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Problem Statement
In 2013, the Louisiana State University Board
of Supervisors approved a plan to close Huey
P. Long Medical Center (HPLMC) in Rapides
Parish, Louisiana, one of the ten public
hospitals in Louisiana created to provide care
to the indigent since 1936 (Becker’s Hospital
Review 2013). In 2012, Congress reduced
Medicaid spending in Louisiana by $523
million dollars
(Public Affairs Research
Council, 2013). In response, the state of
Louisiana chose to apply $329 million dollars
in spending cuts to the Louisiana public
hospital system forcing the closure of HPLMC
in Rapides Parish, Louisiana, as a public
hospital, and the creation of a public private
partnership between the state of Louisiana
and two private hospitals, Rapides Regional
Medical Center (RRMC) and Christus St.
Frances Cabrini Hospital (Cabrini), to provide
a system of safety net services for the poor
and uninsured (PAR, 2013).
RRMC and
Cabrini agreed to take on direct inpatient and
emergency care loads from HPLMC (BHR,
2013).
Many individuals with mental illness
or substance abuse disorders in the area
served by HPLMC often sought nonemergency primary care services in the
Emergency Department (ED) of HPLMC
because they did not have private insurance
or Medicaid and could not afford to pay for
services (Hood, 2009). Serious mental
illnesses
include:
major
depression,
schizophrenia, and bipolar disorder, and
other mental disorders that cause serious
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impairment (Pearson, Janz, & Ali, 2013).
Additionally, many individuals in the area
served by HPLMC have co-occurring
substance abuse disorders (Pearson et al.,
2013).

After the closure of HPLMC and the
reduction in community-based mental health
services, hospital leadership at RRMC became
concerned that the number of patients
admitted via physician emergency certificate
(PEC) in mental health crisis would increase,
thereby reducing the quality of services
provided to those patients and others in the
ED. In Louisiana, any physician, psychiatric
mental health nurse practitioner or
psychologist may execute an emergency
certificate, after an actual examination of a
person alleged to be mentally ill or suffering
from a substance abuse disorder. The person
must be deemed in need of immediate care
and treatment in a treatment facility, by an
examining physician, psychiatric mental
health nurse practitioner or psychologist,
who determines the person to be dangerous
to self or others or to be gravely disabled (La.
R.S. 28:53, et seq). The certificate shall last for
a period of seventy-two (72) hours (La. R.S.
28:53, et seq).
After the emergency
certificate is issued, the patient may be
admitted and detained at a treatment facility
for observation for a period not to exceed
fifteen (15) days. The patient can be held for
an additional fifteen-day period, only if a
second emergency certificate is executed (La.
R.S. 28:53, et. seq).
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Ideally, if the patient is deemed to
meet the criteria for a physician emergency
certificate (PEC), as defined by the statute,
the patient is held for seventy-two (72) hours
in a hospital until the patient is stabilized or
is discharged to an inpatient facility for
further observation and treatment or
referred to outpatient services. However, in
reality, because of the lack of outpatient
resources in central Louisiana and the
statewide shortage of inpatient beds in
Louisiana, many patients are discharged after
the PEC period, only to return to the
emergency department in mental health crisis
(Hood, 2009).
Purpose
In 2013, mental health was identified
as one of the top five health priorities in
Rapides Parish, Louisiana, by focus groups
because of the lack of mental healthcare
providers in the area, the lack of inpatient
mental health beds, the overutilization of ED
services for patients in mental health crisis,
and the lack of community-based services for
mental and behavioral health disorders.
Rapides Parish is designated as a Health
Professional Shortage Area (HPSA) in mental
health services and is characterized by high
poverty and a large elderly population.

Many patients in mental or behavioral
health crisis, particularly the indigent and the
homeless, utilize area EDs because there are
few, if any, available resources, to access
treatment and medication in the community.
To date, there has been very little information
provided about this patient population or the
factors that have contributed to the current
state of mental health care in the community.
The purpose of this study is conduct a
community needs assessment of the mental
and behavioral health care needs of Rapides
Parish for patients in immediate mental
health crisis and to examine the current
practices in the community in order to
recommend areas of improvement.
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The objective of this CNA is to
improve access to community-based mental
health services for patients in mental health
crisis, who otherwise would seek treatment
in the ED of RRMC. Included in this study are
also the findings of a community health needs
assessment (CNA) done in by RRMC, in
collaboration with the Rapides Foundation,
detailing the overall community health of
Rapides Parish, Louisiana. This assessment
will evaluate the following:
•

•
•

•

The demographics of the population
in mental health crisis seeking
services in the ED of RRMC
The current state of mental health
services in the area serviced by RRMC

National best practice, communitybased models for the treatment of
individuals in mental or behavioral
health crisis

Recommendations for evidence-based
models that can be replicated in the
RRMC service area.

With this data, the community can, hopefully,
map out a course of action to make positive
and sustainable change in the provision of
community-based services those in mental
health crisis.

Mental Health in Louisiana
According to Mental Health of
America (MHA), Louisiana is one of four
states in the country with the highest
prevalence of mental illness and the lowest
rates of access to care (Nguyen & Counts,
2015). Over 19.28% of adults 18 and older in
Louisiana or 649,000 people suffer from “any
form of mental illness,” compared to 18.19%
nationally (Nguyen, et al, 2015). Over
285,000 people or 8.48% of adults in the
state, compared to 8.46% nationally, are
dependent on or abuse illicit drugs or alcohol
(Nguyen, et al, 2015).
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The highest percentages of uninsured
adults with mental illness are in the Southern
and Western states (Nguyen, etal, 2015).
Louisiana ranks number 40 among the 50
states in the number of uninsured adults with
any mental illness (Nguyen, et al, 2015). In
addition to economic barriers to access,
Louisianans are faced with barriers resulting
from a lack of mental health providers as
well. The state is ranked number 45 out of 50
for its lack of mental health provider
workforce availability (Nguyen, et al, 2015).
Nationally, in 2015, there was a ratio of 250
providers to every 1 person in the population
(MHA, 2016). In Louisiana, however, the
ratio was 859 citizens for every one mental
health provider in the state (MHA, 2016).
This means that there is almost four times
less access for individuals in Louisiana who
need mental health treatment, when
compared to the national average (MHA,
2016). Consequently, people with chronic
mental illness frequently are forced to seek
non-emergency primary care services in
emergency rooms throughout the state
because they do not have private insurance or
Medicaid coverage and cannot afford to pay
for services (Hood, 2009).
Uncoordinated system of care
To add to the problems associated
with accessing mental health treatment in
Louisiana, the delivery of behavioral health
services in the state is usually separate and
uncoordinated from the broader health care
delivery system
(AHA, 2012).
This
fragmentation of care can often compromise
the quality of care and clinical outcomes for
patients with co-morbid behavioral and
physical health conditions (AHA, 2012).
Unlike the rest of the country in the last 50
years, which was moving towards a
community-based model of rehabilitation and
recovery in outpatient settings, Louisiana
followed a much different path. Prior to
Hurricane Katrina in 2005, the state did not
close any of its long-term mental hospital
facilities (Hood, 2009). Counter to the trend
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in other states, Louisiana actually expanded
the number of state psychiatric institutions
from five to six in the mid-1980’s (Hood,
2009).

Cost of mental health treatment
The most striking difference between
Louisiana and most other states is the high
level of spending for state mental hospitals
that provide intermediate to long-term
inpatient care (Hood, 2009). According to
data provided by the National Association of
State Mental Health Program Directors
(NASMHPD), national spending on mental
health services in 2006 included 28% for
state mental hospitals and 70% for
community-based services (Hood, 2009).
However, in Louisiana, the spending
distribution in 2006 was 56% for mental
hospitals (which was second highest in the
U.S.) and 30% for state community-based
care (which was the worst in the U.S.) (Hood,
2009). At the time, per capita Louisiana spent
$18.57 on community-based care, compared
to $72.97 spent per capita nationally (Hood,
2009). Louisiana was also an outlier when it
came to program costs and administration
(Hood, 2009). The national average for
administrative costs at the time was $2.14
per capita, but Louisiana ranked at four times
the national average of $8.01 spending per
capita (Hood, 2009).
In 2009, during another fiscal crisis,
the Louisiana Department of Health and
Hospitals moved to merge the Office of
Addictive Disorders with the Office of Mental
Health, creating the Office of Behavioral
Health (OBH) (Hood, 2009). Later, in 2012,
the state closed all but two of its mental
hospitals. In 2014, the total budget for OBH
was $272,888,963 and 54.9% of that amount
was still allocated for the two mental health
hospitals (Louisiana Office of Behavioral
Health, 2015). This was an overall reduction
of more than $27 million or 10% from the
Office of Behavioral Health from the previous
year (NAMI, 2014).
Community based
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services increased to 42.5% of the budget and
administrative costs were in line with the
national average at 2.5% (OBH, 2015).
However, not only did the state reduce the
number of inpatient beds by closing mental
hospitals, there were only 65 state supported
community-based clinics, of which only 39
provided integrated behavioral and mental
health services for the entire state (OBH,
2015). Although the OBH budget remained
unchanged in 2015, given the state’s current
fiscal crisis, (which is garnering national
attention at this time), the budget for mental
health is projected to be cut even further,
thereby reducing funds for community-based
outpatient services (NAMI, 2015).

When Community-Based Services Are Cut
Prior to Hurricane Katrina, Louisiana
essentially had a “two tier” health system, in
which the insured population (including
those with Medicare and Medicaid) had
access to a range of community hospitals and
physicians, while the poor and uninsured
were mostly cared for through the state-run
safety net system of public hospitals
(Rudowitz, Rowland, & Shartzer, 2006).
There were ten hospitals across the state
within the charity system, including Huey P.
Long Medical Center in central Louisiana
(PAR, 2013). Prior to 2013, the charity
hospital system, which had existed in
Louisiana since the 1700’s, would treat
anyone who resided in the state of Louisiana,
regardless of ability to pay (PAR, 2013). The
state public hospitals offered care for acute
conditions, but provided fewer options for
preventative care for the uninsured (PAR,
2013). Many uninsured in Louisiana lived far
from a state public hospital because the
hospitals were spread throughout the state
(PAR, 2013). Consequently, this has led to an
overutilization of expensive emergency care
(PAR, 2013). The uninsured in the state with
mental and behavioral health disorders often
came to rely on being able to receive help in
hospital EDs (PAR, 2013). Within the charity
system of hospitals, Louisiana had historically
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high rates of ED visits, which is an indication
of the limited access to primary care and
preventive services in the state (Rudowitz, et
al, 2006). In 2004, the year before Hurricane
Katrina, the state ranked fourth in the nation
for high ED use, with 548 visits per 1,000
people, compared to the national average of
383 visits (Rudowitz, et al, 2006).
In 2013, after a series of Medicaid
cuts by the federal government, the state
entered into a series of agreements with
private partners to assume responsibility for
operating five of the previously stateoperated hospitals (PAR, 2013). However,
four of the hospitals, which had previously
provided a safety net for generations of
citizens, would be closed.

Mental Health in Rapides Parish
Closing of Huey P. Long Medical Center
The Louisiana Legislature officially
closed HPLMC, the charity hospital that
served Rapides Parish, in May of 2014.
However, emergency services were virtually
non-existent at the hospital by the summer of
2013 (PAR, 2013). Once the hospital closed,
the safety net that existed for these patients
and those incarcerated in local jails and the
state prisons, was gone. It was expected that
many of these patients would be absorbed by
RRMC and another local hospital, as a part of
the agreement between the two hospitals and
the state, to privatize the operations of
HLPMC. In 2011, the last year that HLPMC
was fully operational, HLPMC saw 37,758
patients in its ED alone (PAR, 2013). In a
community with a health professional
shortage in primary care and mental health
services, the burden on local hospitals to
absorb such a large number of patients in
mental and behavioral crisis is certainly
significant.
Demographics of the area
The geographic area of this CNA is
Rapides Parish, Louisiana, which includes
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Alexandria. The parish is located in the
central region of the state and is often
referred to as central Louisiana. The total
population of Rapides Parish, Louisiana, in
2014 was 132,488. Of that total, 51.7% of the
population was female and 48.3% was male.
In 2014, white people made up 63.9% of the
total population and African-Americans
represented 32.0%. Only 2.8% of the total
population was considered Hispanic or Latino
(US Census Bureau, 2016). From 2009 to
2013, 19.9% of the total population lived
below the poverty level 1 (US Census Bureau,
2016).

RRMC is a for-profit hospital in
Alexandria, Louisiana, owned by Health
Corporation of America (HCA). It is the
largest hospital in the Rapides Healthcare
System of Hospitals and attracts patients
from a twelve-parish area with a total
population of 431,416 (PRC, 2013). All
twelve parishes within the healthcare system
are
medically
underserved
areas.
Additionally, all twelve parishes, including
Rapides, suffer because of an inadequate
number of psychiatrists and treatment
facilities available to address residents’
behavioral health needs. There are a limited
number of inpatient beds for mentally ill
patients in the state, thus creating another
reason for patients in the community to turn
to hospital EDs when they are in crisis.
The Rapides Healthcare System
conducted a Community Health Needs
Assessment (CHNA) in 2013, as a follow up to
similar studies conducted in the area in 2002,
2005, and 2010 to determine the health
status, behaviors, and needs of residents in
Rapides Parish. The CHNA included a survey
instrument for the purposes of the study and
included questions from the CDC Behavioral
Risk Factor Surveillance System (BRFSS),

other public health surveys, and certain
customized questions created by the authors
of the study (PRC, 2013). The sample design
consisted of a random sample of 760 adults
over the age of 18 and older in Rapides
Parish. Additionally, the authors conducted
focus groups of 43 key informants, which
consisted of representatives from public
health, physicians, other health professionals,
social service providers, youth, and
community leaders (PRC, 2013). At the
conclusion of the key informant focus groups
conducted in 2013, participants were asked
to write down what they individually
perceived as the top five health priorities for
the community based on group discussions,
as well as their own experiences and
perceptions (PRC, 2013). It is interesting to
note that mental health was identified by the
key informants and the focus groups as one of
the top four health priorities in Rapides
Parish (PRC, 2013).
Using a benchmark data that included
the previous surveys conducted in 2002,
2005, and 2010, regional risk factors,
statewide risk factor data, nationwide risk
factor data, and objectives from Healthy
People 2020, the following significant
findings were made regarding mental health
in Rapides Parish:
•
•

•
•
•

•

An increase in the number of suicides
An increase in the number of
individuals without health insurance
An increase in the number of drug
induced deaths
An increase in the percentage of
individuals who view their mental
health as fair or poor
An increase in the percentage of
individuals with symptoms of
depression lasting for two or more
years
An increase in the percentage of those
with chronic depression who were
seeking help.

For the purposes of this CNA, the poverty
threshold for a family of four is $23,550 annual
household income or lower (PRC, 2013).
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During the focus groups, respondents
expressed concerns that many in the
community, who suffer from mental illness,
also have co-occurring substance abuse
issues and self-medicate with drugs or
alcohol (PRC, 2013). Overall, the community
suffers due to an inadequate number of
psychiatrists
and
treatment
facilities
available to address residents’ behavioral
health needs (PRC, 2013). There are only a
limited number of inpatient beds for mentally
ill patients, so physicians must PEC mentally
ill patients in order to obtain inpatient
services. This results in people waiting in the
emergency room for days (PRC, 2012).
Respondents during the focus groups were
very vocal and felt very strongly that the ED
was not an appropriate place for mentally ill
patients. Many voiced concerns that the ED
did not provide appropriate treatment for the
patient and if a patient did not have health
insurance, it would be impossible to locate an
inpatient bed (PRC, 2013). Outpatient
mental health clinics are scattered
throughout central Louisiana, but continuity
of care suffers, because of staff turnover
(PRC, 2013). There are not enough services
to treat mental and behavioral health
disorders in the community, so very ill
patients return to the community without
acquiring the necessary treatment (PRC,
2013). For those residents who can access
mental and behavioral health services, the
wait times before appointments exceed
several weeks. The current waiting periods
may cause patients to go without timely care,
which increases the likelihood of needing
hospitalization
(PRC, 2013).
The
aforementioned problems in accessing
mental and behavioral health care in Rapides
Parish contribute to the use of the ED for
patients in mental health crisis, although it is
the least appropriate place for treatment of
these conditions.
Literature Review
The review of literature for this CNA
includes extensive searches in databases such
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PubMed, Lexis/Nexis Academic, Emory
University’s EJournals and Ebooks. These
resources were used to search for peer
reviewed journals and books, scholarly
articles, and grey literature (to include
government publications, reports, statistical
publications, and policy documents) to
provide background and insight into the
prevalence of mental illness in the United
States and the state of Louisiana, the extent of
the use of EDs to treat mental illness, the
effectiveness of such treatments, and the
kinds of community-level, evidence-based
models that are being utilized across the
country to treat patients in mental health
crisis outside of the ED.
Data Collection and Results
This assessment utilizes a mixedmethods research approach, in which both
quantitative and qualitative data were
collected.

1. Quantitative Data
The law of Louisiana provides that
any physician, psychiatric mental health
nurse practitioner or psychologist may
execute an emergency certificate, after
examining a patient alleged to be mentally ill
or suffering from a substance disorder (La.
R.S. 28:53, et seq). In order to issue the
emergency certificate, the provider must
determine that the patient is a danger to self
or others or is considered gravely disabled
(La. R.S. 28:53, et. seq). The certificate lasts
for a period of 72 hours and it is during this
time that the patient is stabilized by the staff
of the ED and an inpatient bed is located for
the patient, if necessary, or the person is
discharged to out-patient services or the
patient is simply discharged to their home
(La. R.S. 28:53, et seq).

The ED does not maintain a
computerized database of patient records for
this population, but does maintain a paper
record that includes the mandatory Form
OBH1.
The Form OBH1 is a two-part,

A Needs Assessment and Program Intervention for Patients in Mental Health Crisis in Lieu
of Admission to the Emergency Department of Rapides Regional Medical Center

carbonless copy document sold to hospitals
by the Office of Behavioral Health for a cost of
$6.55 per pack of 50 that states the reasons
for certifying the patient and is signed by the
physician. The carbon copy is maintained in
the file and the original returned to the OBH.
The documents related to the admission of
the patient via PEC are separately maintained
in a paper file by RRMC and are not part of
any other Electronic Health Record (EHR)
maintained by the hospital on the patient.
Consequently, much of what is known about
PEC patients is anecdotal, thus it is difficult to
evaluate patterns or trends. This is the first
time that patient data has been collected and
analyzed on this specific population.
The quantitative data includes the
collection of secondary data from 197 records
of patients admitted to the RRMC ED via PEC
from March 2014 to October 2014. From
those records, the following information was
collected:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Unique Identifier Number (UIN)
Date of Birth (DOB),
Age,
Gender,
Race,
Street Address,
Parish, City, State, Zip Code,
Admission Date
Examination Date,
ED Physician,
Primary Care Physician (PCP),
Insurance,
Marital Status,
Street Address,
Reason for Visit,
Diagnosis,
PEC Reason,
Alcohol Use,
Drug use,
History of Mental Illness,
Suicidal,
Homicidal,
Violent, and
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•

Mental Condition.

Parameters for whether the patient
was admitted to a long-term care facility
(Admitted) and the facility the patient was
admitted to (Facility) were also collected for
108 of the patient records. 2
The data
collected was then input into a Microsoft
Excel Spreadsheet, and later uploaded
into Epi Info7, a public domain, statistical
software for epidemiology developed by CDC
in Atlanta, Georgia. After data was entered
into the database, Epi Info7 was used to
statistically analyze patterns and frequencies
of the subject population.
Secondary
research from existing population-based
databases, such as the American Community
Survey and the U.S. Census Bureau, was used
for comparison to benchmark data at the
state and national levels.

2. Qualitative Data
Qualitative data collected includes
primary research gathered through several
key stakeholder and key informant
interviews using an open-ended, semistructured set of interview questions. To this
end, interviews were conducted with a
Registered Nurse and the Director of the ED
at RRMC, a Registered Nurse and ED Case
Manager at RRMC, and the Director of
Programs and Communications at the
Rapides
Foundation
via
Zoom,
a
videoconferencing software. The interviews
were recorded via Zoom and transcribed
using T5 Transcription software and analyzed
and
coded
using
Atlas.ti
software.
Specifically, the qualitative data collection
addressed issues regarding the current state
of community-based mental health services in
the area serviced by RRMC. The interview
discussions
explored
participants’
perceptions of the state of mental health

Although the ED staff works very hard to get
patients into a long-term care facility after the
expiration of the 72 hour hold, the name of the
facility was not routinely documented, and thus
was not included in the first 87 records.
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services in Rapides Parish and central
Louisiana, where patients go in the
community to access mental health services,
the barriers in the community accessing
community services, and the populations
affected by those barriers.
The collected qualitative information
was coded using ATLAS.ti, qualitative data
analysis software, and then analyzed
thematically for main categories and subtopics. Key themes emerged from each of the
interviews. In the qualitative findings, the
term ‘participant’ is used to refer to the
individuals that were interviewed.
Discussion
1. Quantitative Data
After conducting a retrospective
cohort study of the records of patients, who
presented to RRMC ED in mental and/or
behavioral health crisis from March 2014 to
October 2014, the data was analyzed and the
following findings were made:

The patient population was evenly
divided between female (51%) and male
(49%). Over 50% of the patients were single
or divorced. The racial makeup of the target
population was Black (39%) and White
(61%). These numbers approximately reflect
both the gender and racial makeup of Rapides
Parish. The largest percentage of the target
population was domiciled in Rapides Parish
(73%) and Grant Parish (10%), Louisiana.
Patients primarily reside in the two largest
cities in Rapides Parish, Alexandria (36%)
and Pineville (21%).
Forty-eight (48%) percent of the
population analyzed had private insurance.
Surprisingly, only 28% of the patient
population was uninsured. Sixteen (16%)
percent of the patient population had
Medicare and 5% had Medicaid. Three (3%)
percent of the patient population had VA
benefits.
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The median age of the patient
population was 31.
The oldest patient
admitted was 75 and the youngest was 7. The
mean age of the patient population at the
time of admission to the ED was 23. One of
the most significant findings of the study was
that the majority of the patient population
studied did not have a primary care
physician. Sixty-four (64%) percent of the
target population reported not having a
primary care physician. Eighty-eight (88%)
percent of the target population had a history
of mental illness. A majority of the target
population (81%) presented to the ED with
some type of suicidal ideation.

Seventy-eight (78%) percent of
female patients and eighty-seven (87%)
percent of male patients were suicidal. Eightseven (87%) of black patients within the
target were suicidal, compared to seventyfour (74%) of white patients within the target
population. Of the target population, only
fifteen (15%) percent were deemed
homicidal at the time of admission to the ED.
Twenty-three (23%) percent of the target
population were determined to be violent at
the time of admission.

Over sixty (60%) of the entire target
population admitted to or tested positive for
drug use. Of those that admitted to using
drugs at the time of admission or tested
positive for drugs at the time of admission,
forty-four (44%) percent were women and
fifty-six (56%) percent were men. Of those
that admitted to drug use at the time of
admission or tested positive for drugs at the
time admission, forty-three (43%) percent
were black and fifty-seven (57%) percent
were white. Regarding alcohol use, only
twenty-five (25%) percent of the target
population admitted to or tested positive for
alcohol use at the time of admission.
There are approximately twenty (20)
different physicians on duty during the time
period in question. Of those twenty (20)
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physicians, four (4) physicians admitted
forty-eight (48%) percent, or a majority, of
the total target population.

Almost all of the patients that
presented to the ED with mental or
behavioral health problems were actually
admitted via physician emergency certificate
(93%). The primary reasons given by ED
physicians for issuing the emergency
certificate were that the patient was a danger
to self (49%), a danger to others (32%), or
gravely disabled (9%).

From March 2014 to October 2014,
only 14 people visited the ED twice, 1 visited
the ED 3 times, and 1 patient visited the ED 6
times. All of the visits were to address mental
and behavioral health issues.

The
data
defeated
several
assumptions that hospital staff had about the
target population. First, contrary to popular
belief, a majority of the patients were insured.
Moreover, a majority of those insured were
covered by private insurance. However, even
patients with health insurance did not have
primary care physicians, which may explain
why these patients’ mental and/or behavioral
health issues have gone untreated.

Next, a significant portion of the
target
population
have
co-occurring
substance abuse concerns, as evidenced by
the number of patients, who admitted to or
were determined to have used alcohol or
drugs. Thus, outpatient providers must be
prepared to address co-occurring substance
abuse problems.
Third, the racial demographics of the
target population roughly reflect the racial
makeup of Rapides Parish. The majority of
the patients resides in Rapides Parish and
lives in the two largest cities in the parish,
Alexandria and Pineville. This is significant
because it indicates where outpatient
services should be located in the community.
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Finally, only 108 of the 197 patient records
were analyzed to determine which in-patient
facilities accepted the most patients from the
ED. However, of that number, the data shows
that the psychiatric unit at Christus St.
Francis Cabrini Hospital and Longleaf
Behavioral Health Center are the facilities
that accepted the most patients from the ED
at RRMC. This information helps the hospital
staff to determine which in-patient facilities
have the best track record of accepting this
patient population.

3. Key Informants
Key informant interviews were
conducted with three individuals in Rapides
Parish who are very familiar with the target
population and the community-based
resources available to address their mental
and behavioral health needs.
Those
interviewed include:
Shawn Moreau, a
Registered Nurse and the Director of the ED
at RRMC, Lynne Bordelon, a Registered Nurse
and ED Case Manager at RRMC, and Annette
Beuchler MBA, FACHE, the Director of
Programs and Communications at the
Rapides Foundation. These individuals were
chosen because of their familiarity with
patient population and their familiarity with
the landscape of mental health services in
Rapides Parish.
4. Interview Themes
The interview discussions explored
the informants’ perceptions about the care of
patients in mental health crisis in Rapides
Parish, Louisiana. The themes that emerged
included the following:
•

•
•

The state that patients are in when
they arrive in the ED,
The lack of community services for
indigent and Medicaid patients,
Whether the closing of HPLMC
increased the number of patients in
mental health crisis seeking care at
RRMC, and
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•

The barriers to accessing communitybased, mental health services in
Rapides Parish.

The informants agreed that many
patients who arrive in the ED suffering from
mental and/behavioral health issues are
either brought in by families, the police, or
come in voluntarily. Upon presenting to the
ED, many of these patients are depressed,
suicidal, psychotic, and many are also
suffering from co-occurring substance abuse
disorders. Many of these patients come to the
RRMC ED because they are indigent and
homeless and have no other place to go to get
their medications. At least one informant
acknowledged that some patients may be
insured, but are unable to access mental
health treatment through a primary care
physician in the community because of the
shortage of primary care physicians or the
primary care physician’s unwillingness to
treat mental health disorders.
All
of
the
participants
overwhelmingly agreed that although there
are a few community-based services for those
in mental health crisis in Rapides, they are
very limited, particularly for the indigent and
those that receive Medicaid. At this time,
there is only 1 community-based provider in
Rapides Parish that accepts indigent and
Medicaid patients, if openings are available.
The only other publicly funded option for
outpatient and inpatient mental health
services in Rapides Parish was Central State
Hospital, a state owned and operated mental
health facility. Unfortunately, that facility is
now closed.
According to the participants, the
greatest improvement that could be made to
improve the care of the target population is to
provide follow-up care through communitybased, mental and behavioral health services
for homeless, indigent, and Medicaid patients.
If these services were provided, it is believed

10

that the number of patients that utilize the ED
for mental and behavioral health treatment
would diminish significantly.
Another
suggestion for care of those patients that
present to the ED in mental or behavioral
health crisis includes the creation of a crisis
intervention center or crisis intervention
mobile team.

One key informant explained that
sometimes she is not sure if there is truly a
lack of services in the area or if there is
simply not a good system in place to assist
people in finding the care or services that
they need, especially for mental health
treatment. The provision of mental and
behavioral health services in the state is seen
as disjointed and limited by the lack of
funding provided by the state.
State
legislation mandates that the administration
of the Louisiana behavioral healthcare
system, including community and residential
services, should be operated by independent
health care districts or authorities (also
referred to as local governing entities or
LGEs) (La. R.S. 28:22, et seq). However, these
entities are poorly funded and offer little, if
any, support to the individuals in the
community that need them the most. For
example, the legislature passed legislation in
2008 to create crisis identification and
stabilization services, which would include a
coordinated system of entry into the crisis
system rather than use of ED services (La. R.S.
28:22, et seq). Although this was viewed as
an excellent initiative by at least one key
informant, the legislation has not been
implemented by the Central Louisiana Human
Services District, the local governing
healthcare entity that includes Rapides
Parish, because of a lack of funding from the
state (Torbett, 2014). All of the stakeholders
agree that there are many people of good will
in Rapides Parish, who recognize the lack of
community services for those with mental
and behavioral health issues, but admit that
without funding it is impossible to achieve
progress.
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Transportation was also identified as
another barrier to access in Rapides Parish.
Although the Rapides Foundation has
provided funding to Federally Qualified
Health Centers (FQHCs) to integrate
behavioral health into the primary care
setting in Winn and Grant Parishes, both
parishes are over 50 miles away from
Rapides in rural central Louisiana, creating an
access problem for many who do not have
transportation to reach these communities.
Another
barrier
to
accessing
community-based
services
is
the
unwillingness of many primary care
physicians in the area to assess and treat
mental health conditions.
Increased
educational opportunities are needed for
primary care physicians, who still may not
feel comfortable diagnosing a patient with
depression or anxiety and providing
medication management for these patients.

Limitations
There were some limitations related to the
research
methods
that
should
be
acknowledged.
First, regarding the
quantitative data analysis, the sample size is
relatively small and the patient data is only
captured for an eight-month window of time.
Of course, as with quantitative data
collections, there is missing or incomplete
data. Patient data for this population is
recorded using a paper and pencil method at
the time of admission to the ED.
Additionally, there are multiple individuals
collecting and inputting data, which may
result in missing or incomplete data.

Next, secondary data based on selfreports (e.g., 2012 and 2013 Community
Health Needs Assessments for Rapides
Parish) should be interpreted with particular
caution. In some instances, respondents may
over or underreport behaviors and illnesses
based on fear of social stigma or
misunderstanding the question asked.
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Respondents may be prone to recall bias.
Additionally, public health surveillance data
has its limitations regarding how the data
was collected and reported, who is included
in the public health datasets, and whether
sample sizes for specific populations are large
enough for analysis.

Finally, although the interviews
conducted for this study provide valuable
insights, the results are not statistically
representative due to the small sample size.
The individuals interviewed have a significant
interest in mental and behavioral issues in
central Louisiana. Because of this, it is
possible that the responses received only
provide one perspective on the issues
discussed.
Assertive Community Treatment (ACT) Model

Results
There are a number of existing,
evidence-based programs that could be
implemented in Rapides Parish, Louisiana to
assist patients when they are in mental health
crisis.

1. Assertive Community Training
The first program is the Assertive
Community Treatment (ACT) model. ACT is a
comprehensive community-based model for
delivering
treatment
support,
and
rehabilitation services to individuals with
severe mental illness (Phillips, et al, 2008).
ACT is appropriate for individuals who
experience the most intractable symptoms of
severe mental illness and the greatest level of
functional impairment (Phillips, et al, 2008).
Those with severe mental illness are often
heavy users of the ED and inpatient
psychiatric services and they frequently have
the poorest quality of life (Phillips, et al,
2008). The program can also be enhanced
and adapted to meet the needs of the Rapides
Parish community (Phillips, et al, 2008).
Research has shown that ACT is
effective in reducing hospitalizations and is
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no more expensive than other types of
traditional
community-based
care.
Additionally, the rate of patient satisfaction is
higher for patients and their families
(Phillips, et al, 2008).

2. Crisis Intervention Team (CIT) Model
Very often, the people who come in
contact with individuals in mental health
crisis are members of law enforcement.
Unfortunately, in Rapides Parish and in other
parts of the country, a significant number of
instances of police involvement with
individuals in mental health crisis have
resulted in injury or even death. The three
largest law enforcement agencies in Rapides
Parish have had several, well reported cases
of police encounters with individuals in
mental health crisis, particularly since the
closing of HPLMC.

One program touted by SAMSHA and
NAMI as a successful collaboration between
law enforcement and the mental health
community in responding to individuals in
the community in mental health crisis is the
Crisis Intervention Team (CIT) model
(SAMSHA, 2009).
This intervention is
considered a best practice model for the
diversion of those offenders that are mentally
ill out of the criminal justice system (NMHA,
2003). CIT is an innovative first-responder
model of police-based crisis intervention with
community, health care, and advocacy
partnerships.
The use of CIT in Rapides Parish could
result in the de-escalation of situations that
are life-threatening for officers and the
individuals involved.
Moreover, the
partnerships developed between law
enforcement officers and mental health
professionals in the community may provide
officers with treatment options for these
individuals other than the ED or jail.
3. Integration of Behavioral Health into
Primary Care
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As demonstrated by the quantitative
data analysis of patients admitted via PEC to
the RRMC ED, a majority of the patients had
private insurance, but did not have a primary
care physician. Studies show that for most
patients with behavioral health issues, the
primary care setting would be the best point
of care because most mental health care is
provided in the primary care setting
(Crowley & Kirschner, 2015). A 2000 survey
determined that 32% of undiagnosed,
asymptomatic adults would likely turn to
their primary care physician to help with
mental health issues;
only 4% would
approach a mental health professional
(Crowley & Kirschner, 2015). Employers and
public and private health insurance payers
should work to encourage insureds to have a
patient centered medical home (PCMH) by
offering incentives for routine screening by
crediting premiums and deductibles. These
organizations should also work to remove
payment barriers that impede the integration
of primary and behavioral health care into
one setting (Crowley & Kirschner, 2015).

Additionally, physicians also cite
educational needs and a lack of training as
obstacles to integrated care. The Integrated
Behavioral Health Project under the
California Mental Health Services Authority
identified training gaps that need to be
addressed to facilitate integration (Crowley
& Kirschner, 2015). The top 3 training needs
cited
by
physicians
were
“better
understanding of the impact of physical
disorders on mental health, addressing
behavioral health components of physical
disorders, and understanding and addressing
the psychiatric effects of medications for
physical conditions (Crowley & Kirschner,
2015). Cross discipline training is needed to
prepare behavioral health workers and
primary care physicians to effectively
integrate their respective specialties into the
primary care setting (Crowley & Kirschner,
2015). Primary care physicians in Rapides
need to be trained to screen, manage, and
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treat common behavioral health conditions
before they rise to a level that requires crisis
intervention.

4. Peer Support Services
Another intervention that may be
effective in addressing the shortage of mental
health professionals in Rapides Parish and
central Louisiana is peer support services.
MHA has taken the position that peer support
is an essential element of successful
communities that effectively address mental
and behavioral issues (MHA, 2016) SAMSHA
has identified peer support services as a vital
component in recovery (MHA, 2016). Peerrun services are based on the principle that
individuals who have shared similar
experiences can help themselves and each
other (MHA, 2016). Such programs provide
an opportunity for communities of consumers
who have significantly recovered from their
illnesses to help others direct their own
recoveries by teaching one another the skills
necessary to lead meaningful lives in the
community (MHA, 2016). Peer support
programs have demonstrated effective
outcomes such as reduced isolation and
increased empathic responses.

Medicaid is increasingly being viewed
as a mechanism to fund peer support
specialists along with clinical services for the
more traditionally underserved. In order to
receive reimbursement and to insure quality
care for peer services, there may be a
certification process (MHA, 2016). The state
of Georgia became one of the first states to
pioneer the use of certified peer specialists in
order to provide services to persons with
serious and persistent disorders and made
these services eligible for Medicaid services
(Sabin & Daniels, 2003).
Training and
support for individuals who meet the criteria
for peer specialists could be one way to
address the health care provider shortage in
Rapides Parish and an opportunity for
individuals in mental health crisis to find
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someone to help them maneuver through the
complex mental health process.

5.
Supportive Housing Services for the
Homeless Population
All three of the key informants
acknowledged that there is a growing
homeless population in Rapides Parish and
that many of the individuals who find
themselves in the ED of RRMC in mental
health crisis are homeless. The Central
Louisiana Homeless Coalition is non-profit
coalition of volunteers, who wanted to
streamline the homelessness services in
Central Louisiana and seek federal funding
for homelessness programs (CLHC, 2016).
Founded in 1999, the Coalition’s membership
has evolved to include over 30 members
including nonprofit service providers, local
law enforcement agencies, faith-based
organizations, and individuals who share the
mission of ending homelessness in Central
Louisiana (CLHC, 2016). According to the
organization’s website, although Rapides
Parish may not have dozens of people lining
the major roadways of the area, there is a
homeless population estimated to be about
40 unsheltered, chronically homeless people
in Rapides Parish. Many of these individuals
live in abandoned buildings and abandoned
houses (CLHC, 2016). In addition, there are
many families in the area, who are considered
the “hidden homeless” (CLHC, 2016). Many
of these people live in cars or move from one
friend or family member’s home every few
days. In fact, the Rapides Parish School Board
has identified over 300 homeless children
and families each school year. Additionally,
shelters across the region, serve over 400
people annually and there are over 100
people in shelters throughout the central
Louisiana on any given night (CLHC, 2016).

Supportive
housing
has
been
endorsed by the federal government,
including the Department of Housing and
Urban Development, the Surgeon General, the
Department of Health and Human Services,
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and the National Council on Disability
(Bazelon Center, 2009).
Three basic
principles guide supportive housing. First,
supportive housing gives participants
immediate, permanent housing in their own
apartments or homes
(Bazelon Center,
2009). Second, individuals in supportive
housing have access to a comprehensive
array of services and supports, such as access
to ACT teams that are interdisciplinary and
mobile and can provide mental health and
substance abuse treatment so that the
individual is able to live successfully in the
community (Bazelon Center, 2009). Third,
supportive housing allows an individual to
focus on housing first and then recovery
(Bazelon Center, 2009). Third, supportive
housing allows full integration of the mentally
ill into the community through possibilities
for employment and education.
People
recovering from mental illness cannot be
expected to succeed without a safe, secure
home (Bazelon Center, 2009). Moreover,
most the cost of supportive housing can be
funded through existing programs, including
Medicaid, federal housing, and rental
assistance programs (Culhane, Metraux, &
Hadley, 2001).
6. Expansion of Medicaid ACA Coverage
Louisiana became the 31st state in the
United States to expand Medicaid after the
swearing-in of Governor John Bel Edwards in
January of 2016 (Litten, 2016). With his
executive
order
expanding
Medicaid
coverage, Governor Bel Edwards made
Louisiana the first state in the Deep South to
accept Medicaid funding to care for those
caught in the gap of coverage (Litten, 2016).
Beginning July 1, 2016, when Medicaid
expansion is expected to take effect,
Louisiana will be closely watched and
evaluated because the state has some of the
poorest health outcomes in the country,
particularly for those suffering from mental
illness.
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In 2014, an estimated 1.9 million lowincome, uninsured people with a substance
use disorder or a mental illness lived in states
that had not yet expanded Medicaid under the
ACA (Rief, et al, 2016). In addition, people
with behavioral health needs (28%) make up
a substantial share of all low-income
uninsured individuals in these states (Rief, et
al, 2016). It is estimated that the percentage
of uninsured adults in Louisiana aged 18-64
who had any mental illness or substance use
disorder in the past year during the period of
2010-2014 was 28.8% (Rief, et al, 2016).

7. Creation of Advocacy Group
The primary goal of public health is
the protection and promotion of the public’s
health.
Typically, research, surveillance,
policies, and programs in public health are
focused on the patterns and factors
associated with understanding and improving
the health of target populations. These
factors go beyond health care to include
social, economic, political, and physical
environmental conditions which affect
people’s health
(Kieffer & Reischmann,
2004).
Historically, many public health
interventions required little inherent
necessity for community building and
capacity, such as the development of water
and sanitation or addressing outbreaks of
immunization-preventable diseases (Kieffer
& Reischmann, 2004). Mass media and the
formal public health system were sufficient to
address these health problems. However,
many of today’s problems, particularly those
causing
large
health
disparities
in
marginalized communities, have complex
causation and require similarly complex and
long-term interventions
(Kieffer &
Reischmann, 2004).

The lack of an advocacy organization
to organize and mobilize the community
around the creation and expansion of
community-based resources for individuals in
mental and behavioral health crisis in
Rapides Parish is one of the most critical
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missing pieces. To address this public health
problem, many of the community health
interventions discussed must include a
strategy that also focuses on building a
coalition of public health practitioners,
community leaders, mental health advocates,
and volunteers.

Improving public health often
involves policy changes that are the result of
complex advocacy efforts (Tabak, Eyler,
Dodson, & Brownson, 2014). However, as
public health practitioners, little emphasis is
placed on the critical role of advocacy in
translating research and evidence into policy,
practice, and change in public opinion
(Chapman, 2001). Everyone involved in
public health, social services and direct health
care in central Louisiana understands the
problem, but little has been done to mobilize
the community-at-large to create change.

Conclusion
In Rapides Parish, the approach to
crisis services must be forward-looking
rather than merely reactive, with success
seen as the ability of the population served to
return to a stable life in the community.
Rather than simply trying to increase the
number of beds available for an individual in
mental health crisis, the goal must be
preventative care and a reduction in the
number of crises that occur among people
with mental illnesses, and thus a reduction in
the need for emergency services.
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