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EXECUTIVE SUMMARY

Although state hospital populations have declined dramatically over the
last 30 ‘years, Minnesota's state hospitals still serve about 2,500
mentally ill persons each year. Many of the patients are chronically ill -
people who enter the hospitals during a crisis in their illness, remain
for a few months, and return to the community until the cycle begins
again. In our study, we asked:

n Are county case managers and others adequately involved in
preparing state hospital patients for discharge?

n Do patients receive adequate community support when they leave
the hospital?

To answer these questions, we interviewed people from metropolitan and
outstate counties, advocacy groups, state hospitals, and the Departments
of Human Services and Health. We studied records for a representative
sample of patients released from state hospitals in 1984. We surveyed
counties to learn about their caseloads and analyzed the distribution of
state grants for community residential and support services.

The role of state hospitals is different now than it was 30 years ago when
public institutions served large numbers of people on a long-term basis.
The primary role of state hospitals today is to provide crisis care for
people experiencing ‘acute :episodes of mental illness. : Each state hospital
mental illness program has a clear identity, and the differences among the
programs reflect the type and availability of mental illness treatment
services in the surrounding communities. Despite efforts to shift the
focus of care for mentally ill people away from institutions and into the
community, Minnesota's state hospitals continue to play an important role
in providing care for mentally ill people.

A. PATIENT CHARACTERISTICS

Mentally ill patients discharged from state hospitals in 1984 were rela-
tively young: mnearly 70 percent of the patients in our sample were under
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40 years old. About two-thirds of the patients had previously been
admitted to community hospitals for psychiatric care, and about one-third
were admitted to state institutions directly from inpatient psychiatric
treatment in community hospitals. Almost 42 percent entered the hospital
voluntarily, while about 23 percent were committed by the courts. The
most common diagnosis was schizophrenia, a chronic mental disorder.

For most patients, the visit we examined was only one in a series of many
visits to state hospitals:

. About two-thirds of all patients had been admitted to a state
hospital at least once in the past for mental illness treatment.

. About 21 percent of the patients were readmitted to state
hospitals within 90 days of the visit we examined.

Readmission rates are high because of the nature of the illnesses, gaps in
discharge planning, and limited participation by county case managers and

others in planning follow-up care in the community. Our analysis shows a

serious breakdown in the system of care for chronic mentally ill people.

B. COUNTY INVOLVEMENT WITH STATE HOSPITAL PATIENTS

Discharge planning is an important part of inpatient treatment because it
links patients with critical resources to help in the transition back to
the community. We examined patients' discharge plans to determine the
level of county participation in discharge planning, and asked whether’
counties are equally involved with voluntary and committed patients. We
also surveyed counties to find out how many mentally ill clients are
served by case workers in each county.

The Minnesota Commitment Act of 1982 requires counties to participate in
discharge planning for all state hospital patients regardless of their
admission status. However, we found that:

. More than one-third of all patiénts left the hospital without a
: county case: manager having participated in discharge planning.

a County staff were not involved in discharge planning for ten
percent of committed patients and for 41.2 percent of voluntary
patients.

We were not surprised to find gaps in county case management for state
hospital patients. While mental health professionals generally recommend
30 to 40 clients per case worker, our survey of county caseloads for
mentally ill people showed that case workers generally carry higher case-
loads.

. According to our analysis, the statewide median is one full-time
county case worker for 48 clients.



C. COMMUNITY SUPPORT SERVICES

We think that the absence of social service support is particularly
significant in light of the fact that:

. Fifty-six percent of all patients were discharged from state
hospitals with medication. However, the discharge plans for half
of these patients did not designate a person or agency to monitor
the use of medication after the patient returned to the com-
munity.

" Only 15 percent went to residential facilities licensed to serve
mentally ill people, and 23 percent went to other group living
arrangements not licensed to serve mentally ill people.

" About one-third of the patients went home, in most cases without
specific arrangements for community follow-up services.
Furthermore, only 26 percent of the patients had a family member
participating in discharge planning.

During our study, we learned about gaps in the availability of residential
programs and community support services for mentally ill people. The
Department of Human Services administers two grant programs to help men-
tally ill people remain in their own communities. The Rule 12 grant pro-
gram provides funding for bringing Rule 36 adult residential facilities up
to state program licensing standards. The Rule 14 grant program funds
community support projects enabling chronic mentally ill persons to remain-
at home. In analyzing these programs, we found that:

] The Department of Human Services has awarded a high proportion of
Rule 12 and Rule 14 grants to the metropolitan area. This has
resulted in an over-concentration of services in one region of
the state.

About 64 percent of all beds funded by Rule 12 are concentrated in six
metropolitan counties which contain about 50 percent of the state's
population. 1In 57 counties, mentally ill persons must travel considerable
distances to the nearest residential facility with a Rule 36 program
license. Five of the seven metropolitan counties have received Rule 14
community support grants, but less than one-fifth of the outstate counties
have been recipients. We believe that the awards should be distributed
more evenly throughout the state in order for mentally ill people to
remain and function in their own communities.

D. RECOMMENDATIONS

Our research was not intended to document gaps in case management and
community support services in particular counties. However, our work does
suggest that problems exist and that they affect the frequency and number
of readmissions to state hospitals. Therefore, we recommend that:
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. The Department of Human Services should establish regional
priorities to ensure equitable distribution of Rule 36 facilities
and should consider these priorities in awarding Rule 12 grants.

. The Legislature should place a high priority on increasing funds
for the Rule 14 grant program in the next biennium. It should
dedicate half of the increase to innovative case management
projects. The other half should be earmarked for new community
support projects in outstate communities without ready access to
such services.

Because we also found significant gaps and variations in discharge
planning at state hospitals, we also recommend that:

] The Department of Human Services should develop minimum system-
wide standards for the content of discharge plans and should
establish consistent recordkeeping procedures for discharge
planning and patient follow-up at all hospitals.

n The hospitals and counties should focus discharge planning on
community support services and residential programs that enable
patients to remain in the community. The Department of Human
Services should document gaps and target Rule 12 and 14 grants to
areas where needed services are not available.

We recognize that the department and individual state hospitals do not
have the power to enforce Commitment Act provisions requiring county in-
volvement in state hospital discharge planning. However, we do think that
the Department of Human Services should play a leadership role in solving
this problem. Therefore, we recommend that:

s - The Legislature should direct the Department of Human Services to
establish a task force made up of state, county, and community
representatives to recommend ways of improving the coordination
of discharge planning between state hospitals and counties. The
task force should consider changes in law and hospital procedure.

We believe that major changes in public attitudes will be required before
the state can adequately fulfill its responsiblities to mentally ill
people. 'This report focuses on practical changes in the state hospital
discharge process which should result in improved hospital and communlty
services for all mentally ill people.
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INTRODUCTION

Until the 1950's, the state was the primary provider of care to mentally
ill persons in Minnesota. Since then, the number of persons living in
state-operated institutions has declined dramatically. In 1985, Minne-
sota's state hospitals served about 2,500 mentally ill persons. Many of
these patients were chronically ill people who entered the hospital during
a crisis in their illness, remained for a few months, and returned to the
comnunity until the cycle began again.

In June 1985, the Legislative Audit Commission directed the Program
Evaluation Division to study the deinstitutionalization of mentally ill
and mentally retarded people from Minnesota's state hospitals. 1In this
study, we focused on the transition of mentally ill people from state-
operated hospitals to community-based programs. We asked:

= What is the current role of state hospitals in serving mentally
ill persons?

n Are hospitals and counties effectively working together to
prepare patients for discharge?

] Do patients receive adequate community support when they leave
the hospital?

In order to answer these questions, we visited each of the six state hos-
pitals with mental illness programs. We reviewed the files of a represen-
tative sample of patients who were discharged from the hospitals in 1984.
We interviewed state hospital staff and observed the programs in order to
understand the role of each hospital within the region it serves. We also
surveyed counties to learn about case management services for mentally ill
people, and interviewed social service directors and staff in both the
metropolitan and outstate counties. In addition, we met with legislators,
advocates, and staff of the Departments of Human Services and Health.

Chapter 1 presents an overview of the state hospital system and traces the
development of mental illness programs. In Chapter 2, we review the
state's administration of two grant programs designed to enable mentally
ill persons to remain in their own communities. In this chapter we also



report the data which we collected from 87 counties on case management
services for mentally ill people.

Chapter 3 presents our analysis of data from a representative sample of
patient files. 1In this chapter we report demographic information about
mentally 111 patients, and we discuss our findings regarding hospital and
county roles during patient admission, discharge, and readmission.
Chapter 4 includes our conclusions and recommendations for improving the
coordination of services between state hospitals and counties.



AN OVERVIEW OF STATE HOSPITALS
Chapter 1

A. HISTORY OF STATE HOSPITALS IN MINNESOTA

The first state hospital for mentally ill people in Minnesota opened at

St. Peter in 1866. 1In 18?1, a school for mentally retarded people was
established in Faribault. These hospitals were the result of a

national social reform movement which linked the therapeutic concept of
asylum with the good of society. Social reformers advocated isolating
mentally ill and mentally retarded people from the rest of society, prefer-
ably in peaceful rural settings. There, they could receive treatment and
shelter from abuse and exploitation, while, at the same time, society
would be protected from them.

Minnesota's system of state hospitals grew rapidly. The state hospitals
were the primary providers of services to mentally disabled people until
the late 1950s. At that time, a new group of social reformers success-
fully argued for normalization: that disabled people should live

where they have the best opportunity to lead normal lives. The reformers
further argued that community settings, rather than state hospitals, would
provide the least restrictive environment for most people. This led

to deinstitutionalization, a broader reform, with two main thrusts:
creating a full range of new community services, and reducing the
population of state institutions.

Federal and state governments passed laws to encourage the development of
community services, and to reduce state hospital populations. 1In 1960,
Minnesgta's state hospitals had a population of about 15,400, as Table 1.1
shows. By 1970, the number was down by nearly a half, to approximately

Lin this report, we refer to the system of state institutions
which serve handicapped persons as state hospitals. 1In tables and
figures, hospitals are generally identified by the city in which they are
located.

2Throughout the report, all references to years are to state
fiscal years, which are the twelve months beginning on July 1 and ending
on June 30 of the following year.
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8,400. 1In 1980, the population in state hospitals was 4,849, and in 1985,
it was 3,903.

Between 1960 and 1980, significant changes also occurred in the population
of various disability groups throughout the system, and in individual hos-
pitals. For instance, mental illness programs were historically larger
than the others. However, by the late 1960s, the number of mentally ill
patients had fallen below the number of mentally retarded residents.
During the 1960s and 1970s, the number of patients treated for chemical
dependency increased steadily.

The Department of Human Services responded by establishing a "regional”
system of mental retardation programs. As new space became available due
to reductions in the mentally ill population, mental retardation programs
were added at hospitals which had previously served only mentally ill or
chemically dependent patients. Some people argue that this evolution has
been beneficial in allowing the hospitals to provide a full range of ser-
vices to all disability groups in different regions of the state. Others,
however, contend that the actions were primarily designed to save
hospitals whose mental illness programs and populations were steadily
shrinking.

At present, Minnesota operates eight state hospitals for persons with
mental illness, mental retardation, and chemical dependency. Minnesota is
one of the few states whose state institutions serve more than one disa-
bility group on individual campuses. As Figure 1.1 indicates, six of the
eight hospitals serve more than one disability group. In 1985, mentally
i11 patients made up about 32 percent of the state hospital population,
mentally retarded residents were about 53 percent of the total, and
chemically dependent patients were about 15 percent of the total.

The total budget for state hospitals in 1985 was about $146.4 million.
More than two-thirds ($107.1 million) was paid for by the Medical Assis-
tance program. Those costs are shared 52 percent, federal; 43 percent,
state; and 4.5 percent, county. About 11 percent was recovered from
Medicare, private insurance, charges to patients, and_charges to
counties. The rest was a direct state appropriation.

In 1985, expenditures and staff complement for state hospital mental retar-
dation programs were larger than for the other two programs. This is
because mental retardation programs are the largest and the most staff
intensive. In contrast, patients in mental illness and chemical depen-
dency programs require less direct care but need proportionally more
professional contact.

In 1985, about 29 percent of all state hospital expenditures were for pro-
grams serving mentally ill persons, 12 percent were for chemical dependen-
cy programs, and close to 60 percent were for mental retardation programs.
As shown in Table 1.2, 18 percent of all state hospital staff were

3Data provided by the Minnesota Department of Human Services,
Reimbursement Division.



assigned to programs for mentally ill persons, six percent were employed
in chemical dependency programs, and 49 percent worked in programs for

mentally retarded residents.
employees were general support staff serving all three disability groups.

FIGURE 1.1

The remaining 28 percent of state hospital

MINNESOTA'S STATE HOSPITAL PROGRAMS

Hospital

1. Anoka Metro Regional
Treatment Center

2. Brainerd Regional Human
Services Center

3. Cambridge Regional Human
Services Center

4. Faribault Regional Center

5. Fergus Falls Regional
Treatment Center

6. Moose Lake Regional
Treatment Center

7. St. Peter Regional
Treatment Center

8. Willmar Regional

Treatment Center

Year Groups
Opened Served?
1900 MI,CD
1958 MI,MR,CD
1925 MR

1881 MR

1890 MI,MR,CD
1938 MI,MR,CD
1866 MI,MR,CD
1912 MI,MR,CD

Special Programs

Minnesota Learning Center
for adolescents who are
mentally retarded or
emotionally disturbed

Skilled Nursing Facility
for medically fragile
residents

Psycho-Geriatric Unit

Minnesota Security Hos-
pital; Services for hear-
ing impaired

Adolescent psychiatric
unit

8MI = Mentally I1l
MR = Mentally Retarded
CD = Chemically Dependent



TABLE 1,2

1985 STAFF COMPLEMENT IN STATE HOSPITALS

Mental Mental Chemical General

Hospital Retardation Illness Dependency Support Total

Anoka -- ~176.50 - 37.56 164.60 378.66
Brainerd? 416.73 40.00 25.29 204.70 686.72
Cambridge 557.73 -- -- 239.17 796.90
Faribault 850.98 -- -- 242 .20 1,093.18
Fergus Falls 290.32 86.00 87.31 159.25 622.88
Moose Lake 140.03 129.00 101.42 141.90 512.35
St. PeterP 207.77 310.00 30.55 162.40 712.72
Willmar 180.89 222 .42 48.87 191.40 643.58
TOTAL 2,644 .45 963.92 331.00 1,505.62 5,444 ,99

Source: Department of Human Services, Financial Management Division,
"State Hospitals and Nursing Homes Staff Allocation Plan," July
1, 1985. ‘

8Tncludes Minnesota Learning Center.
Includes Minnesota Security Hospital.

B. NATIONAL TRENDS IN STATE HOSPITAL MENTAL ILLNESS PROGRAMS

During the second half of the nineteenth century, state mental hospitals
were established throughout the country to provide long-term custodial
care for three general types of patients: indigent elderly people;
chronic mentally ill younger people; and individuals whose mental illness
symptoms were related to physical disabilities or diseases, such as
syphilis.

In the mid-1950s, state mental hospitals reached a peak population of
550,000 patients. Then, serious questions emerged about the quality of
care in state hospitals and the negative effects of isolating people in
institutions for long periods. These two factors, combined with the
availability of new psychotropic drugs for treating mental illness
created pressure to reduce the numbers of patients in state hospitals.

“Gerald N. Grob, "Historical Origins of Deinstitutionaliza-
tion," in New Directions For Mental Health Services: Deinstitutionaliza-
tion, no. 17, by L. Bachrach, ed. San Francisco: Jossey Bass, March
1983.



In addition to challenging the traditional role of state hospitals, the
new deinstitutionalization movement also stimulated the development of
community treatment resources. The first important federal support for
deinstitutionalization was the Community Mental Health Centers Act of
1963, which provided funds for constructing commmunity treatment facili-
ties. The creation of the Medicare and Medical Assistance programs in
1965 provided a new payment source for nursing home care and community
inpatient treatment of elderly, disabled, and low-income mentally ill
persons. This federal legislation brought two immediate results: a sharp
decline in state hospital populations, which began in the late 1950s and
continues to the present; and a significant increase in public expendi-
tures at all levels of government for community treatment of mental
illness.

Thus, between 1955 and 1975, the number of mentally ill people in state
hospitals nationwide decreased from 559,000 in 1955 to 193,000 in 1975, as
stays were shortened and many elderly patients were discharged to nursing
homes. During this period, the number of short-term admissions to state
hospitals more than doubled, with about two-thirds being readmissions.

At the same time, community-based residential and outpatient services
began to develop with federal, state, and local support. First, the new
community mental health centers diverted some patients from state hos-
pitals and served as a referral and follow-up point for others. Second,
after passage of Medicare and Medical Assistance, general hospitals began
to increase the size of their psychiatric units to serve patients whose
care was federally reimbursable.

Finally, during this period, many states passed laws to protect the rights
of mentally ill people during commitment proceedings and involuntary hos-
pitalization. These new laws required consideration of community services
as an alternative to imstitutionalization. They also made it more diffi-
cult to commit persons, and made it virtually impossible to commit
patients for long periods of time.

C. THE DEVELOPMENT OF STATE HOSPITAL MENTAL ILLNESS PROGRAMS

IN MINNESOTA

In Minnesota, the development of services for mentally ill people has
generally followed national patterns. As Figure 1.2 and Table 1.3 indi-
cate, three state mental hospitals served almost 3,600 patients at the
turn of the century. By 1930, there were seven hospitals, and the total
population had more than doubled.

Howard H. Goldman, "The Demography of Deinstitutionalization,"
in New Directions For Mental Health Services: Deinstitutionalization,
no. 17, by L. Bachrach, ed. San Francisco: Jossey Bass, March 1983.
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In 1955, the state system reached a peak size of 11,500 patients.6 Two
years later, the Legislature passed the Community Mental Health Services
Act, which pre-dated federal legislative efforts to support community-
based care of mentally ill people. The act authorized state grants for
community mental health programs.

State hospital populations began to decline by 1960 and dropped sharply
throughout the following decade. As Table 1.4 shows, the population of
mentally ill people in state hospitals dropped from 10,012 in 1960 to
3,223 in 1970, a decline of about 68 percent. During the same period, the
number of licensed nursing home beds increased from 11,308 to 30,341.7
This is consistent with nationwide evidence that many elderly patients
were discharged from state hospitals to nursing homes.

In 1967, the Legislature passed the Hospitalization and Commitment Act.
The law made long-term commitment more difficult and encouraged considera-
tion of non-institutional treatment alternatives as part of the commitment
process. By 1985, the average daily population of the state hospitals was
down to 1,235. During 1985, Minnesota's state hospitals served about
2,500 mentally ill patients. Expenditgres for mental illness programs in
state hospitals totaled $47.6 million. :

Figure 1.3 shows the location of state hospitals with mental illness pro-
grams. As shown in the figure, the state is divided into six catch-

ment areas, and patients generally receive care at the hospital which is
in their service area. However, there are three special programs which
serve mentally ill persons from the entire state. These are the Minnesota
Security Hospital at St. Peter, the psycho-geriatric unit at Moose Lake,
and the adolescent unit at Willmar.

6Office of the Legislative Auditor, Department of Public
Welfare's Regulation of Residential Facilities for the Mentally Ill.
St. Paul: Office of the Legislative Auditor, February 1981.

"Data provided by the Minnesota Department of Health, Health
Resources Division.

8Data provided by the Minnesota Department of Human Services,
Reimbursement Division.
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FIGURE 1.3

MINNESOTA'S STATE HOSPITALS
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COMMUNITY PROGRAMS
Chapter 2

A. STATE GRANT PROGRAMS FOR COMMUNITY SERVICES

Since 1979, the state has established two grant programs to help mentally
ill persons remain in their own communities. This section describes the
programs and examines how state funds have been distributed among the
counties.

1. THE RULE 12 GRANT PROGRAM

In June 1981, the Legislature authorized the Department of Human Services
to administer a grant program which would bring residential facilities for
adult mentally ill persons up to state licensing standards. These facili-
ties are commonly referred to as Rule 36 facilities, after the applicable
Department of Human Services licensing rule. The grant program, known
as Rule 12, established a funding mechanism to ensure that previously
unlicensed facilities could comply with the standards of Rule 36.

County boards apply to the Department of Human Services for Rule 12 funds
by providing a budget and program plan for each eligible facility. Awards
are based on compliance with the rule, the reasonableness of projected
costs, and the availability of funds. Payments are.made to the counties
on a quarterly basis, -and are adjusted to reflect actual direct service
expenditures. The state grant cannot exceed 75 percent of the total new
costs, and may only be used to pay for direct program services required by
Rule 36. The 25 percent county match may be used for non-direct service
costs required by Rule 36, such as costs for administration, renovation,
and equipment.

, 1Minnesota Rules, Parts 9520.0500-.0690.

2Minnesota Rules, Parts 9535.2000-.3000.
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In 1984 and 1985, 2,126 beds werg available in 86 licensed Rule 36
facilities throughout the state.” During 1984, Rule 12 grants funded
program costs for about one-half of these beds. 1In 1985, the Department
of Human Services awarded grants to fund an additional 524 beds in 22
facilities, bringing the total to 1,541 beds. Room and board costs are
separate, and are usually paid by General Assistance, Social Security, or
Minnesota Supplemental Aid. The department reports that the average daily
room and board rate was $17.62 in 1985. Program costs averaged $19.67 per
day.

Since 1982, the Legislature has appropriated $35.0 million for the Rule 12
grant program, of which $33.5 million dollars will be awarded to the
counties by 1987.4 We found that:

. Almost 58 percent of these funds, $19.4 million, have been
allocated to Hennepin and Ramsey Counties, with the remaining
$14.1 million distributed among other counties.

" Less than one-third of Minnesota's counties are currently
receiving funds through the Rule 12 grant program.

As shown in Table 2.1, five counties had Rule 12 funded facilities during
1982. 1In 1983 and 1984, 13 counties received funds. As appropriations
have increased, the department has expanded the program to more outstate
counties. 1In 1985, 13 outstate counties received grants for the first
time. Still, two-thirds of the counties in the state have not received
any funds through the grant program.

The department's flexibility in distributing grants has been limited in
two ways. First, existing facilities, many of which were in Hennepin and
Ramsey Counties, benefited from a statutory preference during the first
two years of the program. Second, while the department may encourage the
development of new facilities outstate, counties must acknowledge the need
and agree to provide matching funds.

The Department of Human Services reported that counties which do not have
their own Rule 36 facilities contract for services from facilities in

3This includes three Rule 36 facilities which were under de-
velopment during 1984, and 19 facilities which applied for Rule 36 1i-
censes before September 1985.

“Almost half of the remaining $1.9 million was returned to the
state's general fund. This sum was originally appropriated to upgrade
existing Rule 36 facilities, but some counties subsequently decided to
replace old facilities with new ones. The balance was used to help reduce
a deficit in the state's budget, to cover legal fees associated with the
Vickerman decree, and to help establish a new facility for mentally ill
persons who have hearing impairments.

3This includes a joint venture between Stearns and Benton
Counties.
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other counties. This means that mentally ill persons in 57 counties can-
not be served in their own communities and must travel long distances to
the nearest Rule 36 facility. For example, residents of Yellow Medicine
County must travel to Kandiyohl or Brown Counties, and residents of Roseau
County must go to Pennington or St. Louis County. While we agree that
Rule 36 facilities are not needed in each county, we do believe that the
department should consider geographic location and need when allocating
Rule 12 funds.

We found that the distribution of Rule 12 funded beds does not reflect the
distribution of population between the metropolitan and outstate areas.
Table 2.2 shows that in 1985, 63.6 percent of Rule 12 funded beds were
located in the six counties served by the state hospital at Anoka, with
the remaining beds distributed among the 8l counties served by the other
state hospitals. 1In contrast, the state's population is almost evenly
split, with one half of the population residing in the metropolitan area
served by the state hospital at Anoka, and the other half of the popula-
tion residing in the outstate areas served by the other five state hos-
pitals.

We recommend:
n The Department of Human Services should establish regional priori-

ties to ensure more even distribution of Rule 36 facilities, and
should consider these when awarding Rule 12 grants.

TABLE 2.2

1985 DISTRIBUTION OF RULE 12 BEDS
(By Hospital Catchment Area)

, Total Number Number Percentage Percentage
State Hospital ‘of Rule 36 of Rule 12 of Rule 12 of State's
Catchment Area Beds Funded Beds Funded Beds Population
Anoka 1,493 980 63.6% 47.7%
Brainerd 43 43 2.8 5.7
Fergus Falls _ 103 103 6.7 7.5
Moose Lake 199 177 11.5 10.2
St. Peter 170 122 7.9 14.9
Willmar 118 116 7.5 14.1
TOTAL 2,126 1,541 100.0% 100.0%

Source: Program Evaluation Division analysis of Department of Human Ser-
vices report, "Status of Current and Pending Mental Health
Residential Programs in Minnesota," September 1985.
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2. THE RULE 14 GRANT PROGRAM

The Community Social Services Act of 1979 included a $2.0 million appro-
priation for a new grant program to fund projects which would enable
chron%c mentally ill persons to remain and function in their own communi-
ties.” Department of Human Services Rule 14 describes the types of
programs which are eligible for the grant, explains how funds are allo-
cated to counties, and details the purposes for which these funds may be
used.

In order to be eligible for funding, a program must provide direct service
to chronic mentally ill persons in the areas of: day treatment, case
management, vocational training or employment, socialization and recrea-
tion, residential programming, or crisis intervention. County boards may
request funds for contracted services, or for services provided directly
by the county. By rule, the grant may be used to fund new or expanded
projects, but not for existing services. Ten percent of a project's total
budget must be matched with local funds.

Since 1980, the Legislature has appropriated $18.5 million for the Rule 14
grant program. During the first year of the program, 20 counties applied
for and received grants, although the programs actually served 39 counties
through cooperative ventures. As shown in Table 2.3, the same 20 counties
continued to receive funding in each of the following years, although
other counties applied for grants. The Legislature increased the Rule 14
appropriation for the 1985-87 biennium by $1.2 milliomn, with $400,000
earmarked for new demonstration projects. This increase will enable new
counties which have not received funds in the past to compete for grants.

The Department of Human Services reported that between 1980 and 1984, over
5,000 clients from 55 counties have received services in Rule 14 pro-
grams. Based on department estimates, this was about 17 percent of the
state's chronic mentally ill adult population. The department also
reported that over the years, the number of new clients has decreased,
while the number of repeat clients has increased. During 1984, almost
1,000 new clients participated in Rule 14 programs, while 300 repeat
clients received additional services. Almost one-half of all Rule 14
funds awarded during that year were used for direct services such as day
treatment, counseling and therapy, or for indirect services, which
included consultation and education.

We looked at Rule 14 awards by county to determine how funds have been
distributed throughout the state. We found:

» Five of the seven metropolitan counties have received grants, but
less than one-fifth of the outstate counties have been
recipients.

®Minnesota Rules, Parts 9535.0100-.1600
"Minnesota Department of Human Services, Report to the

Legislature: Rules 36, 12 and 14 for Adult Mentally I1l Persons. St.
Paul: Mental Health Division, January 1985.
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By rule, the department allocates funds according to the distribution of
population, with one-half the funds awarded to the seven metropolitan
counties and one-half awarded to the outstate counties. While the depart-
ment has allocated funds according to these regional priorities, we are
concerned that only 15 of the 80 eligible counties in the outstate area
have received a grant. This means that mentally ill people in other
counties must leave their communities to receive services funded through
Rule 14 grants.

State funding is necessary to encourage counties to establish community
support services. Therefore, we recommend:

" The Legislature should place a high priority on increasing funds
for the Rule 14 grant program in the next biennium. Half of the
increase should be dedicated for new community support projects
in areas without ready access to these services.

3. CONCLUSIONS

During our interviews with mental health professionals we learned that
mentally ill persons sometimes prefer to live in metropolitan areas where
they are able to maintain their anonymity, and where a broader range of
social services are available to them. However, others want to remain in
their own communities, close to their families and familiar support ser-
vices. We are concerned by the large proportion of state grants awarded
to metro-area counties, particularly Hennepin and Ramsey.

We believe that this pattern of funding has increased the concentration of
services in the metropolitan area, at the expense of outsState areas which
could benefit from these programs. It is essential that services be
developed more evenly throughout the state in order for mentally ill
persons to remain and function in their own communities.

B. COUNTY CASE MANAGEMENT

In Minnesota, counties are responsible for arranging appropriate services
for chronic and §cute1y mentally ill persons who are unable to care for
their own needs. Case management in most counties is provided directly
through the county social service agency, although some counties contract
with, or operate, the local mental health center which offers this
service.

In recent years, the role of the county case manager has gained increased
importance. The purpose of case management is to establish and maintain
links between clients and appropriate community resources, including
vocational, medical, psychological, residential, and recreational ser-

8Minn. Stat. §256E.03, subd. 2.
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vices. Staffing for case management varies considerably among counties,
partly because the state does not impose standards for staffing and case-
loads. In our interviews with county social service directors, we learned
that case management staff may range from a number of social workers, case
aides, and pre-petition screeners who work exclusively with mentally ill
persons, to a single person who divides his time among the mentally ill,
mentally retarded, and chemically dependent residents of the county.

We surveyed all county social service directors in the state to determine
how staff and caseload size vary among the 87 counties. We asked:

. How many mentally ill persons are currently receiving case
manager services?

. Do counties allocate adequate staff time for case management?

" Does caseload size vary among counties? Are caseload sizes
appropriate?
1. CLIENTS

Counties reported a total of 7,538 mentally ill persons currently receiv-
ing services from case managers. Eighty-five percent of these clients
have had direct contact with their case manager within the last three
months. '

We found that counties differ significantly in the number of mentally ill
persons they serve. As shown in Table 2.4, the number of persons reported
to be receiving case manager services ranged from a low of four clients in
Mahnomen County, to a high of 1,500 persons in Hennepin County. However,
the number of clients served in a county does not necessarily reflect the
county's population. For example, both Scott and Swift Counties reported
that they are each serving 30 clients, but the population of Scott County
is more than four times larger than the population of Swift County.
Similarly, Goodhue and Kandiyohi Counties have almost identical
populations, yet the former reports serving 59 mentally ill clients, while
the latter reports serving 100 persons.

In our follow-up discussions with county social service directors, we
learned that some of these variations may be due to differences in the way
counties define mentally ill persons. Some counties report only persons
with a primary diagnosis of mental illness, whilé others include persons
with short-term mental health problems. These variations may indicate
basic differences in how counties identify persons in need of services.

2. COUNTY CASE MANAGERS

We also found that case management resources are allocated differently in
each county. Responses to our survey show that 156.57 full-time equiva-

9Appendix A contains a copy of the survey questionnaire.
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lent staff persons are providing case management services to mentally ill
clienti in 87 counties. This includes 141 social workers and 15 case
aides. 0

As shown in Table 2.5, 49 counties have less than one full-time equivalent
person assigned to work with mentally ill persons. Staff size ranges from
.03 full-time equivalent social workers in Cottonwood County, to almost 30
full-time equivalent persons in Hennepin County. We found considerable
variation among the counties in the amount of staff time allocated for in-
dividual clients. For example, both Chisago and Otter Tail Counties have
the equivalent of one full-time staff person, yet Chisago County serves 15
clients, and Otter Tail County serves 111 persons. Similarly, both Itasca
and Kandiyohi Counties serve 100 mentally ill clients. However, Itasca
County has seven full-time equivalent staff persons, and Kandiyohi County
has 1.5 case managers.

3. CASELOAD SIZE

We found that caseload size differs significantly from county to county.
In order to compare caseloads equitably, we calculated the caseload for
one full-time equivalent caseworker in each county. We found that the
median caseload among all counties is 48 clients per caseworker. Case-
loads range in size from ten clients per case manager in Kanabec County,
to 567 clients in Cottonwood County. .

Although there is currently no state-established standard for appropriate
caseload size, the mental health professionals we interviewed recommended
caseloads of 30 clients. As shown in Table 2.5, we found that only 16
counties have case managers with average caseloads of thirty clients or
fewer. 1In contrast, case managers in three-fourths of Minnesota's
counties carry caseloads considerably larger than 30 clients.

A number of projects across the nation have demonstrated the benefits of
reducing caseloads. One example in Minnesota was the Hennepin County
Community Support Project, begun in 1978 with funds from the National
Institute of Mental Health. A 1979 evaluation of the program reported
that after one year, hospitalization rates were lower for clients re-
ceiving more intensive, specialized case management than for clients
receiving less intensive, generalized service. 1In addition, clients
receiving more intensive services throug?lthe project reported increased
satisfaction with their case management.

L00yyr analysis does not include county contracted services such
as psychologists, psychiatrists, community mental health centers, home-
makers or pre-petition screeners.

11Hennepin County, Five-Year Directional Statement and Plan
for Mental Health Services for the Adult Chronically and Seriously Men-
tally I11. Minneapolis: Department of Community Services, Mental
Health Division, August 1980,
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County case managers play a critical role in coordinating appropriate
services for mentally ill persons. If county case managers carried case-
loads closer to a standard of 30 to 40 clients, we believe that they would
be able to spend more time arranging appropriate services for each client
and following up on the delivery of these services.

The Rule 14 grant program funds services, including case management, which
enable chronic mentally ill persons to remain and function in their own
communities. In the past, some Rule 14 funds have been allocated to com-
munity support programs and other vendors who offer case management. Addi-
tional state funds are needed to encourage counties to reduce caseloads
and implement innovative case mangement practices. Therefore, we recom-
mend:

] The Legislature place a high priority on increasing Rule 14 funds
during the next biennium. Half of the increase should be dedi-
cated to improving county case management services.

We believe that additional Rule 14 funding, designated for case manage-
ment, would enable counties to improve the availability and quality of
these services for mentally ill persons.

In Chapter 3, we examine the role of county case managers in developing
aftercare plans for mentally ill patients discharged from state hospitals.
While these patients constitute only a part of a case manager's workload,
many of them have long histories of repeated hospitalization for chronic
mental illness. We will discuss the importance of county follow -up 1n
helping these patients remain in their own communities.
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TRANSITION FROM STATE HOSPITAL TO COMMUNITY
Chapter 3 |

Mental illness is a stigmatizing and poorly understood disability. 1In
both chronic and acute forms, mental illness isolates people from their
communities, impairs their independent living skills, and is difficult to
treat.

Chronic mental illness generally refers to serious impairments in
functioning which endure throughout a person's life. In most cases,
medication and outpatient support services are successful in preventing
major relapses, although many chronic patients do experience periodic
acute recurrences. Acute mental illness generally describes situa-

tions in which a person's immediate symptoms are so severe that he or she
has difficulty functioning in the community. Acute mental illness can
occur in the context of chronic illness or as isolated episodes in the
lives of otherwise healthy people.

Even though state hospital populations have declined dramatically in the
last 30 years, the state hospitals still serve about 2,500 mentally ill
people each year. During our interviews, we learned that most of these
patients are chronically ill people who enter the hospitals during a
crisis in their illness, remain for a few months, and return to the
community until the cycle begins again. :

In our study, we asked the following questions:

x Why do people enter state hospitals? How long do they stay?

" Are county case managers adequately involved in the discharge
process? .

" Are state hospital discharge practices effective and consistent?

x Do patients receive adequate community support when they leave

state hospitals?

x What is the rate of readmission? Why do people return to state
hospitals?
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We assessed the role of state hospitals and counties in serving chronic
mentally ill persons by studying records for a representative sample of
patients who were released from state hospitals in 1984. First, we exam-
ined central Department of Human Services records for 287 patients, or
about 15 percent of the 1,881 patients discharged from state hospital
mental illness programs in 1984, (We used unduplicated patient counts in
our study.) We included patients in three special programs: the Security
Hospital at St. Peter, the adolescent unit at Willmar, and the psycho-
geriatric unit at Moose Lake. We gathered general demographic data about
these patients, as well as specific information about their visits to
state hospitals. This general information on patient characteristics is
reported in Section A of this chapter.

We then visited each state hospital and further examined full medical
records for a subsample of 209 patients, or a little more than ten percent
of all patients discharged in 1984. 1In the hospital files, we looked for
detailed diagnostic, case management, and discharge information. The
survey instrument appears in Appendix B.

Table 3.1 shows the total number of patients discharged from each hospital
in 1984, as well as hospital totals for the original sample and the sub-
sample. Our findings on hospital stays, evidence of county case manage-
ment, and discharge planning are reported in Sections B, C, and D of this
chapter.

As part of each hospital visit, we also met with mental illness program
managers, medical directors, and discharge counselors. We discussed the
reasons people enter state hospitals, how long they stay, aftercare ar-
rangements, and county involvement in admissions, discharge planning, and
aftercare. ) .

Because we analyzed only a portion of the population, the data do not
necessarily describe the whole population in all instances. However, the
data are generally consistent with information reported by the Department
of Human Services, or individual hospitals.

A. GENERAL PATIENT CHARACTERISTICS

1. AGE

The patients in our sample were relatively young: the median age was 32.
Nearly 70 percent were under 40 years old, as Table 3.2 shows. They were
generally too young to have been affected by the first large-scale deinsti-
tutionalization efforts between 1957 and 1965. Only two patients were
originally admitted during that period. About 63 percent of the patients
were male and 37 percent female.
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TABLE 3.1

STATE HOSPITAL PATIENT SAMPLE
(Based on First 1984 Discharge)

Patients Patients in Patient
Hospital Discharged Sample Files Reviewed
Anoka 346 53 36
Brainerd 238 36 25
Fergus Falls , 292 45 34
Moose Lake 204 30 ’ 25
St. Peter 470 42 34
Minnesota Security? * 30 21
Willmar 331 51 34
TOTAL 1,881 287 209
PERCENT OF PATIENTS DISCHARGED 15.3% 11.1%

Source: Program Evaluation Division, October 1985.

8The state hospital billing system does not separate the open
hospital at St. Peter and the Minnesota Security Hospital.

2. PREVIOUS HOSPITALIZATION AND READMISSIONS

We identified the hospital stay that corresponded to the first 1984
discharge as the primary unit of analysis. However, we found that for
most patients, this stay was only one in a series of many visits to state
hospitals. As Table 3.3 shows, two-thirds had been treated prior to the
hospitalization we examined. About one-third of the sample had been
treated three or more times.

Table 3.4 shows that 42.9 percent of the patients discharged in 1984 were
later readmitted one or more times. The table also shows that approxi-
mately eight percent of the patients were readmitted three or more times
following the first 1984 discharge.

Table 3.5 indicates that many patients were readmitted soon after dis-
charge.

] About 21 percent of all patients came back within 90 days.l

1We counted returns from unauthorized absences after more than
a day as separate visits; the hospitals vary in how they account for
unauthorized absences.
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TABLE 3.2

AGE DISTRIBUTION OF PATIENTS

Number Percent

Age of Patients? of Patients
Under 20 27 9.4%
20-30 98 34.1
30-40 70 24 .4
40-50 42 14.6
50-65 35 12.2

65 and over _15 5.2
TOTAL 287 99.95P

MEDIAN AGE FOR SAMPLE: 32

Source: Program Evaluation Division analysis of Resident Billing System
records, Department of Human Services, Reimbursement Division,
November 1985.

8Analysis is based on a sample of 287 records for first 1984

discharge_ :
Does not add to 100.0 percent due to rounding.

TABLE 3.3

PRIOR STATE HOSPITAL VISITS

Number Number of Percent of
of Prior Visits Patients? Patients
0 96 33.4%
1-2 90 31.4
3 and over 101 35.2
TOTAL 287 100.0%

Source: Program Evaluation Division analysis of central patient records,
Department of Human Services, Residential Facilities Management
Division, November 1985.

8Analysis is based on a sample of 287 records for first 1984
discharge.
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TABLE 3.4

NUMBER OF PATIENTS READMITTED FOLLOWING FIRST 1984 DISCHARGE

Number of Patients?® Percent Readmitted
One or More Readmissions 123 42 .9%
Two or more Readmissions 56 19.5
Three or More Readmissions 22 7.7

Source: Program Evaluation Division analysis of central patient records,
Department of Human Services, Residential Facilities Management
Division, November 1985.

8analysis is based on a sample of 287 records for first 1984

discharge.
TABLE 3.5
INTERVAL BETWEEN DISCHARGE AND READMISSION

(By Days)

Number of Percent of
Days Patients?® Patients
0-90 60 20.9%
90-180 16 5.6
180-270 19 6.6
270-365 9 3.1
365 and over 19 6.6
No Readmissions

As Of October 1985 lé4 - 57.1

TOTAL 287 99.9sP

Source: Program Evaluation Division analysis of central patient records,
Department of Human Services, Residential Facilities Management
Division, November 1985.

8analysis is based on 287 records for first 1984 discharge.
Does not add to 100.0 percent due to rounding.
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People usually returned to the same hospital from visit to visit: 86.2
percent of the patients who were readmitted, returned to the hospital from
which they had been discharged.

3. TYPES OF ADMISSION

In general, there are four ways for mentally ill people to enter state
hospitals: emergency hold orders, involuntary judicial commitment,
informal or voluntary admissions, and admission for court-related
investigations.

a. Hold Orders

Under the Minnesota Commitment Act of 1982, peace or health officers may
request emergency admission at "treatment facilities," such as hospitals,
community mental health centers, or other institutions, for people whom
they believe to be mentally ill and in imminent_danger of hurting them-
selves or others if not immediately restrained. Emergency holds are
generally limited to 72 hours, exclusive of weekends and holidays. Emer-
gency holds can be extended if a petition for commitment is filed in
probate court, and if the court determines at a preliminary hearing that
there is probable cause for continuing the hold. Under certain
circumstances, the court may also initiate 72-hour holds after the
commitment process has begun.

b. Involuntary Judicial Commitment

‘Prior to ordering a commitment, the court is required to consider reason-
able alternatives such as "dismissal of petition, voluntary outpatient
care, informal admission to a treatment facility, appointment of a guard-
ian or conservator, or release." If no other altermatives appear suit-
able, the court must commit a person to "the least restrictive treatment
facility which can meet the patient's treatment needs." Within 60 to 90
days of commitment, the head of the treatment facility must submit a writ-
ten report to the court addressing the patient's condition and treatment.
If the report says that the patient does not need further institutionali-
zation, or if no report is filed, the patient is discharged. Otherwise,
the initial commitment period may extend to six months. After six months,
the court may decide that further treatment is necessary, and the commit-
ment may be continued to twelve months without a new petition.

At any point during the commitment period, the head of a treatment facil-
ity may provisionally discharge a committed person, provided that specific
requirements for aftercare plannning and review are met. Provisional
discharges are subject to revocation or extension, but may not exceed the
commitment period.

2Minn. Stat. Chapter 253B. Certain provisions are different
for patients who are mentally retarded, chemically dependent, or mentally
i1l and dangerous.
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c. Informal Admissions

The Commitment Act prefers voluntary, informal admission to involuntary
commitment and allows persons over 16 years of age to request admission to
a treatment facility for "observation, evaluation, diagnosis, care and
treatment."”  Under certain circumstances, persons under 16 years of age
may also be admitted as informal patients. According to the law, all
patients admitted informally for mental illness treatment have the right
to leave within 12 hours of their request.

d. Admission for Court-Related Investigations

Under the Minnesota Rules Of Criminal Procedure, courts may send defend-
ants to state mental hospitals or other facilities for up to 60 days in
order to determine whether they are competent to stand trial. 1In addi-

tion, courts may order mental examinations of dgfendants in conjunction

with pre-sentencing investigations and reports.

Table 3.6 shows the breakdown of admissions within these categories. We
found:

n Almost 42 percent of the patients entered the hospital as
informal admissions, while 23.3 percent of the patients were
committed to state hospitals.

In Table 3.7, admissions are reported by type and by hospital.. The state
hospital at Ano%a had by far the largest proportion of committed patients
(64.2 percent). Hospital and county staff told us that the highest
concentration of severely mentally ill people in the state is in the Twin
Cities metropolitan area. Apparently, mentally ill people are often drawn
to large urban centers for two reasons: a greater potential for anonymity
than is possible in smaller communities, and a broader range of social
services than is available elsewhere.

By comparison, the other hospitals, with the exception of the Minnesota
Security Hospital, had many more informal patients than committed. This
is in keeping with the functions that state hospitals in rural areas
typically serve. Among these hospitals, Fergus Falls stands out with 80
percent informal admissions, compared to about 60 percent for the other
hospitals. Hospital staff explained that many patients are admitted as
emergency holds and then remain in the hospital for treatment on an infor-
mal basis because there are few other resouces for crisis care available
in the region.

Eighty percent of the patients admitted to the Minmesota Security Hospital
were hospitalized for court investigations, or other court-related pur-
poses. This is consistent with the hospital's special role in diagnosing
and treating persons who are mentally ill and dangerous.

3Minnesota Rules of Criminal Procedure (1984), Rules 20, 27:

“Data provided by the hospital indicate that in 1985, 76 per-
cent of the patients were committed.
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TABLE. 3.6

TYPES OF ADMISSION

Number Percent of
of Patients?® Patients
InformalP 120 41.8%
Hold® 72 25.1
Comxnitmentd 67 23.3
Court-Related® _28 9.8
TOTAL 287 100.0%

Source: Program Evaluation Division analysis of central patient records,
Department of Human Services, Residential Facilities Management
Division, November 1985.

8Analysis is based on a sample of 287 records for first 1984
discharge,

Does not include 33 patients whose status changed to informal
from hold.

CIncludes 21 patients who were discharged from holds as well as
51 patients whose status changed to one of the other admission categories
following an initial hold. _

Includes the following commitment categories: mentally-ill;
mentally ill and dangerous, mentally ill and chemically dependent; does
not include 18 commitments preceded by holds.

®Includes the following court-related admission categories:
competency to stand trial; pre-sentencing investigation; court hold;
juvenile court order; condition of probation.

4. LENGTH OF STAY

We found:
= Patients were hospitalized for relatively short periods of time.
The median length of stay for the primary visit we examined was
65 days.

This illustrates a shift in the role of the state hospitals from long-term
care to short-term crisis treatment.

As Table 3.8 shows, 85 percent of the patients were discharged within nine
months. More than 60 percent left the hospital within 90 days. However,
lengths of stay in our sample varied considerably; four patients left on
the same day they were admitted, and seven patients were discharged after
stays exceeding five years. Two patients had been hospitalized for more
than 25 years.
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TABLE 3.8

LENGTH OF STAY

(By Days)
Number of Percent of

Days Patients? Patients
0-90 179 62.4%
90-180 50 17 .4
180-270 15 5.2
270-365 11 3.8
365 and over _32 11.1
TOTAL 287 99.9sP

MEDIAN FOR SAMPLE: 65 Days

Source: Program Evaluation Division analysis of central patient records,
Department of Human Services, Residential Facilities Management
Division, November 1985.

aAhalysis is based on a sample of 287 records for first 1984
discharge,
Does not add to  100.0 percent due to rounding.

We found that the median stay for committed patients was about five
months, or slightly less than the six-month maximum allowed by law. Pa-
tients admitted for court investigations, or for other court-related
reasons, generally stayed about two months, which is the legally specified
period for such purposes. The median stay for informal patients, however,
was only 41 days, much shorter than the period for committed patients.

The median length of stay varied from hospital to hospital. As Table 3.9
shows, the median length of stay ranged from 110 days at Anoka to 22 days
at Brainerd. The relatively long stay at Anoka is probably explained by
the high proportion of committed patients. The short stay at Brainerd may
be due to informal patients leaving the hospital voluntarily against medi-
cal advice. Hospital staff told us that this occurs regularly, and our
sample of patient records bore it out.
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TABLE 3.9
MEDIAN LENGTH OF STAY

(By Hospital)

Hospital Days
Anoka 110
Brainerd 22
Fergus Falls 39
Moose Lake 73
St. Peter 46

Minnesota Security 60
Willmar 104
TOTAL | 65

Source: Program Evaluation Division analysis of central patient records,
Department of Human Services, Residential Facilities Management
Division, November 1985.

8Analysis is based on a sample of 287 records for first 1984
discharge.

B. ADMISSION

1. PRIOR RESIDENCE

Most of the patients in our sample were admitted from their own homes. As
Table 3.10 indicates, we found "home" cited as the prior residence of 63.2
percent of the patients. This includes longstanding family units, as well
as casual living arrangements. While 5.3 percent came from Rule 36 facili-
ties, 10.5 percent came from other group living situations such as board-
ing arrangements, other state hospitals, or nursing homes.

In the last section, we saw that the state hospital stay we analyzed was
usually one in a series of hospitalizations. In analyzing individual
patient records, we found that about two-thirds of the patients had pre-
viously been admitted to community hospitals for psychiatric care, and
about one-third had been hospitalized three or more times. "About 30
percent of the patients were admitted to state institutions directly from
inpatient mental illness treatment in community hospitals.
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TABLE 3.10

PRIOR RESIDENCE OF PATIENTS

Number of Percent of

Type Cases Total Sample?
Home 132 63.2%
Rule 36P 11 5.3
Boarding Care® 11 5.3
Transfers from Other

State Hospitals 7 3.3
Nursing Home® 4 1.9
Jail 2 1.0
Community Hospitald 2 1.0
Foster Care 2 1.0
Shelter 1 .5
Other® 21 10.0
No Information _16 7.7
TOTAL 209 100.2sf

Source: Program Evaluation Division analysis of individual patient
records, Department of Human Services, November 1985,

8analysis based on 209 records for first 1984 discharge.
Includes facilities licensed under Department of Human Ser-
vices program rule governing adult residential facilities for mentally ill
people.
CDepartment of Health licensing status not verified.
Includes only individuals who had extended stays in community
hospitals.
©Includes detox center (1), homeless (2), hotels (3), and 12
residential programs which we were not able to classify.
Does not add to 100.0 percent due to rounding.

2. DIAGNOSES

We identified six major diagnostic groupings for mental illness:®

The groupings were based on the Merck Manual of Diagnosis
and Therapy, l4th edition. Rahway, N.J.: Merck Sharp & Dohme Research
Laboratories, 1982.
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a. Schizophrenic Disorders
Schizophrenic disorders are mental disorders characterized by generally
chronic disturbances of thinking, feeling, and behavior. This was the

largest diagnostig group and affected about a third of the patients, as
Table 3.11 shows.

TABLE 3.11

MENTAL ILLNESS DIAGNOSES

Type Number of Patients Percent of Total Sample?
Schizophrenic Disorder 70 33.5
Affective Disorder 46 22.0
Personality Disorder 23 11.0
Organic Brain Disorder 13 6.2
Substgnce Use Disorder 9 4.3
Other 24 11.5
Diagnosis of no mental

illness® 12 5.7
Diagnosis Deferred 5 2.4
No Information _17 3.3

209 99.9¢4

Source: Program Evaluation Division analysis of individual patient
records. Department of Human Services, Regional Treatment
- Centers.

8pnalysis based on 209 records for first 1984 discharge.
Includes adjustment disorders (8), schizo-affective disorders
(5), and 11 other diagnoses which we were unable to classify.
CIncludes eight patients admitted to the Minnesota Security
Hospital for court-related examinations.
Does not add to 100.0 percent due to rounding.

6This is the diagnostic category most clearly identified with
chronic mental illness. However, it is likely that many patients in the
other diagnostic groups also suffer from chronic mental illness. We
learned from mental health professionals that chronic mentally ill people
often exhibit different symptoms from crisis to crisis.
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b. Affective Disorders

Affective disorders are psychiatric conditions related to abnormal mood
changes, such as depression and mania. They were diagnosed in 22.0 per-
cent of the patients.

c. Personality Disorders

Personality disorders are diagnoses used to describe individuals who
display little insight into their behavioral problems and exhibit lifelong
maladjustments in dealing with other people and external events. Common
diagnostic categories include antisocial, paranoid, hysterical, and
schizoid personalities. Personality disorders affected 11.0 percent of
the patients.

d. Organic Brain Disorders

Organic brain disorders are psychological or cognitive disorders caused
by, or associated with, impaired functioning of the brain. We found this
diagnosis in 6.2 percent of the patients.

e. Substance Use Disorders

Substance use disorders describe deviant behaviors associated with drug
addiction, abuse, or withdrawal. This group included 4.3 percent of the
patients. '

f. Other

Other is a category which includes adjustment disorders, schizo-affective
disorders, and several other diagnoses which did not fit into the preced-
ing categories. As shown in Table 3.11, there were 24 patients in this
group.

As Table 3.12 indicates, 23.4 percent of the patients had a secondary
diagnosis of chemical dependency in addition to their primary mental
illness diagnosis. Thus, 27.7 percent of the patients had either a
primary or a secondary diagnosis of substance abuse.

3. COUNTY INVOLVEMENT

The Minnesota Commitment Act of 1982 requires state hospital staff and
county case managers to prepare written program plans for each patient.
By statute:

The program plan shall be devised and reviewed with the
designated agency and with the patient. The clinical record
shall reflect the program plan review. If the designated
agency or the patient does not participate in the planning
and review, the clinical record shall include reasons for
non-participation and the plans for future involvement. The
commissioner shall monitor the program plan and review pro-
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cess for regional centers to_insure compliance with the pro-
visions of this subdivision.

TABLE 3.12

SECONDARY DIAGNOSES

Percent of Total

Number of Patients Sample?
Chemical Dependency 49 23.4%
Mental Retardation 10 4.8
Other 10 4.8
No Information 140 67.0
TOTAL 209 100.0%

Source: Program Evaluation Division analysis of individual patient

records, Department of Human Services, Regional Centers, November
1985,

8Analysis based on 209 records for first 1984 discharge.
Includes strokes, seizure disorders, complicating physical
diseases, etc. ' '

We reviewed the files to determine whether county case managers were
identified at admission for both informal and committed patients. We
wanted to assess county participation in admission and treatment planning
decisions. Since hospital staff told us that they regularly notify coun-
ties of admissions, we looked for evidence of case managers being assigned
to patients by counties and appearing in hospital records within about 10
days of admission. We found that:

. Less than half of the patients had assigned county case managers
at admission.

However, the involvement of case managers varied by type of admission, as
Table 3.13 shows:

" We found that about 40 percent of the committed patients entered
state hospitals without an assigned county case manager, even
though counties are required to participate in commitment
proceedings.

7Minn. Stat. §253B.03, subd. 7; by statutory definition,
patient applies to any person who is institutionalized or committed.
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TABLE 3.13

COUNTY CASE MANAGEMENT AT ADMISSION

Patients with Named
County Case Managerb_

Admission Number of Patients

Type in Sample? Number Percent
Committed® 61 37 60.7%
Informal9 113 53 46.9
Court-Related 18 3 16.7
Hold® 17 2 11.8
TOTAL 209 95 45.5%

Source: Program Evaluation Division analysis of individual patient
records, Department of Human Services, Regional Centers, November
1985.

8pnalysis based on 209 records for first 1984 discharge.
In 114, or 54.5 percent of the cases, no information was found
to indicate county involvement.
CIncludes 15 patients whose status changed from hold.
Includes 25 patients whose status changed from hold.
®Includes only patients directly discharged from a hold; 40
patients who were admitted under hold orders but whose status later
changed are included in other categories.

More than half of the informal patients did not have county case managers
assigned at admission. This confirms the impressions of the hospital
staff and county representatives whom we interviewed, although we were
told that prior to hospitalization, many informal patients are already
receiving services from county agencies for mental illness or for other
reasons.

We found a much lower incidence of case manager involvement for court-
related admissions (16.7 percent) and for patients directly discharged
from holds (11.8 percent). The fact that patients discharged directly
from holds generally did not have case managers is consistent with the

- short length of the visit; the same is true of patients hospitalized for
court-related investigations. In addition, patients hospitalized for
court-required examinations have their admissions arranged by the court
system rather than by the social service system.
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C. DISCHARGE PLANNING

We reviewed the hospital files for a subsample of 209 patients discharged
from state hospitals in 1984 to answer the following questions about the
discharge process:

. What are the roles and responsibilities of state hospitals and
county social service agencies in discharge planning? Who else
is involved in the process?

" Do aftercare plans adequately address individual patient needs?

1. THE ROLE OF THE STATE HOSPITALS

The Minnesota Commitment Act of 1982 describes in detail the responsibili-
ties of the state hospitals in treating mentally ill persons and preparing
them for discharge. By statute, the hospital is responsible for writing a
program plan for each patient which describes the patient's problems, pre-
sents goals gor treatment, and estimates the time required for achieving
these goals.

A cursory review of the files showed evidence of goals being established
for each patient early in the course of treatment. Hospital staff record
patient progress toward achieving these goals in daily entries to the
file, and make comprehensive assessments at quarterly and annual reviews.
We also found evidence of hospital social workers meeting with county case
matagers and local service providers in preparation for patient discharge.

2. THE ROLE OF COUNTY CASE MANAGERS

The Minnesota Commitment Act of 1982 mandates county involvement in dis-
charge planning for all state hospital patients. By statute:

Prior to the date of discharge, provisional discharge or par-
tial institutionalization of any committed person, the desig-
nated agency of the county of the patient's residence, in
cooperation with the head of the treatment facility, and the
patient's physician . . . shall establish a continuing plan
of after-care services for the patient including a plan for
medical and psychiatric treatment, nursing care, vocational
assistance, and other assistance the patient needs. The
designated agency shall provide case management services,
supervise and assist the patient in finding employment, suit-
able shelter, and adequate medical and psychiatric Sreat-
ment, and aid in his readjustment to the community.

87hid.

9Minn. Stat. §253B.20, subd. 4; by statutory definition,
patient applies to any person who is institutionalized or committed.
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We reviewed the files to determine whether county case managers partici-
pate in discharge planning for both informal and committed patients and
whether there is variation among hospitals in the level of county involve-
ment.

As noted earlier, in 45 percent of all cases we found evidence of a spe-
cific county case manager being involved within ten days of patient admis-
sion to the state hospital. Sixty-two percent of the patients had a
specific case manager representing the county during the planning process
or at the final discharge meeting. However, in only 22 percent of all
cases was the same county case manager named at admission and at dis-
charge.

The involvement of county case managers during discharge planning varied
according to the patient's admission status. We found:

. Ten percent of all committed patients did not have a named county
case manager participating in discharge planning.

. About 40 percent of all informal patients did not have assigned
county case managers during discharge.

Informal patients, unlike committed patients, may refuse county case
manager services. However, our interviews indicate that this rarely
occurs, and does not account for the disparity in case manager involvement
with informal and committed patients.

As shown in Table 3.14, we also found minimal county case manager represen-
tation for patients who entered the state hospitals through the courts.
County case managers were involved in only 11.1 percent of these cases,
most of whom were patients at the Minnesota Security Hospital. These
patients are hospitalized for short-term, court-ordered evaluations, and
social service agencies are typically not involved.

Finally, we compared county participation in discharge planning at each
hospital. As Table 3.15 indicates, Fergus Falls had the highest rate of
county representation; a specific case manager was involved in 82.4 per-
cent of the discharges for that hospital. Because county case manager
involvement in discharge planning for informal patients is low, we did not
expect to find such extensive county involvement at thelsospital which had
the highest rate (85.3 percent) of informal admissions. Our findings
supported statements by administrators at Fergus Falls, who told us that
they make a concerted effort to involve counties in treatment and dis-
charge planning.

The state hospital at Anoka had the second highest rate of county represen-
tation; a case manager was named at 72.2 percent of its discharges. This
figure closely reflects the percentage of committed patients at the hos-
pital. Staff at this hospital told us that they generally make actual
discharge arrangements, which are subject to county approval.

107his figure is based on 209 records for the first 1984 dis-
charge.
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TABLE 3.14

COUNTY CASE MANAGER PARTICIPATION IN DISCHARGE PLANNING
(By Type of Admission)

Patients with Named
County Case Managerb

Admission Type Patients? Number . Percent
Informal 113 66 58.4%
Committed 61 55 90.2
Court-Related 18 2 11.1
Hold 17 _1 41.2
TOTAL 209 130  62.2%

Source: Program Evaluation Division analysis of individual patient
records, Department of Human Services, November, 1985,

8Analysis based on 209 patient records for first 1984
discharge,_

In 79 cases (37.8 percent), we found no information on county
case manager involvement during discharge planning.

The lowest rate of county case manager participation was found at
Brainerd, where the county was represented in 52 percent of all dis-
charges. Administrators at this hospital told us that they expect the
counties in their catchment area to take the lead in discharge planning,
while hospital personnel serve in an advisory capacity. Therefore, we
expected to see extensive county case manager involvement. We did not
find this to be so. However, limited county participation may be ex-
plained by the fact that 28 percent of the patients from this hospital
were discharged against medical advice and therefore had little in the way
of a formal discharge plan.

The link between state hospital staff and county case managers is critical
if patients are to make a smooth transition from the hospital back to the
community. Therefore, we recommend that all patients, regardless of
admission status, should be assigned a county case manager who is
responsible for participating in discharge plamning and follow-up on the
delivery of aftercare services.

45



TABLE 3.15

COUNTY CASE MANAGER PARTICIPATION IN DISCHARGE PLANNING
(By Hospital)

Patients with Named
MyMge_rh

Hospital Patients? Number Percent
Anoka 36 26 72.2%
Brainerd 25 13 52.0
Fergus Falls 34 28 82.4
Moose Lake 25 16 64.0
St. Peter 34 22 64.7
Minnesota Security 21 3 14.3
Willmar _34 _22 64.7
TOTAL 209 130 62.2%

Source: Program Evaluation Division analysis of individual patient
records, Department of Human Services, November 1985,

8Analysis based on 209 patient records for first 1984
discharge,
In 79 cases (37.8 percent), we found no information on county
case manager involvement during discharge planning.

3. THE ROLE OF FAMILY AND OTHERS

We reviewed the discharge plans for evidence of involvement by family,
residential providers, or others. We found that:

s - .:More: than half of all patients had no additional persons
involved.

Only 26 percent of patients had a family member participating in discharge
planning. Another 18 percent of the patients had a friend, spiritual
advisor, Division of Vocational Rehabilitation counselor, physician, resi-
dential program or court representative involved in discharge planning.

In our interviews with hospital staff, we were told that many mentally ill
persons function alone without the support of family or other concerned
persons. We found this to be true for more than half of the patients in
our sample.
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4. DISCHARGE DESTINATIONS

We examined discharge plans for information about patient destinations
when they leave state hospitals to determine whether committed and
informal patients are discharged to the same types of places, and whether
destinations vary by hospital.

We found that:

" The largest group of patients, 34.4 percent, were discharged to
"home, "- which includes both family situations and a wide range of
casual living arrangements.

As shown in Table 3.16, the second largest group, 23.4 percent, were dis-
charged to other group living arrangements, most of which are not specifi-
cally licensed to serve mentally ill persons. These include: nursing
homes, other state and community hospitals, foster care, board and care
facilities, and halfway houses. Less than one-sixth of the patients were
discharged to Rule 36 facilities.

TABLE 3.16

DISCHARGE DESTINATIONS FOR PATIENTS LEAVING STATE HOSPITALS IN 1984

Type Number of Patients? " Percent
Home 72 34 4%
Rule 36 FacilityP 32 15.3
Court or Jail 23 11.0
Other Group Living

Arrangements® 49 23.4
Discharged Against '

Medical Advice 21 10.1
No Information 12 5.7
TOTAL 209 99.93¢

Source: Program Evaluation Division analysis of individual patient
records, Department of Human Services, November 1985.

ZAnalysis based on 209 patient records for first 1984 discharge.
Includes. facilities licensed under Department of Human Services
program rule governing residential facilities for mentally ill persons.
€Includes board and care facilities, foster care, other hos-
pitals, nursing homes, halfway houses, hotels and ICFs-MR.
In 12 of the cases, there was no information included in the
. file regarding a discharge destination, although the patient was formally
discharged by the hospital.
©Total does not equal 100.0 percent due to rounding.
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An additional 15.8 percent of the patients had no discharge destination
specified in their files. However, only a few of these patients were
granted a formal discharge. The rest left against medica}ladvice before
an appropriate discharge destination could be determined.

As shown in Table 3.17, we generally found similar discharge destination
patterns for all of the hospitals. The exceptions were: a higher than
average rate of discharge to home at Brainerd (52.0 percent), and at
Fergus Falls (50.0 percent); a higher than average rate of discharge to
Rule 36 facilities at Moose Lake (36.0 percent) and at Anoka (22.2 per-
cent). The Minnesota Security Hospital was unique in discharging about
95.2 percent of its patients to court or jail. We also found no discharge
destination for 19.4 percent of the patients at Anoka, although these
patients were formally discharged by the hospital.

As shown in Table 3.18, we found that the type of admission usually did
not affect discharge destination. However, we did note that 29.5 percent
of the committed patients were discharged to Rule 36 facilities, compared
to only 11.5 percent of informal patients.

5. AFTERCARE PLANS

We examined discharge plans to determine whether vocational, social and
medical needs of individual patients were addressed adequately. We also
looked for evidence of family involvement in discharge planning, and for
documentation that persons oizagencies would be monitoring the patient's
medications after discharge. We found:

. Patient aftercare plans generally did not include recommendations
for community support services, such as vocational programs, day
treatment programs, or medical follow-up.

We analyzed aftercare plans for patients who were discharged to home, as
this was the destination cited most frequently in the files. Since 63
percent of the patients were admitted to state hospitals from home, it is
not surprising to find that so many patients return home upon discharge.
While a person's home may afford the opportunity for the least restrictive
and most normal lifestyle, it does not offer trained staff to follow-up on
patient progress. Therefore, we specifically asked for patients dis-
charged to home whether a family member participated in discharge plan-
ning, and whether additional community support services were built into
the discharge plans.

11A total of 23, of 11.1 percent of the patients were dis- ,
charged against medical advice. However, two of these patients were dis-
charged to home and have been included in those counts,

12Alvira B. Brands, editor, Planning for Discharge and
Follow-up Services for Mentally I11 Patients. Rockville, MD: the Health
Standards and Quality Bureau of the National Institute of Mental Health,
1979.
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TABLE 3.18
DISCHARGE DESTINATION

(Compared to Admission Status?)

Informal Commi tment Court-Related
Admissions Admissions Holds Admissions
Home 37.2% 36.1% 47.1% 0.0%
Rule 36 Facility 11.5 29.5 5.9 0.0
Court or Jail 0.9 1.6 17.6 100.0
Other Group
Living Arrangements 25.7 29.5 11.8 0.0
No Information 24.8 3.3 17.6 0.0
100.1sP 100.0% 100.0% 100.0%

Source: Program Evaluation Division analysis of individual patient
records, Department of Human Services, November 1985.

8Analysis based on 209 patient records for first 1984
discharge,

Total does not equal 100.0% due to rounding of figures.

We found no family involvement for 61.1 percent of the patients discharged
to home. We also found that in only 8.3 percent of-the plans for patients
discharged to home was the person's day given formal structure through
employment or placement at a sheltered workshop or day treatment program.
Aftercare plans for 44.4 percent of the patients discharged to home did
not include any arrangements for appropriate community support services.
The remaining cases included some reference to vocational or medical
follow-up. However, the reference was frequently a vague suggestion,
rather than naming a specific source or agency responsible for service.

Aftercare plans for patients discharged to Rule 36 facilities showed
similar gaps. In 43.8 percent of these cases, there were no recommenda-
tions for any additional support services.

In our interviews at the hospitals, we learned that, as time permits, some
hospital staff members follow patients after discharge. However, it was
not possible to measure the extent of state hospital involvement in
follow-up because there was no documentation of this in the files.

6. USE OF MEDICATIONS

Psychotropic drugs, or drugs which affect mental functioning and behavior,
are routinely prescribed in state hospitals, and are considered a normal
part of treatment for certain mental illnesses. While these drugs do not
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offer a cure, they can control certain behaviors and symptoms associated
with mental illness. 1In our interviews with hospital staff, we learned
that patients sometimes return to state hospitals because of problems
related to their medications. For example, it is not uncommon for a
patient to discontinue taking his medication because of unpleasant side
effects, or because he feels better, without understanding that he feels
better as a result of the medication. Medical directors at some of the
state hospitals told us that patients discontinue medication because of
cost, or because a private physician recommends lowering a seemingly high
dosage, which is, in fact, what the patient needs to maintain stability.

We found that:

. Fifty-six percent of the patients were discharged from state
hospitals with medications. The discharge plans for one-half of
these patients did not designate a person or agency to monitor
the use of medication after the patient returned to the
community.

We also found interesting differences in how individual hospitals use
medications. As shown in Table 3.19, Moose Lake discharged 76.0 percent
of its patients with medications. We were unable to explain why doctors
at this hospital prescribed medications to more patients than the other
hospitals. In contrast, Brainerd discharged only 40.0 percent of its
patients with medications. This may be explained by the fact that many
patients left against medical advice, before a discharge plan was com-
pleted.. Almost all patients at the Minnesota Security Hospital were )
discharged without drugs, which is explained by the fact that these pa-
tients were hospitalized for court-related evaluations, rather than for
actual treatment of mental illness. i

D. READMISSION

In recent years, patient stays have become shorter, readmission rates have
increased, and the interval between visits has decreased. As we discussed
earlier in this chapter, about two-thirds of the patients discharged from

state hospitals in 1984 had been treated at a state hospital prior to the

visit we examined. One-fourth of the patients returned within six months

of discharge for additional treatment. We asked:

n Do patients return to state hospitals for additional treatment of
the same illnesses or because of different illnesses?

» How do state hospitals plan for discharge and follow-up during
subsequent visits? '

- Is there continuity in county case management for patients with
multiple admissions to state hospitals?
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TABLE 3.19
PATIENTS DISCHARGED WITH MEDICATIONS

(By Hospital)

Patients Discharggd
With Medication”

Hospital Patien_tsa Number Percent
Anoka 36 26 72.2%
Brainerd 25 10 40.0
Fergus Falls 34 22 64.7
Moose Lake 25 19 76.0
St. Peter 34 19 55.9
Minnesota Security 21 1 4.8
Willmar 34 _20 58.8
TOTAL : 209 117 56.0%

Source: Program Evaluation Division analysis of individual patient
records, Department of Human Services, November 1985.

8Analysis based on 209 patient records for first 1984 dis-
charge. ~
In 92 of the cases (44.0 percent), patients were discharged
without medications, or there was no documentation of medications being
prescribed in the file.

1. PATIENT DIAGNOSES

We found that readmission rates for state hospitals are high. About 43
percent of mentally ill patients discharged in 1984 were readmitted to
state hospitals at least once, and 19.5 percent were readmitted a second
time. In most cases, patients returned because of a recurrence of the
same illness.

We compared the patient diagnosis for the first visit with the diagnosis
at readmission. As shown in Table 3.20, in about two-thirds of the cases,
the patient diagnosis was the same at the first readmission as it had been
for the previous visit. The diagnoses for the two visits were different
in 15.9 percent of the cases. In the remaining 18.3 percent of the cases,
we were unable to find a diagnosis documented in the files for one or both
visits, or we found a notation indicating that the diagnosis had been
deferred. -
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TABLE 3.20

DIAGNOSIS FOR FIRST AND SECOND READMISSION
(Compared to Diagnosis for First 1984 Discharge)

First Readmission® Second Readmissionb
Same Diagnosis 65.9% 48.5%
Different Diagnosis 15.9 9.1
No Diagnosis .
or Diagnosis Deferred _18.3 42 .4
TOTAL 100.18° 100.0%

Source: Program Evaluation Division analysis of individual patient
records, Department of Human Services, November 1985.

8Analysis based on 82 records for patients with at least one
readmission following first 1984 discharge.

Analysis based on 33 records for patients with a second read-
mission following first 1984 discharge.

CFigure does not total 100.0% due to rounding.

We were not surprised to find a high percentage of patients readmitted for
further treatment of the same illnesses. Because many mental illnesses
are chronic, it is likely that many patients will return for recurrences
of the same symptoms and behaviors which caused earlier hospitalizations.

2. DISCHARGE DESTINATIONS

We found that the distribution of patients by discharge destination re-
mained constant for each visit. As shown in Table 3.21, 26.8 percent of
the patients were discharged to their homes. Almost 40 percent were dis-
charged to some type of group living arrangement, and 15 percent left
against medical advice before an appropriate discharge destination could
be determined. Over one-fourth of the patients with at least one readmis-
sion were dischigged to the same location as was recorded for the first
1984 discharge.

13e have not reported a comparable analysis for patients with
a second readmission, as only 1l of these patients had a discharge desti-
nation documented in their files.
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TABLE 3.21

DISCHARGE DESTINATIONS FOLLOWING FIRST AND SECOND READMISSIONS

First Readmission? Second ReadmissionP
Home 26.8% 15.2%
Group Living
Arrangements® 39.2 18.2
Discharged Against :
Medical Advice 14.6 21.2
Patient Still
_ Hospitalizedd 9.8 24.2
- No Information 9.8 21.2
100.2s° 100.0%

Source: Program Evaluation Division analysis of individual patient
records, Department of Human Services, November 1985.

8analysis based on 82 records for patients with at least one
readmission following first 1984 discharge.
Analysis based on 33 records for patients w1th a second
readm1551on following first 1984 discharge.
€Includes other hospitals, nur51ng homes, board and care homes,
Rule 36 facilities and jail.
Patient was still hospitalized as of 0ctober 1985.
€Figure does not equal 100.0% due to rounding.

With each successive visit, we found it increasingly difficult to locate
information in the files about discharge destinations. This information
was not available for six percent of the first 1984 discharges, for ten
percent of the first readmissions, and for 21 percent of the second
readmissions.

3. AFTERCARE PLANNING
We found:
. Seventy percent of all patients discharged from a first readmis-

sion had no recommendations for follow-&g care or community sup-
port services in their aftercare plans.

14Figures for patients with a second readmission are skewed by
the eight patients who are still hospitalized.
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Six percent of the patients were sent to sheltered workshops for voca-
tional programs, and 12 percent of the patients were referred to community
mental health centers for follow-up. A few files included vague refer-
ences to some type of follow-up care. We also found that medications were
recommended for 57 percent of the patients discharged from a first readmis-
sion. However, for over half of these patients, we did not find an indi-
vidual or agency designated to monitor the use of medication.

In reviewing aftercare plans for patients with second readmissions we
found that none of these patients were referred to community support ser-
vices for follow-up.

4. COUNTY CASE MANAGER INVOLVEMENT

We reviewed the files to determine whether county case managers named at
the first 1984 discharge were still involved with patients at subsequent
hospitalizations. We found a lack of continuity: most mentally ill pa-
tients with repeated hospitalizations during the past two years did not
have the same county case manager involved throughout that time. We

further found that it became increasingly difficult to find any evidence
of county case manager involvement with each successive hospitalization.

As shown in Table 3.22, 62.2 percent of patients who were readmitted at
least once did not have a county case manager named at one or both visits.
Twenty-seven percent of the patients had the same county case manager
involved at both visits, and 1l percent of the patients had a different
county case manager for each visit.

Table 3.22 also compares county case manager involvement at the first 1984
discharge and the second readmission. As indicated in the table, 75.8
percent of the patients did not have a county case manager named at one or
both visits, 18.2 percent had the same case manager throughout, and 6.1
percent of the patients had different case managers for each visit.

5. HOSPITAL AND COUNTY ROLES
We found:

] Discharge planning for patients becomes progressively less
detailed with each successive hospitalization.

. Continuity in county case manager involvement decreases with
successive hospitalizations.

The patients in our study had long histories of mental illness, with
repeated hospitalizations documented in their files. However, we found
that patient aftercare plans contained progressively less information as
the number of hospitalizations increased. If chronic mentally ill pa-
tients are to succeed in the community, their discharge planning must be
done thoughtfully and with attention to detail. State hospital staff and
county case managers have a responsibility to prepare these plans and
document them in patient files with equal care for every hospitalization.
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TABLE 3.22

COUNTY CASE MANAGER FOR FIRST AND SECOND READMISSION
(Compared to Case Manager for First 1984 Discharge)

First Readmission? Second Readmissionb
Same Case Manager 26.8% 18.2%
Different Case
Manager 11.0 6.1
Case Manager Not
Named at One or
Both Visits 62.2 . 75.8

TOTAL 100.0% 100.1s°¢

Source: Program Evaluation Division analysis of individual patient
records, Department of Human Services, November 1985,

2Analysis based on 82 records for patients with at least one
readmission following first 1984 discharge.

Analysis based on 33 records for patients with a second
readmission following first 1984 discharge.

CFigure does not total 100.0% due to rounding.
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CONCLUSIONS AND RECOMNIE‘NDATIONS
Chapter 4

The data in this report show that mental illness programs at state hos-
pitals sexrve a large number of repeat patients with lengthy histories
of state and community hospitalizationsy Many patients leave state
hospital mental illness programs at high risk of returning--because of
their illnesses, because of gaps in discharge planning, and because of
limited participation of county case managers and family in care after
discharge.

To summarize, we found:

= About two-thirds of all patients had been admitted to a state
hospital at least once in the past for psychiatric care.

" Approximately two-thirds of the patients whose files we examined
had also been hospitalized in community facilities for treatment
of mental illness.

= About 21 percent of all patients were readmitted to state
. hospitals within 90 days of the visit we examined.

We believe that the data reflect a serious breakdown in the system of care
for chronic mentally ill people. Although we acknowledge that mental
illness is difficult for the public to accept and for professionals to
treat, we believe that the state can and should be doing more to ensure
that patients leave the hospitals with comprehensive discharge plans and
active support from county case managers.

Discharge planning is a critical factor in reducing readmissions, because
it is the element of inpatient treatment that links hospital care and

follow-up support in the community. However, we found that:

" More than half of the patients were discharged without any evi-
dence of follow-up support from family or others.

] Almost 40 percent of the patients had no evidence of county case
managers participating in discharge planning.
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The absence of family and soclal service support is particularly signifi-
cant in light of the fact that:

] More than half of all patients were discharged with medications.
The discharge plans for half of these patients did not designate
a person or agency to monitor the use of medication after the
patient returned to the community.

n About one-third were discharged to "home," in most cases, without
specific arrangements for community follow-up services.

Furthermore, the aftercare plans we found in the files were progressively
less detailed for each subsequent state hospital visit. This suggests
that neither the hospitals nor the counties pay as much attention to dis-
charge planning and case management for patients with an established
pattern of readmissions.

Our research was not intended to document gaps in case management and
community support services in particular counties. However, in inter-
viewing hospital, county, and community representatives, we learned about
problems in the availability of these services throughout the state. We
were not surprised to find gaps in county case management for state hos-
pital patients. Our survey of county caseloads for mentally ill people
suggests that caseworkers generally carry high loads.

" According to our analysis, the statewide median is one full-time
county case worker for 48 clients. Mental health professionals
generally recommend 30 to 40 clients per case worker.

In interviewing hospital, county and community representatives, we also
learned about problems and gaps throughout the state in the availability
of residential programs and community support services for mentally ill
people. In analyzing the distribution of Rule 12 and Rule 14 grants for
community residential support services, we found that:

a About 64 percent of all beds funded by Rule 12 are concentrated
in six metropolitan counties which contain about 50 percent of
the state's population. In 57 counties, mentally ill persons
must travel considerable distances to the nearest residential
facility with a Rule 36 program license.

x Five of the seven metropolitan counties have received Rule 14
community support grants, but less than one-fifth of the outstate
counties have been recipients.

The Department of Human Services has awarded a high proportion of Rule 12
and 14 grants to the metropolitan area. This has led to an over-concentra-
tion of services for mentally ill people in one region of the state.

These awards should be distributed more evenly in order for mentally ill
people to remain and function in their own communities.

We believe that gaps in the availability of services have a definite, but
unmeasurable, impact on the frequency and number of readmissions to state
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hospitals. They also severely limit the discharge planning options avail-
able to hospital and county staff. Therefore, we believe that steps must
be taken to improve the availability and quality of support services that
chronic mentally ill patients receive when they leave state hospitals.

In particular, we think that many counties need to devote additional staff
to case management and to discharge planning for state hospital patients.
One state mechanism which exists to fund such efforts is the Rule 14 grant
program. However, we found little evidence that the Department of Human
Services considers the role of these services in preventing admissions and
readmissions to state hospitals. We recommend that:

. The hospitals and counties should focus discharge planning on
community support services and residential arrangements which
would enable patients to remain in the community. Where needed
services are not available, the gaps should be documented, and
the Department of Human Services should use this information to
target the Rule 12 and 14 grant programs accordingly.

" The Legislature should place a high priority on increasing the
funds for the Rule 14 grant program in the next biennium. Half
of the increase should be dedicated to innovative case management
projects. The other half should be earmarked for new community
support projects in outstate communities without ready access to
these services.

n The Department of Human Services should establish regional pri-
orities to ensure a more even distribution of Rule 36 facilities,
and should consider these priorities when awarding Rule 12
grants, )

Because we found significant gaps and variations in discharge planning at
state hospitals, we also recommend that:

" The Department of Human Services should review discharge planning
procedures at all hospitals, and should develop minimum system-
wide standards for the content of discharge plans.

= The Department of Human Services should place strong emphasis on
discharge planning when it conducts quality assurance reviews of
the hospitals.

= The Department of Human Services should develop a program to
educate hospital and county staff about the community support
services available in a region which could be helpful in
maintaining patients in the community and in diverting potential
readmissions.

s The Department of Human Services should establish consistent
recordkeeping procedures for discharge planning and patlent
follow-up at all hospitals.

As we indicated earlier, the Minnesota Commitment Act of 1982 specifically

requires county case management for patients committed to state hospitals.
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We recognize, however, that the Department of Human Services and indi-
vidual state hospitals have no power to enforce this provision of the law.

] About 10 percent of the committed patients in our sample did not
have a named county case manager participating in discharge
planning.

The Commitment Act also requires county involvement in discharge planning
for informal patients, but we found that:

a About 40 percent of the informal patients left state hospitals
without a named county case manager.

However, we did find a high rate of county case manager involvement with
informal patients at Fergus Falls. This suggests that hospitals and
counties could be doing a much better job of coordinating follow-up for
all patients, but in particular, for informal patients. We think that
the Department of Human Services should play a leadership role in solving
this problem. Accordingly, we recommend that:

= The Legislature should direct the Department of Human Services to
establish a task force made up of state, county, and community
representatives to examine and recommend ways of improving the
coordination of discharge planning between state hospitals and
counties. The task force should consider changes in law and
hospital procedure. '

We believe that such a task force should examine a variety of alterna-
tives, including changes in the Commitment Act relating to case management
for informal patients, better hospital procedures for involving counties
in discharge planning, possible hospital involvement in providing follow-
up services, and ways to support stronger and more innovative case manage-
ment. We further recommend that:

n The Department of Human Services should report to the Legislature
annually on the availability and quality of case management
services provided by counties for mentally ill people.

Our recommendations are intended to help maintain mentally ill people in
their communities and to avoid admissions to state hospitals. Neverthe-
less, despite efforts to shift the focus of care for mentally ill people
away from institutions and into the community, we generally conclude that:

a State hospitals continue to play an important role in providing
care for mentally ill persons in Minnesota.

The role of state hospitals is different than it was 30 years ago when
public institutions served large numbers of people on a long-term basis.
Today, the primary role of the hospitals is to provide crisis care for
people experiencing acute episodes of mental illness.

Each hospital has a clear identity. Some hospitals offer special state-
wide programs, while others have distinctive patient populations. 1In

60



general, these differences reflect and complement the type and availabil-
ity of mental illness treatment services in the surrounding communities.

Without question, major changes will be required in hospital and community
programs before the state can adequately fulfill its responsibilities to
mentally ill people. Some changes will require greater public awareness
of mental illness, and therefore, are likely to take years to bring about.
In this report, we focused on practical changes in the state hospital
discharge process which we think will result in improved hospital and
community services for all mentally ill people.
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APPENDIX A

SURVEY OF COUNTY CASE MANAGEMENT FOR MENTALLY ILL PERSONS

OFFICE OF THE LEGISLATIVE AUDITOR
PROGRAM EVALUATION DIVISION

NAME OF RESPONDENT: i : PHONE:

1. What is the total number of persons who are currently receiving case
worker services from your agency for reasons of mental illness?

2. How many of these persons had direct contact with a county case worker
during the past three months?

3. What is the full-time equivalent of case workers with responsibilities
for mentally ill persons? (For example, if a case worker spends half
of his/her time with mentally retarded clients, and the other half
with mentally ill clients, that would be 0.5 FTE.)
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APPENDIX B

DATA COLLECTED FROM CENTRAL PATIENT RECORDS

AND INDIVIDUAL PATIENT FILES

CONFIDENTIAL DATA
Office of the Legislative Auditor
State Hospital MI Patient Sample, FY 1984

O oo W

10.
12.
13.
14,
15.
- 16.
17.
18.
19.
20.
21.
22.

24,
26.
27.
28.
29.
30.
31.
32.
33.
34.
36.
37.

39.
40.
41.

IDENTIFIER FIELDS

Type of Admission
Name of County Case Manager,

. Name 2. Welfare ID Number
. Date of Birth

County of Residence 5. Hospital
. Type of Discharge 7. Date of Discharge
. Date of Provisional Discharge

Sex

ADMISSION FIELDS
Hold Date 11. Admission Date

County
Number of Prior State Hospital Visits
Name of Last State Hospital Visited

Number of Prior Community Hospital Visits
Type of Residence Prior to Admission

Name of Residential Program
Admission from Community Hospital_-
Mental Illness Diagnosis

Other Disabilities

DISCHARGE FIELDS

Date of Last Discharge Meeting 25. County notified

Name of County Case Manager

County
Family or Others involved

Discharge Destination
Name of Residential Program

County of Residential Program
Discharged to Home
Type of Community Support Program

Name of Community Support Program

Medication
Other Follow-up

35. County

PROVISIONAL DISCHARGE FIELDS

Date Provisional Discharge Revoked
Date Provisional Discharge Extended
Date Provisional Discharge Made Permanent
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43,
46.
47.
48.
49.
50.
51.
52.
54.
55.
56.
58.
59.
60.
62.
63.

65.
68.
69.
70.
71.
72.
73.
74.
76.
77.
78.
80.
81.
82.
84.
85.

87.
88.

FIRST READMISSION FIELDS

Date 44, Type 45. Hospital

Mental Illness Diagnosis

Residence Prior to Admission
Name of Residential Program

Admitted From Community Hospital
Name of County Case Manager
County

Date of Discharge 53. Type of Discharge

County Notified
Discharge Destination

Name of Residential Program 57.

Discharged to Home
Type of Community Support Program

County

Name of Community Support Program 61. County

Medication
Other Follow-up

SECOND READMISSION FIELDS

Date 66. Type 67. Hospital

Mental Illness Diagnosis
Residence Prior to Admission
Name of Residential Program

Admitted From Community Hospital
Name of County Case Manager
County -
Date of Discharge 75. Type of Discharge

County Notified
Discharge Destination

Name of Residential Program 79.

Discharged to Home
Type of Community Support Program

County

Name of Community Support Program 83. County

Medication
Other Follow-up

OTHER READMISSION FIELDS

Number of Subsequent Readmission
Names of State Hospitals Visited

NOTES:
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STUDIES OF THE PROGRAM EVALUATION DIVISION

Final reports and staff papers from the following studies can be obtained
from the Program Evaluation Division, 122 Veterans Service Building, Saint
Paul, Minnesota 55155, 612/296-4708.

1977
1. Regulation and Control of Human Service Facilities
2. Minnesota Housing Finance Agency
3. Federal Aids Coordination
1978
4. Unemployment Compensation
5. State Board of Investment: Investment Performance
6. Department of Revenue: Assessment/Sales Ratio Studies
7. Department of Personnel
1979

8. State-sponsored Chemical Dependency Programs
9. Minnesota's Agricultural Commodities Promotion Councils
10. Liquor Control
11. Department of Public Service
12. Department of Economic Security, Preliminary Report
13. Nursing Home Rates
14. Department of Personmnel: Follow-up Study

1980 .
15. Board of Electricity
16. Twin Cities Metropolitan Transit Commission
17. Information Services Bureau
18. Department of Economic Security
19. Statewide Bicycle Registration Program
20. State Arts Board: Individual Artists Grants Program

1981

21. Department of Human Rights

22. Hospital Regulation

23. Department of Public Welfare's Regulation of Residential
Facilities for the Mentally Ill

24, State Designer Selection Board

25. CGorporate Income Tax Processing

26. Computer Support for Tax Processing

27. State-sponsored Chemical Dependency Programs: Follow-up Study

28. Construction Cost Overrun at the Minnesota Correctional Facil-
ity - Oak Park Heights

29. 1Individual Income Tax Processing and Auditing

30. State Office Space Management and Leasing
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1982

31.
32.
33.
34.
35.
36.

1983

37.
38.

39.
40.
41.
42.

1984

43,

44,
45,
46.
47.

1985

48,
49,
50.
51.
52.
53.
54.

1986

55.
56.
57.
58.

Procurement Set-Asides

State Timber Sales
*Department of Education Information System

State Purchasing

Fire Safety in Residential Facilities for Disabled Persons
State Mineral Leasing

Direct Property Tax Relief Programs
*Post-Secondary Vocational Education at Minnesota's Area Voca-
tional-Technical Institutes
*Community Residential Programs for Mentally Retarded Persons
State Land Acquisition and Disposal '
The State Land Exchange Program
Department of Human Rights: Follow-up Study

*Minnesota Braille and Sight-Saving School and Minnesota School
for the Deaf
The Administration of Minnesota's Medical Assistance Program
*Special Education
*Sheltered Employment Programs
State Human Service Block Grants

Energy Assistance and Weatherization
Highway Maintenance
_ Metropolitan Council
"Economic Development .
Post Secondary Vocational Education: Follow-Up Study
County State Aid Highway System
Procurement Set-Asides: Follow-Up Study

Insurance Regulation

Tax Increment Financing

Fish Management

Deinstitutionalization of Mentally Ill People
Deinstitutionalization of Mentally Retarded People (in progress)
Public Employee Pensions (in progress)

*These reports are also available through the U.S. Department of

Education ERIC Clearinghouse.

70





