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Typical Costs of AOT Programs

	Role
	Description
	How Much? $-$$$

	AOT Monitoring
	
The monitoring of AOT participants is by far the most common added cost for a program, because this role does not exist prior to AOT implementation. In counties with small AOT caseloads, the monitoring role could be added to appropriate existing staff duties.

	$$-$$$

	Court-Appointed Counsel for the Respondent
	
This cost is sometimes incurred by the court and varies based on the type of AOT program. If the respondent’s attorney is present at all court proceedings and the program uses an “active court” model with regular status conferences, this could be a considerable expense for the program. For some, this might be a reason to forgo the active court model. Others avoid the additional cost by not requiring counsel to attend status hearings. This requires a policy of treating status hearings as informal “check-ins” where the court does not take formal action on the case.

	$-$$$

	Counsel for the Petitioner
	
This cost is typically incurred by the county, regional or state mental health authority and therefore may already be factored into the cost of administering the civil commitment process. As use of AOT increases and leads to a decrease in hospitalizations for participants, the expense for providing counsel for AOT should be offset by a decrease in the need to provide counsel at inpatient civil commitment hearings.

	$

	Treatment Services
	
[bookmark: _GoBack]The basic services provided to participants are typically services for which they already qualify and are available in the community, such as psychiatric services, medication management and case management.  Most participants who qualify for AOT are already known to the system by extensive use of crisis services.  AOT reduces and, in some cases, replaces crisis response with proactive outpatient treatment.
When assessing the costs of operating an AOT program, it is important to keep in mind that for the most part, the costs of providing treatment services to AOT participants are not costs of the AOT program itself. Most participants are individuals who the public mental system has a pre-existing responsibility to serve. If their participation in AOT leads to an increase in treatment spending, that is only because AOT applies positive pressure upon the system to meet that responsibility. Of course, the better equipped a mental health system is to serve its clients, the better the outcomes it can expect, both for those on AOT and for the system as a whole. But the need to fund quality care must be understood as a distinct, larger challenge for public mental health systems and private insurers.

	







	
Transportation

	
In programs that employ an “active court” model with status hearings during the period of the court order, there is an additional need for resources to encourage and facilitate participant and staff attendance in court. These costs are not Medicaid billable and will need to be considered when choosing a judicial model for the program.

	$-$$

	Court System Resources
	
In all AOT programs, the court can expect to expend some resources associated with judge and staff time due to the increase in the court’s docket. Although these costs will clearly be greater for programs employing an “active court” model with status hearings, the difference should not be overestimated. Status check-ins with participants typically last no more than a few minutes, and can be handled efficiently by bringing multiple participants to court on a set day.

	
1-2 hours/weekly

	Evaluator/Data Collection
	
Data collection and evaluation are not absolute necessities for operating an AOT program, but they are strongly recommended as “building blocks” for sustainability. Funding these functions need not present a daunting challenge. Many programs use AOT monitoring staff to perform basic data collection functions. A mental health authority’s quality Improvement department can be helpful in designing basic evaluation protocols.

	$-$$
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