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As health care costs continue to
increase, the evaluation of al-
ternative and innovative mod-

els of health care delivery has become
increasingly important. Financial pres-
sures are especially salient in the pub-
lic mental health sector, which is char-
acterized by both limited resources
and a growing emphasis on evidence-
based practices, creating an expecta-
tion that service providers will “do
more with less” and at the same time
document effectiveness. Typically, the
most expensive service provided by
mental health care systems is acute
psychiatric hospitalization. The study
reported here examined, in a random-
ized trial, a certified and accredited al-
ternative to acute psychiatric hospital-
ization, the short-term acute residen-
tial treatment (START) model.

Since the 1950s, trends in the treat-
ment of severe mental illness have
moved away from reliance on long-
term hospitalization toward ever-
shorter hospital stays and community-
based treatment. In addition to suc-
cessful programs that have reduced
the need for acute care, such as partial
hospitalization and assertive case
management, several innovative pro-
grams for treating patients who are ex-
periencing an acute psychiatric crisis
outside the hospital were developed
during the 1970s and 1980s (1–4).
These models are often referred to as
“residential” but do not provide
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Objective: A variety of alternatives to acute psychiatric hospital care have
been developed over the past several decades. including San Diego’s
short-term acute residential treatment (START) program,  now compris-
ing a certified and accredited network of six facilities with a total of 75
beds. This study compared outcomes, patient satisfaction, and episode
costs for a sample of 99 veterans who received acute care either at an in-
patient unit at a Department of Veterans Affairs (VA) hospital or at a
START facility. Methods: Consenting participants were randomly assigned
to one of the two treatment settings. Follow-up was conducted at two
months. During the follow-up period, participants received treatment as
usual. Multiple standardized measures were used to maximize validity in
assessing symptoms, functioning, and quality of life. Results: Participants
who were treated in either a hospital or the START program showed sig-
nificant improvement between admission, discharge, and two-month fol-
low-up, with few statistically significant differences between the groups in
symptoms and functioning. There was some evidence that START partici-
pants had greater satisfaction with services. Mean costs for the index
episode were significantly lower for START participants (65 percent low-
er) than for those who were treated in the hospital. Conclusions: The re-
sults of this study suggest that the START model provides effective volun-
tary acute psychiatric care in a non–hospital-based setting at considerably
lower cost. Efforts to replicate and evaluate the model at additional loca-
tions merit attention. (Psychiatric Services 56:1379–1386, 2005)
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longer-term residential treatment.
Rather, they provide acute-level care
in non-hospital settings for patients
whose psychiatric crises would other-
wise require hospitalization. Despite
well-constructed studies comparing
hospital-based treatment with alterna-
tive models, it was apparent by the
1980s that these alternatives to the
acute psychiatric hospital were not be-
ing widely adopted (5,6). After re-
viewing ten rigorous studies, Kiesler
(7) concluded that research results
showing that alternative care was
more effective were largely ignored.

Various alternative models for pro-
viding 24-hour acute psychiatric care
have continued to emerge, mostly in
piecemeal fashion. Stroul (8,9) and
Warner (10) compiled fairly compre-
hensive reviews of many of these pro-
grams. The START model was first
described in 1989 (11). In 1999,
Hawthorne and colleagues (12) re-
ported the results of a nonrandom-
ized study. In a repeated-measures
design, 368 START patients and 189
hospital patients were assessed on
multiple measures of symptoms and
functioning at admission, discharge,
and four-month follow-up. The find-
ings suggested that START and hos-
pital programs admitted persons who
had similar levels of acute distress
and demonstrated comparable levels
of improvement by discharge and an
equivalent degree of short-term sta-
bility of treatment gains. Initial-
episode treatment costs were signifi-
cantly lower for START participants
across all diagnostic categories.

As was the case in the 1970s, sever-
al of the more recent models have
been subjected to randomized trials.
These models included an experimen-
tal day hospital and crisis respite pro-
gram in Connecticut, designed specif-
ically for the study, which demonstrat-
ed lower costs but no other significant
differences compared with hospital
treatment on measures of symptoms,
functioning, quality of life, and satis-
faction (13,14). Toprac and colleagues
(15) compared hospital care with a
complex set of eight different crisis al-
ternative programs in Texas and re-
ported lower cost for the alternative
programs. These authors found no
significant differences in symptoms,
functioning, or satisfaction. Fenton

and colleagues (16,17) compared a
crisis residential program with a coun-
ty hospital in Maryland and reported
that in most cases the alternative pro-
vided “near-equivalent effectiveness
for significantly less cost” (17).

Most previous studies compared
one alternative program with a tradi-
tional hospital setting. Some alterna-
tives were experimental and created
for the duration of the study only.
This study’s alternative, START, has
developed over 25 years and is now a
fully accredited and certified network
of six facilities. The study participants
were veterans, an important subset of
patients. As the largest mental health
care provider in the United States,
the Veterans Health Administration
(VHA) has the scope and capability to
promote and implement innovative
programs on a widespread basis.

Our main goal was to compare hos-
pital and START in terms of out-
comes, satisfaction with services, and
costs for the index episode within a
randomized clinical trial. We hypoth-
esized that participants who were
treated in the START model would
demonstrate greater improvement in
symptoms and functioning, would re-
port greater satisfaction with services
received, and would have lower costs
of care compared with those who
were treated in the hospital.

Methods
This study was a randomized clinical
trial of two well-established and ac-
credited treatment programs for
acute psychiatric care, START and
the Veterans Affairs San Diego
Healthcare System (VASDHS) inpa-
tient psychiatry unit. The research
protocol was approved by all relevant
human subjects and research review
committees. After initial randomiza-
tion, participating veterans received
treatment as usual; all follow-up out-
patient care and any hospital or
START facility readmissions were de-
termined solely by the veteran and
the treating clinician.

Recruitment of participants was
conducted between February 2000
and April 2002.

Programs
The original START program was
founded 25 years ago. There are cur-

rently six START programs, regional-
ly located throughout the county and
providing a total of 75 beds. These
programs are funded primarily by
Adult and Older Adult Mental Health
Services of the Health and Human
Services Agency of the County of San
Diego to provide acute psychiatric
hospital alternative services to Medic-
aid beneficiaries and indigent adults.
On any given day, nearly half the
adults who are voluntarily receiving
publicly funded acute psychiatric care
in San Diego County are being served
in START facilities rather than hospi-
tals. The programs also provide serv-
ices on a contractual basis for the
VASDHS and Kaiser Permanente.

All START programs are located in
the community, most in large older
homes that have been remodeled to
accommodate 11 to 14 residents. The
facilities are designed to provide acute
psychiatric care for voluntary adults
who do not require restraints or a
locked facility. The programs are
Medicaid certified by the California
Department of Mental Health, li-
censed by the California Department
of Social Services, and accredited by
the Commission for Accreditation of
Rehabilitation Facilities (CARF). The
average length of stay is nine days.

Most patients who are admitted to
START are experiencing acute suici-
dality or psychotic symptoms, and
about half have concomitant sub-
stance-related diagnoses. Medical
conditions are also frequently pres-
ent, and nursing staff are on duty
from 8:00 a.m. until midnight. How-
ever, only patients whose nonpsychi-
atric medical problems can be treated
safely on an outpatient basis are ad-
mitted. Daytime staffing ratios are
typically 1:3 or 1:4. Most staff mem-
bers have master’s- or doctoral-level
training in psychology, social work, or
nursing. Psychiatrists from the Uni-
versity of California, San Diego, pro-
vide services on-site three days a
week and are on call 24 hours a day.
All START patients are seen by a psy-
chiatrist, and medications are pre-
scribed and adjusted as needed dur-
ing the stay. The program schedule
includes two community meetings
and two group sessions per day, indi-
vidual counseling sessions, medica-
tion consultations, recreational activi-
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ties, and patient participation, when-
ever possible, in chores and meal
preparation. Except for laboratory
work, if needed, all services are pro-
vided on-site. A core feature of
START is adherence to the principles
of psychosocial rehabilitation (18), in-
cluding an emphasis on the patient’s
active involvement in treatment plan-
ning, goal setting, and planning for
discharge as early as possible in the
treatment process.

The VASDHS is considered to be
one of the more modern and well-
equipped veterans’ hospitals in the
country. Affiliated with the University
of California, San Diego, School of
Medicine, VASDHS includes an
acute psychiatric hospital program
with a total of 37 beds licensed by the
California Department of Health Ser-
vices and accredited by the Joint
Commission on Accreditation of
Healthcare Organizations. Staffing
includes psychiatrists who are on-site
seven days a week, nurses who are on
duty 24 hours a day, and social work-
ers and occupational therapists. Day-
time staffing ratios are approximately
1:4 or 1:5. Treatment and discharge
planning are under the direction of
attending physicians. The program
schedule includes a daily community
meeting, recreation therapy and exer-
cise groups, and other therapy-fo-
cused and educational groups. Veter-
ans may be admitted on a voluntary or
an involuntary basis, and seclusion
and restraint are available if needed.
In a recent nationwide satisfaction
survey of the VA health care system,
the VASDHS inpatient psychiatry
unit received the highest quality-of-
care scores in the United States.

Participants
Veterans were assessed in the VAS-
DHS psychiatric emergency clinic by
psychiatrists from the VA and UCSD.
To be eligible for the study, veterans
had to be judged to require an acute
level of care, to be voluntary patients
(that is, not involuntary or requiring
restraint), and to be between the ages
of 18 and 59 years. Voluntary admis-
sion status and the age limitation are
licensing requirements for the START
facilities. Veterans who had a diagno-
sis other than an affective or psychot-
ic disorder—for example, a sub-

stance-related disorder only—were
excluded, as were those with co-oc-
curring medical conditions requiring
hospital-level care. Participation in
the study was also contingent on par-
ticipants’ signing an informed consent
form after they had received a com-
plete description of the study and on
being admitted to the assigned facility.

Because the study involved veter-
ans who were in need of acute care,
randomization to treatment type oc-
curred immediately after recruit-
ment. The often emergent nature of
these circumstances required a
strict approach to participant re-

cruitment. No veteran could be ap-
proached for participation in the
study unless at least one bed was
available at each of the two potential
sites (hospital and START facility).
All six START facilities participated
in the study. If more than one
START facility had a bed available,
staff conducted a randomization
procedure to select one facility.

A stratified block randomization
(19) was used to maintain compara-
bility between groups on the follow-
ing characteristics that might affect
outcome: age (18 to 38 years and 39
to 59 years), whether the presenting

problem was psychotic or affective,
and the presence or absence of sub-
stance abuse. The study’s statistician
generated in advance a separate ran-
domly derived sequence of assign-
ments for each of the eight possible
combinations of the above stratifica-
tion categories. After a veteran con-
sented to participate, research staff
determined the participant’s status on
the three stratification variables and
then consulted the appropriate list of
assignments. The complexity of this
method precluded advance knowl-
edge of randomization assignment by
research staff.

Research staff who conducted
structured interviews and adminis-
tered instruments had completed
master’s-level or higher degrees in
psychology or social work. All re-
search staff had clinical experience
working with patients with severe
mental illness and in crisis. All staff
underwent an intensive training mod-
ule specifically on the study’s instru-
ments. Spearman rank correlations
were computed on each rater and
compared with a benchmark on the
most complex of the instruments to
score, the Structured Clinical Inter-
view of the Positive and Negative
Syndrome Scale. The mean correla-
tion was .68, the median was .67, and
the range was. 56 to .87. Item-by-
item percentage of agreement on the
PANSS, using the clinical trial stan-
dard of within two points (20), ranged
from 70 percent to 97 percent, with a
mean of 85 percent.

Instruments
The study participants were given an
interview and a battery of instru-
ments, usually within 24 hours of ad-
mission (mean hours from admission
to testing, 18.6±24.8) and discharge
(mean hours from discharge to test-
ing, .2±89.3) from the index episode.
Time flexibility and the interview for-
mat for assessments assisted in allow-
ing the participation of the most se-
verely disorganized or distressed par-
ticipants. No significant differences
were noted between hospital and
START participants on hours to ad-
mission and discharge testing. The
same instruments were then read-
ministered at two-month follow-up
interviews. Data on readmissions to
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the hospital or to a START facility
during the study period were collect-
ed from VASDHS information sys-
tems and from San Diego County
Adult and Older Adult Mental Health
Services information systems.

When research is conducted
among persons with severe mental
disorders, it is recommended that
multiple domains be assessed from
various perspectives (21,22). Both cli-
nician-rated and self-report standard-
ized measures of symptoms, function-
ing, and satisfaction with services
were included in this study, as were
in-depth diagnostic interviews. We
also collected information on partici-
pants’ demographic and other charac-
teristics, including age, gender, edu-
cational background, ethnicity, mari-
tal status, employment, living situa-
tion, and psychiatric and self-help
treatment history.

The Structured Clinical Interview
for the Positive and Negative Syn-
drome Scale (SCI-PANSS) (23,24)
was used to assess symptoms and
symptom severity at admission, dis-
charge, and the two-month follow-
up interview. The SCI-PANSS in-
cludes a 30-item rating scale, which
yields subscales for positive and
negative symptoms as well as for
general psychopathology.

A Structured Clinical Interview

for DSM-IV Disorders (SCID) (25)
was conducted close to the time of
discharge.

The alcohol and drug composite
scales of the Addiction Severity Index
(ASI) (26) were used to assess levels
of substance abuse at discharge and at
the two-month follow-up interview.
These parts of the instrument asked
participants for detailed information
about their substance use and then
required clinicians’ judgment in pro-
ducing ratings.

We used the mental component
summary (MCS) scale of the VA Clin-
ic Update version of the Short Form-
36 Health Survey (SF-36V) (27,28) to
assess emotional aspects of function-
ing at admission, discharge, and the
two-month follow-up interview.

The Inpatient Version of the Percep-
tions of Care scale (POC) (29,30) was
used to assess participants’ satisfaction
with different aspects of services re-
ceived and was administered at dis-
charge only. The measure contains 18
structured items that yield four sub-
scales: information received, interper-
sonal aspects of care, continuity and
coordination, and global evaluation.

Analysis
The SCI-PANSS and the SF-36V
were used to ascertain whether par-
ticipants who were treated in START

programs would demonstrate greater
improvement in symptoms and func-
tioning. Because these measures
were taken at multiple time points
(admission, discharge, and two-
month follow-up), repeated-meas-
ures analysis of variance (ANOVA)
was used. Substance abuse was as-
sessed with ASI scores collected at
discharge and at the two-month fol-
low-up interview, and these were also
analyzed with use of repeated-meas-
ures ANOVA.

We also examined changes in
homelessness and readmission data
across the study period. Homeless-
ness was categorized as a yes-or-no
variable and was compared by using
separate McNemar tests for changes
between admission and discharge
and separate Cochran’s Q tests for
changes across admission, discharge,
and the two-month follow-up period
for each group. Data on admissions
to hospital or START facilities during
the two-month follow-up period
were collected from VASDHS infor-
mation systems and from San Diego
County Adult and Older Adult Men-
tal Health Services information sys-
tems, respectively. Comparisons of
the number of readmission episodes
during the two-month follow-up pe-
riod were examined by using Mann-
Whitney U procedures, recommend-
ed for skewed distributions (31).

To test the hypothesis that START
participants would report significant-
ly greater satisfaction with services
received as measured by the four sub-
scales of the POC, Mann-Whitney U
tests were used.

Initial-episode costs from the per-
spective of the health care purchaser
were compared for persons who were
initially assigned to the START and
hospital groups. Costs were calculat-
ed by multiplying a daily rate by the
length of stay. The daily rate used to
estimate START costs ($251) in-
cludes indirect and all costs—for ex-
ample, psychiatric, pharmacy, and
laboratory costs—and was extracted
from the Fiscal Year (FY) 2001–2002
Cost Report to the State of Califor-
nia. Estimates of the median VAS-
DHS inpatient psychiatric facility
cost per day (including indirect costs)
for FY 2001–2002 ($864) were pro-
vided by the Health Economics Re-
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Demographic characteristics of veterans who participated in a study of short-term
acute residential treatment (START) versus hospital treatment

Hospital START

Variable N % N %

Marital status
Never married 18 39 17 33
Married 6 13 8 15
Divorced, separated, or widowed 23 50 27 52

Ethnicity
European American 33 70 32 61
African American 10 21 12 23
Latino 0 — 5 10
Other 4 8 3 6

DSM-IV diagnostic categories
Schizophrenia and other psychoses 12 25 11 21
Major depression 15 32 16 31
Bipolar disorder 11 23 10 19
Other depression 6 13 11 21
Other 3 6 4 8

Concomitant substance-related disorder 34 72 37 71
Homeless at admission 16 35 24 46
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search Center (32,33). A log-linear
model with a nonparametric retrans-
formation factor (34) was used to
compare initial-episode costs be-
tween the groups. Significance levels
were calculated by using the boot-
strap method with 1,000 replications.
The bootstrap method is a resam-
pling procedure that generates a
nonparametric distribution of the
variance (35). Stata software was
used to compare costs; all other
analyses used SPSS.

Results
During the participant recruitment
period, when hospital and START
beds were available, 278 veterans
were assessed for participation in the
study. Of these, 114 (41 percent) met
criteria for study participation. Of the
99 participants who consented and
received treatment, 47 received hos-
pital treatment and 52 received
START treatment for the initial
episode. Mean length of stay did not
differ significantly by group (10.6±6.8
days for the hospital group and
12.9±6.3 days for the START group).

During the two-month follow-up
period, any subsequent readmissions
or outpatient services were not
rerandomized or restricted in any
way by the study design. Researchers
conducted two-month follow-up in-
terviews with 80 participants (81
percent), 40 in each group. The 19
participants who were lost to follow-
up and the 80 remaining participants
were compared by using age, marital
status, ethnicity, homelessness, the
presence or absence of a substance-
related diagnosis or a personality dis-
order, and discharge scores on the
PANSS (total score), the SF-36V
MCS, the POC, and the ASI drug
and alcohol composite scales. Partic-
ipants who were lost to follow-up
were more likely than those who re-
mained in the study to have a sub-
stance-related diagnosis (89 percent
compared with 67 percent; χ2=4.2,
df=1, p<.05). No other significant
differences were noted between the
groups. In addition, readmission
data from databases were available
for all 99 participants; when those
lost to follow-up were compared
with those interviewed at two
months, no differences were found

in readmissions to START facilities
or to the hospital.

Participants were mostly men (96
participants, or 97 percent). Their ages
ranged from 26 to 59 years, with a
mean of 46±6.3 years. Additional de-
mographic characteristics are listed in
Table 1, and mean admission scores by
group are listed in Table 2. To examine
the comparability of the hospital and
START groups, demographic and
baseline dependent measures—in-
cluding SF-36V, PANSS, diagnostic
category, presence or absence of sub-
stance abuse, and homelessness—
were examined. No significant differ-

ences were found between the groups.
To place study participants within

the larger context of the veteran pop-
ulation receiving acute psychiatric
care, we reviewed mean Global As-
sessment of Functioning (GAF)
scores from study participants and
from official VHA reports of veteran
inpatients with psychotic and depres-
sive disorders (36,37). Mean GAF
scores included in VHA reports were
based on each inpatient’s lowest
recorded GAF score for that year.
Study participants’ GAF scores were
based on admission scores. Although
these differences in data reporting
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Outcomes for 47 veterans who received hospital treatment and 52 veterans who
received short-term acute residential treatment (START)a

Hospital START

Measure N or mean % N or mean % p

PANSS total (mean±SD)b

Admission 85.9±13.4 81.1±9.9
Discharge 68.7±17.4 66.1±15.8
Two-month follow-up 67.3±14.6 63.6±18.8

SF-36V MCS (mean±SD)c

Admissiond 22.9±13.3 21.1±8.4
Discharged 22.4±13.3 25.2±11.4 .02∗

Two-month follow-up 31.6±14.7 36.9±14.4
ASI alcohol composite score (mean±SD)e

Discharge .22±.24 .22±.21
Two-month follow-up .14±.16 .12±.11

ASI drug composite score (mean±SD)e

Discharge .05±.08 .08±.08
Two-month follow-up .03±.05 .06±.06

Homelessness
Admissionf 16 35 24 46
Dischargef 8 17 6 12 <.001∗

Two-month follow-up 2 5 4 10
POC (mean±SD)g

Information receivedh 69.6±24 79.2±22.4
Interpersonal aspects 90.5±17.4 91.4±18.9
Continuity and coordination 74.2±27.2 75.3±31.2
Global evaluationi 70.5±24.2 79.7 ±20.9 .05∗

Readmissions to STARTj 2 4 6 12
Readmissions to the hospitalj 11 17 13 17
Index episode costk $9,136±5,912 $3,234±1,587 <.001∗

a Missing data on some measures resulted in a lower number of participants. Two participants died
before the two-month follow-up, one by suicide and one by drug overdose.

b Positive and Negative Syndrome Scale; possible scores range from 30 to 210, with higher scores
indicating more severe symptoms.

c Mental component summary of the VA Clinic Update version of the Short Form-36 Health Sur-
vey. Scores are T scores; mean score=50±10, with lower scores indicating more severe symptoms.

d Admission to discharge, group-by-time interaction: F=5.2, df=1, 82, p=.02
e Addiction Severity Index; possible scores range from 0 to 1, with higher scores indicating greater

severity.
f Reduction in homelessness by discharge for the START group: McNemar, p<.001
g Perceptions of Care scale; subscale score ranges vary; higher scores indicate greater satisfaction.
h Mann-Whitney U=814, z=–2.1, p=.04
i Mann-Whitney U=826, z=–2.0, p=.05
j Participants who were readmitted during the two-month follow-up
k Log-linear model with bootstrap: z=6.7, df=97, p<.001
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precluded statistical comparisons, the
mean GAF scores of study partici-
pants fell well below the mean GAF
scores of veteran inpatients within
these diagnostic categories (VA de-
pression mean=38.0±14.0, study de-
pression mean=32.4±7.4; VA psy-
chosis mean=36.7±11.3, study psy-
chosis mean=32.2±6.5).

Mean hospital and START PANSS
total scores were compared at admis-
sion and discharge as well as across
admission, discharge, and two-month
follow-up. Both groups demonstrated
robust within-group improvements
between admission and discharge,
with some additional improvements
at the two-month follow-up (admis-
sion and discharge: F=93.8, df=1, 90,
p<.001; admission, discharge, and
two-month follow-up: F=51.0, df=2,
150, p<.001).  However, no signifi-
cant between-group differences were
found in either group-by-time inter-
action terms or univariate compar-
isons of admission, discharge, and fol-
low-up mean scores.

Results on the mental component
summary of the SF-36V suggested
that START participants had signifi-
cantly greater group-by-time im-
provements than hospital participants
between admission and discharge. By
the two-month follow-up interviews,
these differences were no longer sig-
nificant (F=2.5, df=2, 138, p=.089).

Results on the alcohol composite
scale and the drug composite scale of
the ASI showed significant within-
group improvements (reductions in
use) between discharge and the two-
month follow-up interview for both
groups (alcohol composite scale,
F=17.9, df=1, 76, p<.001; drug com-
posite scale, F=5.3, df=1, 76, p=.025),
but no between-group-by-time dif-
ferences were found.

Significant reductions in homeless-
ness were found between admission
and discharge for the participants in
the START group only (McNemar:
START, p=.001, hospital, p=.09); in
other words, more START participants
reported that they were being dis-
charged to living situations other than
homelessness. However, by the two-
month follow-up, both hospital and
START groups showed significant re-
ductions in homelessness (START
Cochran’s Q=14.0, df=2, p=.001; hos-

pital Cochran’s Q=13.6, df=2, p=.001).
There were no differences between

the groups in the number of hospital
or START readmissions or the num-
ber of inpatient days during the fol-
low-up period.

Significantly greater satisfaction
with services was reported by START
participants on two of the four sub-
scales of the POC: information re-
ceived and global evaluation. Howev-
er, because 23 percent of discharge
testing was conducted by START
staff, this finding should be interpret-
ed with some caution, as discussed in
more detail as a limitation in the Dis-
cussion section.

Mean costs for the index episode
were found to be significantly lower
for the START participants than for
those who were treated in the hospi-
tal. Mean costs for the START partic-
ipants were 65 percent less than for
those who were treated in the hospi-
tal for the index episode.

Discussion
This study’s hypothesis of superior
outcomes in symptoms and function-
ing for participants receiving treat-

ment through an alternative to the
hospital was only partially supported.
Both groups of veterans—those who
were randomly assigned to the VA
hospital inpatient unit and those who
were assigned to the inpatient alter-
native START program—demon-
strated significant improvements in
symptoms, functioning, substance
abuse, and homelessness when these
variables were measured between ad-
mission, discharge, and two-month
follow-up. On two measures of out-
come—SF-36V mental component
summary scores and reported home-
lessness—START participants fared
better than hospital participants at
the time of discharge. By the two-
month follow-up, these between-
group differences in outcome were
no longer evident. Lower costs and
greater patient satisfaction for
START participants were found as
hypothesized.

This study joins a long line of previ-
ous research, beginning in the 1970s,
that has consistently demonstrated
similar and sometimes superior out-
comes from alternative acute psychi-
atric care compared with hospital-
based treatment (1–3,5–10,13–17).
This was the first study of a state-li-
censed and nationally accredited res-
idential alternative to hospitalization
that demonstrated lower cost, greater
satisfaction, and similar outcomes to
those achieved under inpatient care.

Several recent research efforts on
acute psychiatric care deserve more
detailed comparison with our study’s
results. Although they differed in
some important respects, START and
the programs described by Fenton
(16,17), Sledge (13,14), and Toprac
(15) and their colleagues were all de-
signed to treat adults who were iden-
tified as needing acute-level psychi-
atric care who did not require hospi-
tal-level detoxification or other seri-
ous medical care and who were being
treated on a voluntary basis. Unlike
START and the program studied by
Fenton and colleagues (16,17), the
acute care alternatives described by
Sledge and colleagues (13,14) and by
Toprac and colleagues (15) were both
experimental programs designed for
their respective studies. Length of
stay varied widely, from an average
three-day stay in the Texas alternative
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in the Toprac study to an 18.8-day av-
erage reported in the Sledge studies.
Compared with all these programs,
START provided the most compre-
hensive services on-site. The study
reported by Sledge and colleagues by
design made use of a day hospital for
daytime care, and the programs re-
ported by Fenton and Toprac used
nonclinically trained staff with psychi-
atric care provided by the patient’s
outpatient psychiatrist.

A unanimous conclusion of these
four hospital alternative studies was
that costs were lower for the alterna-
tive program. For example, operating
costs for the model of Sledge and col-
leagues (14) were 51 percent of inpa-
tient hospital costs, whereas initial-
episode costs were 44 percent lower
in the Fenton study (17) and 65 per-
cent lower in our study.

However, one way in which our
study differed from the others was in
the evidence to support greater pa-
tient satisfaction for participants
treated at START facilities. The
three other studies showed no differ-
ences in patient satisfaction, with
one exception: of ten satisfaction rat-
ings, participants in the Fenton
study reported better food at the al-
ternative program (16). Previous
studies of START programs also re-
ported higher patient satisfaction
ratings for START facilities com-
pared with hospitals: START pro-
grams were consistently rated higher
than a group of nine psychiatric hos-
pital programs in a 1998 San Diego
County survey (38), and higher rat-
ings were found for START partici-
pants with depression on two of
eight satisfaction items in the earlier
nonrandomized START study (12).

This study had several limitations
that must be kept in mind when in-
terpreting the results. Because partic-
ipants were all voluntarily admitted
veterans under the age of 60 and were
overwhelmingly men, the results may
not be generalizable to other groups,
including involuntarily hospitalized
patients, older veterans, women, old-
er patients, and other nonveteran
populations in need of acute psychi-
atric care.

In addition, the proportion of par-
ticipants who had concomitant sub-
stance use disorders was higher than

that reported in VA national data: 72
percent of participants also had diag-
noses of substance-related disorders,
compared with national estimates of
22 percent of veterans with depres-
sion (37) and 25 percent of patients
with psychosis (36). However, this lat-
ter report discusses the issue of un-
derestimating true prevalence and
mentions that other studies have
shown 50 to 75 percent of the gener-
al population of persons with serious
mental illness to have a concomitant
substance-related diagnosis (36). Di-
agnoses based on the SCID as used in
our study were less likely to underre-
port substance-related diagnoses than
chart or billing diagnoses.

As previously mentioned, this
study’s instruments were adminis-
tered in interview format by trained
research staff. Two staff members who
were employed specifically for the re-
search project conducted a majority of
all interviews, including all admission
PANSS ratings and all follow-up inter-
views, for both groups. However, be-
cause San Diego County is a large ge-
ographic region, 23 percent of dis-
charge assessments (N=23) were con-
ducted by staff at START facilities
who underwent the same specialized
training on the study’s instruments as
the two full-time research staff. This
aspect of the process raised the ques-
tion of whether differences existed
between measures collected by re-
search staff and START staff inter-
viewers. Comparisons were therefore
conducted on dependent and other
measures collected at discharge by
START staff and research interview-
ers. No differences were found on
PANSS or SF-36V responses. Howev-
er, POC scores on two of the four sub-
scales were found to vary by inter-
viewer type, in that participants who
were interviewed by START staff had
more favorable scores (Mann-Whit-
ney U=426.5, Z=–3,39, p=.001). This
finding raised the issue of a possible
acquiescent bias on the satisfaction
measure. Further analyses and review
of how and when discharge interviews
were conducted indicated that this
finding was consistent with the practi-
calities of data collection during the
study. START staff interviewers, on-
site at the START programs, were
most likely to conduct discharge inter-

views with START participants who
had planned discharges after success-
ful stays and who were more likely to
be satisfied with their care. Research
staff interviewed some START partic-
ipants with planned discharges but
were also responsible for tracking
down and interviewing START partic-
ipants who had left the program pre-
maturely or against medical advice be-
fore a discharge assessment could be
conducted on-site. Given these cir-
cumstances, it is not surprising that
the 23 START participants who were
assessed by START staff reported
more favorable satisfaction scores
than the 25 START participants who
were assessed by research staff.
Nonetheless, we cannot conclusively
rule out an acquiescent bias, which
should be kept in mind when inter-
preting these results.

Finally, alternative accounting
methods were required to estimate
the daily costs of the START and
VASHDS programs. The cost as-
sumptions and methods used in the
START cost report may vary signifi-
cantly from those in the report used
to estimate VASDHS costs, and the
use of these two accounting systems
may have distorted the true differ-
ences in cost between these pro-
grams. Also, the limited perspective
of our cost analysis does not consider
other potential societal costs—for ex-
ample, forensic and general medical
costs—that may be differentially af-
fected by admission to START versus
VASDHS treatment. However, we
note that the patients who were as-
signed to each program had similar
psychiatric outcomes and that our es-
timate of VASDHS costs was similar
to the daily cost of the local county
psychiatric hospital.

Conclusions
In this randomized trial, START—an
alternative to inpatient treatment—
was less costly, yielded higher levels of
satisfaction with services, and pro-
duced similar outcomes to those
achieved with hospital treatment. The
results of this study provide support
for a certified and accredited hospital
alternative treatment model that is
suitable for adults who need voluntary
acute psychiatric care and who meet
age and medical criteria. These results
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add to the accumulated body of re-
search supporting non–hospital-based
acute psychiatric alternatives. ♦
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