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Background

In Florida, children who have a mental iliness and pose a real and present threat to themselves or
others as a result, may be evaluated involuntarily if they meet the criteria set forth in s. 394.463, F.S.
The number of involuntary evaluations of children has risen substantially over the last several years.
According to the Baker Act Reporting Center at the University of South Florida, from Fiscal Year 2015-
2016 to Fiscal Year 2019-2020, statewide involuntary examinations increased by 10.80% for children.
Involuntary examinations of children made up 17.75% (35,965) of all involuntary examination in Fiscal
Year 2019-2020. As a result of these concerning increases, the Department is examining what the
contributing factors may be.

In 2019, the Department published its Qrst report entitled The Report on Involuntary Examination

of Minors analyzing trends related to the increasing numbers of involuntary examination of children
under the Baker Act. Although the report provided valuable insight, it is important to note that the data
analyzed was based on numbers of involuntary examinations to a designated receiving facility, not the
number of admissions.

Findings from the 2017 Task Force on Involuntary Examination of Minors and 2019 Involuntary
Examination of Minors reports resulted in several key recommendations that were passed into law,
including Senate Bill 7026, Senate Bill 7012, and House Bill 945 as summarized below.




Senate Bill 7012




The CSU high utilizer workgroup identiQed the following goals and strategies:

Short-term Goals

1. Provide educational materials and training resources to key system stakeholders; and

2. Strengthen MMA health plan care coordination requirements.

Long-term Goals

. Leverage technology;
. Improve discharge planning; and
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. Increase communication between receiving facilities, health plans, schools, and parents;

. Make changes to Rule 65E-5 to add a deQnition of high utilizer; require implementation of

policies and procedures regarding discharge planning for those identiQed as a high utilizer;
and strengthen discharge planning language for designated receiving facilities.

HB 945 also required the Department to collaborate with the Managing
Entities and MRT providers, in consultation with the Louis De La Parte
Florida Mental Health Institute, to develop a model response protocol
for schools titled Best Practices Response Protocol for Schools to Use
Mobile Response Teams to eQectively use MRTs. This includes ensuring
facilities provide contact information for MRTs to parents and caregivers
of children and young adults up to 25 years of age, who receive safe-
ty-net behavioral health service. See Appendix A.

High utilization is
defned as children
and adolescents under
18 years of age with
three or more
admissions into a crisis
stabilization unit (CSU)
or an inpatient

psychiatric hospital
within 180 days.




Involuntary Examination Process

Section 394.463(1),F.S., establishes the criteria an individual must meet to be taken to a Baker Act receiv-
ing facility for involuntary examination. This process includes the three key steps outlined below.

Determine if Baker Act criteria is met

Initiate an Involuntary Examination

Conduct a Clinical Examination

Once an involuntary examination has been initiated,
the individual must be examined by one of the
following mental health professionals to determine
if the criteria for involuntary services are metand
the appropriate course of action:

- Physician,

- Clinical psychologist, or

- Psychiatric nurse (within the framework of an
established protocol with a psychiatrist).

The statutorily established examination period is for




Baker Act Data

This section of the report includes data regarding minors who receive involuntary examinations or
inpatient psychiatric hospitalizations for crisis stabilization services.

Involuntary Examinations of Minors
The Department contracts with the University of South Florida Baker Act Reporting Center to obtain
Baker Act forms from receiving facilities, analyze the data and prepare the Annual Baker Act Report.
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The top four primary diagnoses as shown in Graph 3 were Disruptive Mood Dysregulation Disorder;
Major Depressive Disorder, Recurrent, Severe Episode; Bipolar Disorder; and Major Depressive Disor-
der, Single Episode. Overall, 95 percent of minors had a serious emotional disturbance while 5 per-
cent did not.

Serious Emotional Disturbance
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Point of entry

Department's
Care Navigator

12







Mobile Response Teams

In 2018, the Florida Legislature allocated $18.3 million in general revenue funding through the
Marjorie Stoneman Douglas High School Public Safety Act for the Department to expand MRT
services statewide. The goal of the MRT program is to conduct an independent assessment to
determine if the individual may be safely diverted from involuntary examination. In addition to helping
resolve the crisis, MRTs work with individuals and families to identify resources, provide linkages,
and develop strategies for eQectively managing potential future crises. There are 39 MRTs covering
all 67 counties in Florida available 24 hours a day, seven days a week within 60 minutes for calls

that require an acute response.

During Fiscal Year 2020-2021 MRTSs received 22,160 calls; of those, 6,581 were from a school and
16,651 required an acute response. Of the 16,651 calls requiring an acute response, only 3,145
resulted in an involuntary examination. The expansion of MRT services has proven to be successful
at diverting children and young adults from involuntary examinations approximately 80% of the time.
The use of MRTs to serve individuals through community-based services is associated with better
outcomes and can lower costs when an admission to a receiving facility is prevented.
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Additionally, the Department could explore using the Living Room model with children which is a
walk-in respite center for individuals in crisis. These centers oQer calm, home-like settings. The goal
of the Living Room Model is to provide a safe and secure environment where multidisciplinary
professionals can observe and treat individuals in crisis. This has been successfully used in other
states, mostly with adult high utilizers, and research has shown that the Living Room Model is
eQective at treating adults in crisis in a very cost-eQective manner and in diverting adults from
psychiatric inpatient hospitalization.

Explore Sustainability of Children-s Care Coordinators
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and their parents of the right to seek treatment voluntarily in the least restrictive manner possible.
As the need for an emergency evaluation can occur at any time of the day or night, seven days a
week, most communities do not have the capacity to conduct judicial hearings to the degree needed
to comply with this law.

While only a few studies focus on the experience of involuntary psychiatric hospitalization among
youth, especially the post-discharge impact of these experiences the research demonstrates that
Florida statute provision requiring an administrative hearing for voluntariness determination may be
creating an artiQcial and unnecessary barrier to best-practice treatment services. Studies focusing
on this topic consistently demonstrate that involuntary hospitalizations should occur less often than
voluntary hospitalizations, and involuntary admissions are less therapeutic.

In one study, three quarters of the youth reported negative impacts of involuntary hospitalizations
on trust, including unwillingness to disclose suicidal feelings or intentions. Factors identiQed by the
youth as contributing to distrust included perceptions of inpatient treatment as more punitive than
therapeutic, staQ as more judgmental than empathetic, and hospitalization overall failing to meet
therapeutic needs!

In the Qrst large cohort study on involuntary versus voluntary treatment of children and adolescents
in Germany, about every fourth patient was treated involuntarily. Group comparisons showed 70.8
percent of patients were voluntarily and 29.2 percent involuntarily admitted. The strongest predictor
of being admitted involuntarily was a diagnosis of intellectual disability. Adolescence, substance
abuse, and psychotic disorders were also strongly associated.?

Finally, a study reviewing the voluntariness for inpatient psychiatric settings in the United States
demonstrated that voluntary admissions for all treatment settings exceed involuntary admission by
at least two to one on average.®

In National Guidelines for Behavioral Health Eiii¥is CarenhF
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