Mental health service funding in Florida has been notoriously low. In Florida in 2005, the SMHA
expenditure per capita amount was $36.56, giving Florida a per capita spending rank of 48th among
the other states.144 Furthermore:
In 2005, an estimated $6.5 billion was spent on MHSA treatment in Florida, or
about 5.2% of all MHSA treatment spending in the United States. This translates
into $365 spent per person in Florida, below the national average of $423 per person
and close to the Southeast regional average of $394 per person. (Substance Abuse
and Mental Health Services Administration, 2012, p. 37)145
In Florida in 2007, the SHMA expenditure per capita amount was $39.87, giving Florida a state
rank of 46th.146 In 2009, the U.S. average for per capita mental health spending was $122.90; the
Florida average for per capita mental health spending was $40.90, making it one of the states with
the lowest per capita mental health spending.147
Florida currently has one of the highest rates of percentage of its mental health budget being spent
on institutional care in the nation, thus reducing the amount of the budget that can be spent on
community-based services.148
Section 12. Recent Changes in Mental Health Services and Policy in Florida
The Florida Department of Children and Families (DCF) has recently released the Substance Abuse
and Mental Health Services Plan: 2015 Annual Plan Update.149 This update outlines the direction
for Florida’s mental health system for 2014-2016 as well as it describes the bills from the 2014
legislative session.
The following 2014 legislative bills impacted substance abuse and mental health
services.
HB 7141 – Human Trafficking: The bill requires that residential treatment centers
licensed under s. 394.875, F.S., and hospitals licensed under chapter 395 that
provide residential mental health treatment, provide specialized treatment for
sexually exploited children in the custody of the Department who are placed in
these facilities.
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HB 5003 – Implementing Bill: Section 10 provides that, notwithstanding any other
law, behavioral health managing entities may not conduct provider network
procurements during the 2014-2015 fiscal year. (Florida Department of Children
and Families, 2015, p. 6)150
This DCF (2015)151 annual plan update also detailed relevant provisos from the 2014 legislative
session, including:
Community Action Teams (CATs): Specific Appropriation 349 allocates
$12,000,000 to continue funding ten (10) existing CAT Teams and implement six
(6) new CAT Teams. These programs provide intensive, community-based services
to families with children ages 11 to 21 with a mental health diagnosis or cooccurring substance abuse diagnosis who are considered high risk for out-of-home
care.
Mental Health Transitional Beds: Specific Appropriation 351 allocates $3,000,000
to three community mental health treatment providers to transition eligible
individuals in state mental health treatment facilities to community-type settings as
an alternative to more costly institutional placement. (Florida Department of
Children and Families, 2015, p. 6)152
This annual plan update additionally reports progress on 2014 DCF block grant goals relevant to
mental health, including: the DCF publishing policy guidance and managing entities (ME)
contracts incorporating documents on evidence-based practices; the DCF initiating six new
county-based CAT programs to increase access to community-based services for children and
adolescents delivered in a team approach; the DCF holding monthly telephone conferences with
all providers and the Florida Council for Community Mental Health; and the mental health system
providing services to 165,831 individuals with severe and persistent mental illness of a severe
emotional disturbance in FY13-14, which was a 2.1% increase in such individuals served over the
prior fiscal year.153
The following table154 displays the Fiscal Year 2014-2015 Approved Operating Budget for Mental
Health Services in Florida:
Regions

Headquarters
Northwest
Northeast
Suncoast

Adult
Community
Mental
Health
$11,872,587
$27,963,532
$43,161,703
$96,514,259

Children’s
Community
Mental
Health
$23,969,761
$6,314,573
$11,657,296
$20,656,072

Mental Health Services
Executive
Civil
Leadership
Commitment
and Support
Program
Services
$5,722,536
$40,630,100
$464,318
$0
$1,328,862
$0
$441,575
$0
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Forensic
Commitment
Program
$54,995,927
$0
$0
$0

Sexual
Predator
Program

Total

$30,174,259
$0
$0
$0

$167,365,170
$34,742,423
$56,147,861
$117,611,906

Central
Southeast
Southern
West Florida
Community
Care Center
Florida State
Hospital
Northeast
Florida State
Hospital
North Florida
Evaluation
and
Treatment
Center
Control
Reserve
Unfunded
Budget
Total

$31,209,072
$50,205,612
$37,105,645

$11,932,853
$13,581,584
$13,004,620

$335,117
$490,123
$524,780

$0
$0
$0

$0
$0
$0

$0
$0
$0

$43,477,042
$64,277,319
$50,635,045

$0

$0

$0

$5,823,881

$0

$0

$5,823,881

$6,130,215

$0

$0

$56,379,966

$57,929,532

$0

$120,439,713

$0

$0

$0

$66,341,499

$0

$0

$66,341,499

$0

$0

$0

$0

$22,936,076

$0

$22,936,076

$980,928
$0

$693,882
$0

$0
$83,791

$0
$347,430

$129,709
$247,951

$0
$27,463

$1,804,519
$706,635

$9,570

$3,155,675

$266,803

$0

$0

$0

$3,432,048

$305,153,123

$104,966,316

$9,657,905

$169,522,876

$136,239,195

$30,201,722

$755,741,137

The following table155 displays the FY 2013-2014 GAA [General Appropriations Act] Measures
and Clients Served through Adult Community Mental Health Services in Florida:
FY 2012-2013 GAA Measures and Clients Served - Adult Community Mental Health Services
Population
MCode
Measure
Target
FY 2013Target Met
2014
Performance
Number of adults with forensic
M0018
3,328
3,025
NO
involvement served
Forensic
Involvement
Percent of adults in forensic involvement
M0743
67
90
YES
who live in stable housing environment.
Number of adults in mental health crisis
M0017
30,404
19,386
NO
served
Mental Health
Crisis
Percent of adults in mental health crisis
M0744
86
100
YES
who live in stable housing environment.
Percent of adults with serious mental
M0703
24
34
YES
illness who are competitively employed.
Percent of adults with serious mental
M0709 illness readmitted to a civil state hospital
8
4
YES
Serious Mental
within 180 days of discharge
Illness
Percent of adults with serious mental
illness readmitted to a forensic state
M0777
8
2
YES
treatment facility within 180 days of
discharge
Average annual days worked for pay for
M0003 adults with severe and persistent mental
40
23
NO
Severe and
illness
Persistent
Number of adults with a serious and
Mental Illness
M0016 persistent mental illness in the community
136,480
144,437
YES
served
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M0742

Percent of adults with severe and persistent
mental illnesses who live in stable housing
environment.

90

96

YES

Additionally, in this DCF (2015)156 update the Department outlined priorities for FY15-16. Some
of these priorities include:








The Department with the MEs, will redesign the delivery of services to
minimize the use of emergency behavioral health services as primary care
through care coordination, to ensure that people get the services they need and
choose… Care coordination efforts will also focus on adults re-integrating into
community settings from institutional placements, such as state mental health
treatment facilities and prisons.
Based on recent legislative initiatives, the Department will pursue expansion of
family driven, team-based community interventions such as Community Action
Teams (CAT) and Family Intervention Teams (FIT), to focus on the entire
family and prevent out of home placements in the child welfare, behavioral
health, and justice systems.
The Department will implement the Level of Care Utilization System (LOCUS)
to standardize discharge recommendations for community levels of care.
The Department will pursue migration of service reporting to standardized
healthcare reporting systems, using Healthcare Common Procedure Coding
System (HCPCS) and Current Procedural Technology (CPT) reporting codes.
The Department will train and provide technical assistance to service providers,
using evidence-based standards of care which focus on recovery and
community integration. (Florida Department of Children and Families, 2015, p.
3-4)157

The Substance Abuse and Mental Health (SAMH) Program also identified initiatives to meet
several established priorities for services and funding over the next five years.158 Some of these
initiatives include the following:





Use the LBR process to seek funds to assist over 130 persons in the civil State
Mental Health Treatment Facilities who have been determined ready for
community placement for 60 days or longer to be successfully reintegrated back
into the community with appropriate treatment and necessary services.
Provide a system of care that supports and promotes competitive employment
opportunities for adults with behavioral health needs.
Continue to implement the use of National Outcome Measures (NOMs),
evidence based practices and quality indicators as the standard for system
performance measurement and accountability.
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Develop statewide and local community service frameworks that promote a “no
wrong door” approach to care for individuals and families affected by cooccurring substance use and mental disorders, cross-training substance abuse
and mental health professionals, and protocols/policies that are welcoming and
engaging for these individuals/families.
Advance a system of care that sustains stable housing for adults and children
with behavioral health disorders.
Increase the diversion of people with substance dependence and/or mental
health illnesses who become involved with the criminal justice system through
expanding cost-effective community-based treatment alternatives to
incarceration and forensic hospitalization.
Continue to implement Managing Entity contracts throughout the state to
promote a more efficient, locally controlled, responsive system of care. (Florida
Department of Children and Families, 2013, p. 35-37)159

The Florida Council for Community Mental Health released a 2014 legislative issue priority list
with budget comparisons from the different Florida political groups.160 Some of the
priorities/budget issues on this spreadsheet include:







Restoration of nonrecurring funding for adult community mental health and
CATs
Expanding mental health residential capacity to address individuals waiting for
discharge from state hospitals
CAT expansion and adjustment
Crisis Stabilization Unit (CSU) expansion
Funding for public education about mental illness for Mental Health First Aid
(MHFA)
Additional Mental Health, Substance Abuse and Criminal Justice County
Reinvestment Grants

Section 13. Issues with Current Mental Health Services in Florida
One of the biggest problems with Florida’s current mental health system is that it contains one of
the largest uninsured and underserved populations. As of now, Florida has chosen not to implement
Medicaid Expansion. According to Miller (2014),161 34% (535,000 people) of the entire Medicaid
Expansion eligible population in Florida has a mental health condition.
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Florida has a critical lack of funding, as it always has, for community-based mental health and
substance abuse services. Also, mental health services are not readily available, especially for
individuals residing in rural areas.
Furthermore, there are currently an abundant amount of incarcerated individuals in need of mental
health services. This creates a vicious and economically draining cycle, especially on the state’s
limited mental health services budget, whereby many of Florida’s scarce inpatient psychiatric beds
are used for individuals with criminal charges to help restore competency before such individuals
withstand a trial. However, many of these individuals enter the criminal justice system in the first
place when they experience a crisis and do not have access to adequate mental health services.
Once these individuals with mental illness are driven through the criminal justice system, they are
often placed back in the community without access to further mental health services, creating a
very cost-ineffective pattern.
Additionally, Florida has one of the highest proportions of adults aged 65 years and older. The
specific concerns regarding mental health care for older adults need to be considered when
creating/implementing Florida’s health care policy. Numerous older adults go untreated for mental
illness as many of their mental disorders are either not sufficiently diagnosed or attended to by the
available services.
Section 14. The Future of Mental Health Services
There is a need for continued research on the diagnosis, etiology, and treatment of mental illness.
The 2013 publication of the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition
(DSM-5) will most likely change the diagnostic process and statistics surrounding mental illness
in the years to come. Hansen et al. (2013)162 argues that important considerations that need to be
taken into account regarding mental illness, which are not adequately addressed in the DSM-5,
include:
… Social determinants of mental health disorders and their diagnosis:
environmental factors triggering biological responses that manifest themselves in
behavior; differing cultural perceptions about what is normal and what is abnormal
behavior; and institutional pressures related to such matters as insurance
reimbursements, disability benefits, and pharmaceutical marketing. (Hansen et al.,
2013, p. 984)163
Technological advances (e.g., telemedicine) that might help expand needed mental health services
should be utilized. An example of this includes the development of online psychotherapy options.
However, privacy issues regarding this type of treatment can create complications.
Some of the most promising advancements in the delivery of rural health care
services have been in the area of telecommunication technology. These applications
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have the potential to reduce the disparities in the delivery of substance abuse and
mental health services between urban and rural communities. (Benavides-Vaello,
et al., 2013, p. 111)164
Continued improvement on the quality of mental health services should be organized and
monitored. Implementation of frameworks designed to advance the ability to measure the quality
of mental health care is necessary.165 It is of increasing significance to establish care programs that
are based on empirical findings. Preventative activities and public health strategies to reduce the
burden of mental illness should be evaluated and incorporated. Sustained expansion of integrated
care will also most likely prove to be of vital importance.
Integrated mental health, addiction and primary care for children and adults with
multiple chronic conditions improves overall health, reduces costs, prevents
duplication and gaps in care and makes more efficient use of service providers.
States should create incentives, remove barriers and allocate Medicaid resources to
promote integrated care through health homes based in community mental health
centers and federally qualified health centers. (National Alliance on Mental Illness,
2013, p. 18-19)166
Strategies to enroll uninsured individuals, especially through opportunities under the ACA, should
be considered.
Comparative research on cost-effectiveness of different mental health interventions to inform
policy accordingly is needed. Policy-oriented comparative effectiveness research is also necessary.
Differential effectiveness of mental health programs and policies has not yet received much
attention, especially in relation to patient-centered outcomes. However, this type of data would
allow for the creation of incredibly efficient mental health services. Some challenges to collecting
this type of data include the complexity of the current mental health system, scattered sources of
funding, variation and lack of strict definition in the research on the methods and characteristics
of mental health care services and delivery systems for mental illness, weak evidence for the
effectiveness of quality improvement activities regarding the mental health system, and disconnect
between the perspectives of providers, families/caregivers, researchers, and consumers. 167 Green
et al. (2014)168 offers the following recommendations for the future of comparative effectiveness
research in relation to severe mental illness:
We lack sufficient outcome measures that have been developed by or in concert
with service users, or evaluated rigorously by service users. Development of these
164
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measures is crucial and should be a primary aim of mental health research in the
near future.
Some attempts have been made to link individual outcomes to service packages,
service characteristics (eg, continuity, therapeutic relationship), and performance
measures, but consistency within and across outcome measures is lacking, and the
measures used are fraught with problems when viewed from a patient-centered
perspective. The mental health system needs feedback methods based on new
patient-centered outcome measures that are causally linked to services, processes,
and structures.
More research is needed to compare the relative effectiveness of the many
interventions that have been developed for individuals with serious mental illness.
Such studies must include real-world patients with complex problems.
Financing of care and services are complicated and structured in ways that prevent
coherent, coordinated, and integrated service delivery. Health care reform is
providing rare opportunities for researchers to compare innovative methods of
organizing and financing care. (Green et al., 2014, p. x-xi)169
Furthermore:
In the context of systems, information alone is not adequate to produce system
changes, although it is essential to the redesign processes. Complexity science
provides an alternative perspective, highlighting factors likely to produce systemlevel changes and subsequent improvements in the outcomes those systems
produce. In particular, complexity theory suggests that the focus of quality
improvement efforts should not be on methods of providing information or
incentivizing providers or organizations, but rather on the culture and climate of
organizations, how to support teams and employees in ways that allow them to
flourish, and how to create structures that promote high-quality interactions and
teamwork that allow patient-centered information to be used to its fullest. (Green
et al., 2014, p. S75-S76)170
Mental illness has a big economic impact, and research being conducted implies that mental illness
and unhappiness in general are some of the largest burdens on the global economy and affecting
virtually all aspects of life.
… Mental health is a major factor of production. It is the biggest single influence
on life satisfaction, with mental health eight years earlier a more powerful
explanatory factor than current income. Mental health also affects earnings and
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educational success. But, most strikingly, it affects employment and physical
health. (Layard, 2013, p. i)171
Adult mental health services in the U.S., and in Florida, warrant much attention and continued
improvement.
Section 15. Conclusion
The U.S.’s mental health services system is of critical importance. It has evolved throughout the
past few decades, but many changes are still needed. Some of the recent strengths of this system
include few individuals with mental illness still living in psychiatric hospitals, reliance on and
broadening of effective community-based services, continuous improvement in the understanding
of the etiology and presentation of mental illness, advancements in treatment options,
implementation of evidence-based practices, expansion of mental health and substance use
disorder coverage, parity for mental health services, and development of preventative care and
health care integration programs. Improving economic standings has also allowed for the restoring
of long depleted, state mental health budgets.
However, the U.S.’s mental health system is still critically underfunded and there is a continuous
need for increased access to better quality adult mental health services. Some other major
shortcomings of the U.S.’s mental health services system include mental health services remaining
incredibly expensive, lack of mental health insurance and services for many individuals in need,
and unsuccessful assessment of mental health service/care quality and system performance.
Florida’s mental health service system also has inadequacies, especially the significant lack of
funding for mental health services, insufficient investment in community-based mental health
services, and a crisis of mental health care in the state’s correctional system. Urgent policy and
budget change that is needed in Florida involve: improving the forensic system to divert
individuals with mental illness from jails and prisons into structured community placements or
services; increasing crisis intervention services, psychiatric beds, and caregivers to decrease the
number of individuals with mental illness in emergency departments and forensic facilities; and
expanded funding for state mental health services. This expansion of funding for mental health
services in general is also needed at the national level. However, since the U.S. and Florida’s
mental health systems have chronically remained significantly underfunded, it might be of more
benefit and more realistic to shift the focus of mental health research and policy to costeffectiveness and comparative effectiveness, while still emphasizing the quality of care.
Recommendations for the movement toward a more effective mental health system include
continuous investigation of the comparative cost-effectiveness of available mental health services,
implementation of frameworks designed to improve the ability to measure quality of mental health
care, development of patient-centered outcomes, formation of feedback methods based on the
patient-centered outcome measures that are causally linked to services and performance measures,
comparison of the new methods of organizing and financing care that have been initiated by recent
health care reform, and creation of a coordinated strategy to implement the comparative
effectiveness information (i.e., through complexity science). The discovery of the most effective
171
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interventions, treatments, programs, and policies to inform emerging mental health policy will
allow for more efficient spending of the limited funds, perhaps increasing the much needed access
to and quality of mental health services.
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