








expanding the access and use of available local resources. These resources include
providing all children needed mental health care, improving low-income and minority
children’s access to quality education, and preventing youth with mental health
problems from being subjected to zero tolerance expulsion policies, entering the
juvenile justice system, or incarceration. 17

The problems related to youth entering the juvenile justice system are
troubling. Approximately 65% to 70% of juvenile justice youth have at least one
diagnosable mental health disorder. About 20% of children and adolescents experience
a mental disorder. About 10% experience mental illness severe enough to cause
impairment at home, in school, and in the community. Less than 50% of these youth
receive the treatment they need.!® These children and youth often exhibit some form
of chronic disruptive behavior in the classroom, but unfortunately identification and
case management does not usually begin until the children enter the juvenile justice
system.

While it is difficult to precisely define "disruptive behavior," it is a chronic
pattern of threatening and/or troublesome behavior that deviates significantly from
the cultural norm of the peer group. This behavior creates an atmosphere that
interferes with the efficient functioning of the living or learning environment. The use
of the word “chronic” in this definition implies a habitual pattern of behavior as
opposed to a rare or occasional outburst.

A child or teenager with a diagnosed condition or mental illness does not
automatically fall into this group if their condition is being adequately managed and
they are able to function fairly well. Nor is a specific diagnosis required. Consider the
fourth-grader who consistently disrupts the classroom, sometimes violently, or the
junior high student from an extremely chaotic home who barely attends school, has
started using drugs and alcohol, and seems drawn to risky situations and peers. Also
consider the depressed, suicidal high school girl whose concerned parents are at wit’s
end.19

Left alone, the problems of these youth are likely to worsen and to cause
continued disruptions in adulthood that result in a higher likelihood of involvement
with the corrections system. The suffering and hardship for these children and youth
also has serious effects on immediate family, peers, classmates, teachers, schools,
neighborhoods, and communities. The public bears many direct and indirect financial
costs, such as increased security costs in schools and other public facilities, costs
associated with the criminal justice system, medical and substance abuse treatment,
and in general the higher costs of later help if early intervention did not occur or was
not effective.

Often times, youth with chronic disruptive behavior do not receive appropriate
intervention or case management services until they reach the juvenile justice system.
The signs are present that they need immediate attention, but often disregarded as a
mere issue of personality flaw, individual characteristic, or lack of appropriate and
positive family support. A more assertive process must be in place to identify youth
with this type of mental illness, refer to the appropriate resources, and provide an
effective system of case management and care.
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There appears to be a lack of continuity, coordination, and communication
among systems on a local and state level in Georgia. Currently high caseloads carried
by the different agencies that serve children may not leave enough time to
communicate and coordinate services among agencies.

Former First Lady Rosalynn Carter eloquently states that the problem of
incarcerating the mentally ill for non-violent crimes and misdemeanors has two
causes: an inadequate mental health infrastructure and misplaced priorities of people
who can help.20 In their newly released book, Responding to Individuals with Mental
Ilness, Michael T. Compton, M.D., and Raymond J. Kotwicki, M.D., have designed a
guide for criminal justice professionals for recognizing mental illness and responding
to those people during times of crisis. The book highlights the multitude of problems
with the criminalization of the mentally ill. “Because individuals with a serious mental
illness are no more likely to commit a serious crime than those in the population
without mental illness, it would seem that their high arrest rate and incarceration
rates are unnecessary mistakes. Mental health-criminal justice partnerships are key
ways to avoid making the same mistakes in the future.”2!

Activities of the Task Force and Work Groups

The Council of State Governments held a national forum in Atlanta on April 30
— May 1, 2007, for the seven Supreme Courts and their teams that were selected for
the Chief Justices’ Criminal Justice / Mental Health Leadership Initiative. Key leaders
from each state received training from national experts on starting the local Chief
Justice-Led Task Forces on Criminal Justice/Mental Health Collaboration.

The inaugural meeting of the Georgia task force was held on June 26, 2007.
Chief Justice Sears welcomed the task force members and recognized the collective
talents and experience that the members brought for this critical effort and stated that
collaboration, compassion, and intense commitment will be integral to making this
initiative a success.

Justice Sears addressed the task force with the following remarks:

“When I was a Superior Court judge in the 1980’s, there were few options
available for a defendant who was mentally ill, but competent to stand
trial. He or she was subject to the traditional criminal justice model like
everyone else, regardless of whether the mental illness precipitated the
arrest. As you can imagine, mentally ill defendants all too often found
themselves back in my courtroom shortly after their release. But in the
past decade, we in the criminal justice system have finally come to realize
that if we want to ensure appropriate justice for people with mental
illness, we have to change our approach. Over the past few years,
several Georgia judges, who are here today, have started mental health
courts to provide alternatives to incarceration for people whose mental
illness precipitated their crime, through community-based treatment and
support. Across the country, these courts have proven to be effective in
reducing recidivism by addressing the mental illness that is at the root of
some people’s criminal behavior.”
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“Of course, mental health courts are not a panacea, and they are only one
part of the broad-based solution that this task force will seek. Today you
will hear reports on two additional Georgia programs — Crisis Intervention
Teams that train law enforcement officers to handle incidents with
mentally ill people; and the Transition and Aftercare for Probationers and
Parolees Program, or TAPP, which facilitates successful community
reintegration of people with mental illness who are released from prison.
You will also hear a report of survey results on mental health issues in
Georgia from the Georgia Appleseed Center for Law and Justice.”

“Lasting solutions to this problem require all of us - the executive,
legislative, and judicial branches of government, as well as community
leaders and advocates — to collaborate as partners. To that end, I am
pleased that the Georgia Supreme Court was recently selected by the
Council of State Governments to participate in the Chief Justices’ Criminal
Justice/ Mental Health Leadership Initiative.”

Chief Justice Leah Ward Sears then charged members of the Chief Justice-Led
Task Force to Promote Criminal Justice/Mental Health Collaboration to review the
systemic problems that cause people with mental illness to be arrested and
incarcerated in disproportionate numbers to the rest of the population and to identify
solutions to these problems. She stated, “We must reverse this trend. The
decriminalization of mental illness is not just a matter of improving the efficiency of
the criminal justice system and saving taxpayer dollars - it is a matter of social
justice. Ilook forward to the work that lies ahead of us.”

Justice Sears appointed two judges to co-chair the Task Force: Superior Court
Chief Judge John D. Allen, Muscogee County Mental Health Court and Chief
Magistrate Winston P. Bethel, DeKalb County Mental Health Court. Judge Bethel is a
member of the National Advisory Group of the Judges’ Criminal Justice/Mental Health
Leadership Initiative (JLI), which is coordinated by the Council of State Governments
Justice Center and the National GAINS Center.

Superior Court Judge Stephen S. Goss, Dougherty County Mental
Health/Substance Abuse Court served as a member and special advisor to the task
force. Judge Goss’s court is a Bureau of Justice Assistance (BJA) Mental Health Court
Learning Site. In addition, Judge Goss represents the Georgia Judiciary on Governor
Sonny Perdue’s Mental Health Commission.

The full task force held meetings on June 26, 2007; October 10, 2007; January
4, 2008; May 22, 2008; with final recommendations presented on November 7, 2008.
At these meetings the task force heard presentations from the following experts:

e June 26, 2007 - Judge Winston P. Bethel — Review of Council of State
Governments Judicial Leadership Initiative;
Lei Ellingson — Carter Center Mental Health Program Overview;
Sharon Hill, Executive Director — Georgia Appleseed’s Justice for Persons
with Mental Illness Project Report;
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Dr. Janet Oliva, Georgia Bureau of Investigation and Nora Lott-Haynes,
National Alliance on Mental Illness — Crisis Intervention Teams;

Bill Kissel, DHR/MHDDAD - Transition and Aftercare for Probationers and
Parolees (TAPP)

e October 7, 2007 — Dan Abreu, National GAINS Center — Jail Screening
Protocol and Other Technical Assistance;

e January 4, 2008 - David deVoursney, MPP, Division of Prevention,
Traumatic Stress and Special Program, SAMHSA, Department of Health and
Human Services; John Rosiak, Technical Assistance Specialist from National
Center for Mental Health Promotion and Youth Violence Prevention,;

e May 22, 2008 — Judge Steven Leifman, Advisor on Mental Health Issues to
the Supreme Court of Florida — Transforming Florida’s Mental Health
System

The task force created four work groups and members selected the work groups
on which they would like to serve:
e Juvenile — Judge Peggy Walker and Mr. Richard Harrison — Co-chairs
e Protocols — Sheriff Bill Massee and Mr. Bill Kissel- Co-chairs
e Resources and Training - Judge Kathlene Gosselin and Ms. Sharon Hill -
Co-chairs
e Statutory Review - Judge Susan Tate and Ms. Gwen Skinner — Co-chairs

The work group members and staff reviewed data, reports, evaluations, best
practices, statutes, and other materials. The work was carried out through meetings,
telephone conferences, and communication via electronic mail.

Recommendations

The task force identified service gaps that contribute to persons with mental
illness coming in contact with the criminal justice system.

Lack of -
e Prevention efforts
A continuum of treatment services in the community
Care management/court diversion coordinators
Appropriate medication
Supportive and permanent housing
Job training and supported employment
Early identification and diversion to appropriate care
Communication, coordination and collaboration among systems

These gaps are addressed by these recommendations.

L
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RESOURCES / TRAINING WORK GROUP

1. Provide an array of diversion alternatives to incarceration for the courts. Diversion
refers to the process of diverting individuals with severe mental illness and/or co-
occurring addictive diseases away from the justice system and into the community
mental health/addictive diseases system where they are more appropriately served.
Diversion includes:

Interception Identification of mental health needs of individuals involved
with the justice system as early as possible.

Defining Alternatives Negotiating individualized community-based treatment
alternatives to incarceration.

Linkages to Care Implementing linkages to comprehensive systems of mental
and behavioral health care and community supervision
consistent with the disposition of the criminal justice contact.

All diversion models are based on the use of forensic care management and
boundary spanners.

Care Management: Individuals with mental illness often lack the resources to
access needed services and supports even when they are available in their
communities. Care management is the key to assuring appropriate access to services.
Key care management activities include planning, linking, monitoring, and advocacy.22

Boundary Spanners: The success of the diversion models depends upon
communication between multiple individuals across organizational lines. Many
successful partnerships can be traced to the establishment of “boundary spanners,"
who serve as liaisons to coordinate cross-system activities. Boundary spanners must
be able to understand and work within different cultures, policies, and procedures of
multiple areas (e.g., courts, law enforcement, corrections, parole, and community
mental health) and successfully bridge the gaps between different service systems that
individuals with mental illness often fall through. According to SAMHSA and the
National GAINS Center, the Boundary Spanner Model is highly promising as part of a
systemic approach to justice-mental health problems.23

The Resources/Training Work Group developed and recommends piloting a
unique diversion model, Judge Appointed Mental Health Advocate (JAMHA).

Judge Appointed Mental Health Advocate (JAMHA) Pilot Project

The Georgia JAMHA Pilot Project will plan and create a court-based diversion
program as an alternative to prosecution and sentencing programs. Based on the
judge and the case, some cases may result in a participant’s charges being dropped,
and others will be post-sentence with the participant sentenced to probation rather
than jail or prison — both are diversion models from incarceration. The project will use
a courtroom team approach to arrive at recommended treatment and supervision
plans with a person specifically designated as a "boundary spanner" (the JAMHA) to
ensure actual linkage. Examples of services provided include helping participants



identify their individual needs to live in the community and assisting them in receiving
the services they need including treatment, transportation, housing, medication,
medical and dental care, employment services, and applying for benefits. Working
with the individual, the JAMHA will help the participant follow through with any
needed services that have been identified by the needs assessment developed with the
client by the clinician. The JAMHA will supplement professional services by providing
the necessary care management to participants. Appropriate monitoring will then
occur under court aegis with possible criminal sanctions for noncompliance, such as
reinstituting continued charges or sentences.

The JAMHA model combines the “boundary spanner” concept with the highly
successful Court Appointed Special Advocate (CASA) program in use in juvenile courts
across the country. The CASA model uses trained community volunteers to advocate
for the best interests of abused and neglected children in court. These advocates are
appointed representatives of the court and judges rely on the information these
trusted advocates present. The JAMHA program would be loosely based on the
evidence-based CASA program, but instead of children as the focus, the JAMHA would
work with adults with mental illness who come into contact with the criminal justice
system.

The project purpose is to hire a JAMHA Coordinator who will recruit, train, and
supervise volunteers that will be assigned to assist persons with mental illness in
linking to services in the community. The volunteer JAMHA will then be appointed to
persons who the court determined did not have family or other support to help them
navigate the systems. The JAMHA would serve as an officer of the court and would be
a resource to help the judge, defense, and prosecuting attorneys respond to cases that
need diversion from further penetration into the criminal justice system for the good of
the system, the defendant, the victim, and the community.

Guidelines that will be Used to Identify Participants

Eligible participants for JAMHA will be screened at the county jails upon arrest.
Jail staff will be trained in a curriculum developed by the Task Force in advance of
project implementation to identify persons who may have a mental illness. The Brief
Jail Mental Health Screening Instrument will be administered. A mental health
assessment will be conducted at the Jail for each person identified as a potential
project participant. The screening criteria will be determined by each jurisdiction but
will in general use screening criteria used by Mental Health Courts. Project
participants must reside a county of the judicial circuit served. Some cases may be
eligible for dismissal of charges and others may be post conviction. This screening and
eligibility process consists of the following:

Criteria Description

Mental Health Severe and persistent mental illness (psychotic disorders
and major mood disorders)
Other disorders that are primary to their involvement in the
criminal justice system
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Legal

Exclusion

Voluntary Participation

Participant Age

Misdemeanors and felonies

Prosecutors consent is required for enrollment into the
program. This consent frequently involves consultation with
both victim(s) and involved family members.

Murder, rape, aggravated sodomy, aggravated child
molestation, kidnapping with bodily injury, armed robbery,
all sexual offenses, trafficking, verified gang affiliations,
currently serving a state sentence, organic brain disorders
(traumatic and acquired brain injuries), mental retardation
(persons with mental illness that are mentally retarded will
not be excluded), primary substance/addiction issues, or
personality disorders. Also exclusionary are extensive
criminal histories that would often indicate a primary anti-
social disorder or criminal orientation.

The program demands an individual maintain participation

in active mental health treatment.

Must be age 17 and older — criminal adult population.

The JAMHA program would include the following elements:

Use of Evidenced- Based
Practices

Integration of
Services

Co-Occurring
Disorders Treatment

Housing Initiatives
Consumer and
Family Member

Involvement

Cultural Competency

Workforce Initiatives

Promote the use of evidenced- based practices and
promising approaches in mental health treatment,
services, administration, and funding.

Initiate and maintain partnerships between mental health
and other relevant systems to promote access to the full
range of services and supports, to ensure continuity of
care, and to reduce duplication of services.

Promote system and services integration for co-occurring
mental health and substance use disorders.

Develop and enhance housing resources that are linked to
appropriate levels of mental health supports and services.

Involve consumers and families in mental health planning
and service delivery.
Ensure that racial, cultural, and ethnic minorities receive

mental health services that are appropriate for their needs.

Determine the adequacy of the current mental health
workforce to meet the needs of system’s consumers.
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System Establish and utilize performance measures to promote
Accountability accountability among systems administrators, funders,
and providers.

Advocacy Build awareness of the need for high quality

comprehensive services and of the impact of stigma and
discriminatory policies on access to them.

Project Outcomes

Stable participants living meaningful lives in their communities

Reduced criminal recidivism for participants

Reduced jail and prison costs

Reduced stays in state psychiatric hospitals

Increased access to treatment/wraparound services for persons with mental illness

ko=

A federal grant application was submitted by the Administrative Office of the
Courts for funding for a JAMHA pilot project in one judicial circuit for fiscal year 2009.
That grant was not awarded. Additional federal grant and foundation sources are
being investigated to fund the pilot project.

2. Develop Local Community Resource Directories as part of JAMHA

The work group identified a lack of local resource directories that are kept
updated, especially in rural areas of the state. United Way of Metro Atlanta and
United Way organizations in a few other areas of the state have 211 telephones help
lines and websites. The Division of Mental Health, Developing Disabilities and
Addictive Diseases, operates a Behavioral Health Crisis and Access helpline which has
been recognized by the Council of State Governments as an innovation in state
government. However, there is a need for locally developed web-based directories that
can be designed to feed into a new statewide 211 system if such a system is put in
place. The JAMHA Coordinator would be responsible for the development and
maintenance of a local directory to include a pre-listing and annual review of each
resource listed in the directory. Community mapping could be used to identify
resources and gaps in resources. Technology such as Wiki, computer software that
allows users to easily create, edit and link web pages and is often used to create
collaborative websites and to power community websites24 may be used as a
potentially low-cost way to keep an on-line manual updated.

3. Support Statewide Implementation of Crisis Intervention Teams and Expansion
of CIT Training to all First Responders

The JAMHA project will complement Georgia’s existing efforts to implement a
statewide Crisis Intervention Team (CIT) program focusing on the mentally ill person’s
initial interaction with law enforcement personnel. Currently, utilizing funding
provided by the Georgia Division of Mental Health, Developmental Disabilities and
Addictive Diseases the Georgia Bureau of Investigation and NAMI-GA have provided
CIT training to over 2000 front line law enforcement officers, with plans to have 20% of
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all officers in the state certified in CIT by the end of 2009. The Task Force supports the
implementation of CIT statewide to include all first responders.

In early 2002, NAMI Georgia initiated “Partners in Crisis,” an effort to develop
partnerships among leaders across the state to facilitate jail diversion of the mentally
ill. This initiative conducted an analysis of jail overcrowding in Georgia and looked at
the success of Georgia’s first mental health courts. In October 2003 a state CIT
summit was held in Georgia. Representatives from the summit visited Memphis,
Tennessee in early 2004 to observe the CIT model (founded in Memphis). In July
2004, 22 persons completed the 40 hour CIT course in Memphis. A Georgia CIT
Advisory Board was created and has expanded the scope of CIT from metropolitan
Atlanta to the entire state.

The vision of the Georgia CIT program is a Georgia where individuals with
mental illnesses and other brain disorders receive medical treatment, not criminal
incarceration. The mission of the Georgia CIT programs is to equip Georgia law
enforcement officers with the skills to assist people with mental illness and other brain
disorders in crisis, thereby advancing public safety and reducing stigma.

The Crisis Intervention Team (CIT) is a dynamic collaboration of professionals
committed to people with mental illness and other brain disorders. The CIT program is
sponsored by the National Alliance for the Mentally Il and the Georgia Department of
Human Resources Division of Mental Health, Development Disabilities, and Addictive
Diseases, Georgia Bureau of Investigation, Georgia Association of Chiefs of Police,
Georgia Sheriff's Association, Inc., and Georgia Public Safety Training Center.

A description of CIT is in Appendix A, pages 7-8.

4. Implementation of Mental Health Courts

Mental health courts are specialized “problem-solving” courts designed to serve
the needs of mentally ill defendants by working to decriminalize mental illness while
ensuring accountability and protecting the public safety. Mental health courts are
encountering success in appropriately diverting offenders from jails into community
treatment for their mental illness and providing the necessary support services such
as housing and jobs.25

Studies of Mental Health Courts show that mandated treatment for 12 to 24
months, depending on the individual, is often effective in stabilizing people to the point
where they are not only much less likely to reoffend, and do so less often, but that
often enables the participants to re-stitch the fabric of their lives back together,
repairing ruptured family relationships, reducing or eliminating social ostracism, and
re-establishing them as productive members of society.26

At present there are nine active mental health courts across the state:

e DeKalb County Mental Health Court
e Dougherty County Mental Health Substance Abuse Court
e Fulton County Mental Health Felony Court
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Fulton County Mental Health Misdemeanor Court
Hall County Mental Health Court

Muscogee County Mental Health Court

Bibb County Mental Health Court

Chatham County Mental Health Court

Clarke County Mental Health Court

A description of Mental Health Courts is in Appendix A, pages 8-10.

5. Training on Mental Health Issues and Resources for Judges in all Classes of
Courts

Training needs will be identified through the Institute for Continuing Judicial
Education and the training councils for each class of court. Judges have indicated
that they want to know what resources are available to them from the MHDDAD
system, the Georgia Department of Corrections, and local non-profit and community
organizations and how to access those resources. Whenever a JAMHA office is opened
and the local resource manual is in place, all judges in all the local courts (superior,
state, probate, magistrates, and municipal) will receive training in mental health
issues and treatment and about the resources being developed at the local level.
Judges will provide local community leadership by convening a local stakeholder
mental health/criminal justice advisory committee.

JUVENILE WORK GROUP

1. Implement Prevention and Early Intervention Best Practices

The three best ways to protect youth from severe, entrenched problems are to 1)
reduce their risks, 2) build up their resilience or ability to cope and bounce back, and
3) act early to head off problems. Complex, long-term problems need to be treated with
approaches that are backed up by solid evidence of effectiveness. A great deal of
research has been done about what works, and the evidence points to some effective
approaches. Certainly more is known than is widely put into practice.2?

2. Implement KidsNet System of Care Model Statewide

A system of care model is:

* Child-centered

* Family-focused

* Community-based

e Multi-system

e Culturally competent

* Least restrictive / least intrusive

KidsNet, a best practice system of care model serving children and families, is
an integrated service delivery model at the local level. The model requires that the
referred families and their children, child-serving agencies, and other community
stakeholders work as a team. First, a parent, school or agency refers a child to
KidsNet. The KidsNet Service Coordinator sends a Family Advocate to meet, assist,
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and assess eligibility. The family is then assigned the Family Advocate who works with
them from beginning to end. Next, the KidsNet Team comes together to agree upon a
Community Care Plan (Unified Plan)-a single, collaborative treatment plan. The entire
team meets weekly to keep the plan on track and to evaluate progress.28

KidsNet utilizes a screening and assessment process for identification of youth
in need of assistance in the community. The stated purpose of this screening process
is to identify the children that are least likely to be successfully treated by
conventional services, and most at-risk of escalating behavior disorder and out-of-
home placements in restrictive and high-cost settings such as inpatient
hospitalization, residential treatment, and incarceration.

Although KidsNet plays a vital role of case management within the community,
an unresolved issue for KidsNet is case management across systems. To assure that
children have services at the earliest possible point, the development of a model to
connect children with chronic disruptive behaviors in elementary and middle school
must be developed and implemented as a joint effort between education and mental
health through KidsNet.

3. Implement innovative models Zero-to-Three, the Pipeline to Prison Initiative, and
evidence-based practices identified by the DHR, Division of Public Health for
prevention and early intervention of mental illness in children ages zero to five.

4. Implement a Mental Health Administrator position.

This position would serve as a liaison between the programs introduced by this
task force and the courts. The Administrator would work with all pertinent state
agencies (i.e. Department of Human Resources, Department of Juvenile Justice,
Department of Education, Administrative Office of the Courts), and local community
agencies to develop, implement and coordinate statewide programs for at-risk and /or
adjudicated youth with mental health treatment needs prior to involvement in the
juvenile justice system.

As overwhelming and complicated as the behavior problems and even the risk
factors can be, these children and youth are not beyond help. Improving their lives
may not be easy, but it is possible. It is our belief that achieving true systemic change
means changing the fundamental ways in which we do our business with children and
families and with other agencies and groups who serve those same children and
families

PROTOCOLS WORK GROUP

Provide Training and On-Going Technical Assistance to Georgia Sheriff
Departments on Key Components of a Jail-Based Mental Health Program

The Georgia Sheriff’s Association identified a need for sheriffs and their
leadership staff to have training on managing inmates who may have mental illness.
The Protocols Work Group has developed a training curriculum that addresses these
issues:
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Identification
Medication access
Housing
Monitoring

Suicide prevention
Discharge planning

In collaboration with the training staff of the Georgia Sheriff’s Association, the
curriculum was piloted in the spring of 2008. Through October 2008, six training
sessions have been held that have been attended by staff of 25 sheriff’s departments.
Baldwin County Sheriff Bill Massee and Mr. Bill Kissel have presented to the Georgia
Sheriff’s Association to inform sheriffs statewide about the availability of the training.

Training is being conducted by Mr. Kissel, courtesy of CorrectHealth. Mr. Kissel
has over 25 years experience in the criminal justice and mental health fields.
Curriculum manuals and travel for Mr. Kissel are provided by Council of State
Government’s project grant funds. A copy of the curriculum manual is available by
contacting Ms. Eden Freeman, Administrative Office of the Courts, at
freemane@gaaoc.us.

STATUTORY REVIEW WORK GROUP

Convene a stakeholder committee to review Georgia’s statutory scheme for
involuntary outpatient treatment and recommend any needed revisions.

Statutory revisions should be undertaken as part of a holistic redirection of the
Georgia’s mental health system to focus on community services.

The Statutory Review work group has spent time reviewing commitment
procedures with an emphasis on newly revised outpatient involuntary treatment
procedures in other states. Technical Assistance has been received from John Petrila,
J.D., Florida Mental Health Institute's Department of Mental Health Law and Policy,
University of South Florida. The department's focus includes examining the impact of
statutory and regulatory change upon mentally disabled individuals as well as their
families.

The work group finds that the states which have had the most success and
impact in implementing revised outpatient treatment statutes established an effective,
accountable system of community resources and allocated additional resources into
outpatient treatment services. The work group also recognizes that a well-crafted
outpatient treatment statute is just one tool out of many approaches to be used in
conjunction with an array of available treatment and services options, depending on
what is most appropriate for any given individual patient. At the very least, Georgia
should adopt some form of advance directives for psychiatric care so that patients can
designate a person to act as their decision maker if their physician deems them unable
to make an informed decision.

For those who are seriously and chronically ill, we are convinced that we can
assist more people in achieving maximum self-reliance and independence by providing
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sensible mechanisms designed to create optimum conditions for their stability and
recovery through court-ordered community based treatment which is long enough to
enable them to see what benefits proper treatment affords.

Conclusion

To ensure that taxpayer dollars are wisely spent on the most effective solutions,
there must be flexibility to create an effective community based service delivery system
based on research-based best practices for prevention and treatment of mental illness
and co-occurring addictive diseases. This community based services system will
ultimately decrease the demand for costly hospital services and incarceration. The
Chief Justice-Led Task Force to Promote Criminal Justice/Mental Health
Collaboration issues a call to action for policymakers to prioritize state spending to
focus on a comprehensive quality system of community —based and inpatient services
for children, youth and adults with mental illness that can reduce the risk of their
coming into contact with the juvenile and criminal justice systems. To ensure justice
for people with mental illness who do come in contact with the juvenile and criminal
justice systems, and to promote public safety, priority must be given to funding care
management-based community programs that are alternatives to incarceration.
Policymakers, judges, advocates, and the treatment community must also review
Georgia’s civil commitment statutes to ensure that they are most effective in providing
for public safety while protecting the rights of persons with mental illness. The
members of the task force stand ready to participate as part of a broad coalition of
stakeholders to implement these recommendations.

Public policy must change. As a State, we must recognize and act on the need
to change. We must fund and implement what we know works.

e ——
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Decriminalizing Mental IlIness: Background and Recommendations

A White Paper Prepared by the Forensic Taskforce of the NAMI
Board of Directors

Introduction

The enormously increased presence of persons with serious mental illness in the
criminal justice system is one of the great problems of our day. As a result, mental health
professionals and society have become increasingly concerned about the number of
persons with mental illness in jails and prisons, as well as the treatment provided to these
persons, both in such facilities and after release. These issues are relatively recent ones.
Reports of large numbers of persons with mental illness in American jails and prisons
began appearing in the 1970s, a phenomenon that had not been reported since the 19th
century. In keeping with the priorities of NAMI, the focus here will be on persons with
serious mental illness. The Forensic Taskforce of the NAMI Board of Directors will
examine how criminalization came about, the extent of criminalization and how to reduce

criminalization.

Magnitude of the Problem

The nation's prisons and jails held 2,299,116 inmates as of June 30, 2007.
Methodologically sound estimates of the percentages of persons diagnosed with serious
mental illness (schizophrenia, schizo-affective disorder, bipolar disorder, and major
depression) range from 10 to 19 percent in jails, 18 to 27 percent in state prisons, and 16
to 21 percent in federal prisons as determined by the National Commission on
Correctional Health Care.?

By using the lower percentages to avoid overstating this phenomenon, the
estimates of inmates in jails with serious mental illness were 76,601 (10%), in state
prisons were 245,779 (18%), and in federal prisons were 30,573 (16%) as of June 30,
2006. Thus, the total number of persons in jails and prisons who were diagnosed with
serious mental illness was at least 352,953 as of 2006 and is probably higher today.

One of the major concerns of mental health advocates is that placement in the
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criminal justice system is a serious impediment to the treatment and rehabilitation of
persons with serious mental illness. Even when quality psychiatric care is provided in
jails and prisons, the person is doubly stigmatized as both a person with a mental illness
and a criminal record.’

Further, jails and prisons have been established to mete out punishment and to
protect society; their primary mission and goals are not to provide treatment. The
correctional facility’s overriding need to maintain order and security, as well as its
mandate to implement society’s priorities of punishment and social control, greatly
restrict the facility’s ability to establish a therapeutic milieu and provide all the necessary
interventions to treat mental illness successfully. In fact, conditions of confinement
within these facilities and the punitive methods frequently used by correctional staff to

respond to people in crisis may further exacerbate psychiatric symptoms.*

Causes of Criminalization

A number of reasons for the placement of persons with mental illness in the
criminal justice system have been suggested, and they include: deinstitutionalization,
inadequate capacity for acute, intermediate and long-term psychiatric hospitalization in
state and local hospitals, more formal and rigid criteria for civil commitment, the lack of
adequate support systems, including housing, for persons with mental illnesses in the
community, and the difficulties that persons coming from the criminal justice system
have in gaining access to community mental health treatment.” It has also been suggested
that persons with serious mental illness and a co-occurring substance abuse disorder that
have been caught up in the war on drugs are more likely to be fast tracked into the
criminal justice system.® Many law enforcement personnel believe that they can deal with
deviant behavior more quickly and efficiently within the criminal justice system than in
the mental health system.



The Role of the Police

Since the advent of deinstitutionalization and the exodus of persons with mental
illness into the community, the role of law enforcement agencies in the management of
persons who are experiencing psychiatric crises has grown. The rationale for police
intervention in the lives of persons with mental illness derives from two common-law
principles: the power and the authority of the police to protect the safety and welfare of
the community and the government’s paternalistic or parens patriae authority, which
dictates protection of citizens with disabilities, such as people with acute mental illnesses,
who cannot care for themselves.’

The police are typically the first and often the sole community resource called on
to respond to urgent situations involving persons with mental illness. They are often
called upon to decide whether the person they are dealing with has a mental illness and is
in need of treatment. In that case they have to be able to connect the person with the
proper treatment resources. Alternatively, they may decide that, regardless of the
perceived mental status of the individual, the nature of the illegal act requires that the
person be arrested and entered into the criminal justice system. This responsibility
thrusts them into the role of primary gatekeepers who determine whether the individual
will enter the mental health or the criminal justice system.

Police officers have a legal obligation to respond to calls and to provide services
24 hours a day, seven days a week. With respect to persons with mental illness, police in
all states have the power to transport persons for psychiatric evaluation and treatment
when there is probable cause to think that they are a danger to themselves or to others
because of their mental condition. As a result, law enforcement officers have assumed the
role of "street-corner psychiatrist” by default. A major problem with having to fulfill this
role is that the police have little training in performing this kind of triage. This lack of
training, coupled with an overall lack of alternative treatment options, is one of the
factors that have played an important part in the criminalization of persons with mental
illness. The training of law enforcement officers will be a major focus of the

recommendations of this taskforce.



Some Characteristics of People with Serious Mental llInesses who are Incarcerated

We know that there are very large numbers of persons with serious mental illness
in our jails and prisons. What do we know about them in terms of their criminal histories
and legal status? What psychiatric services do they use while incarcerated and what
challenges might they present in psychiatric treatment after release?

A study by Lamb, et al (2007) attempted to answer these questions. It was a
retrospective study of inmates with serious mental illness who were arrested and placed
in a large, urban county jail.® 1t should be noted at the outset that the findings do not
necessarily represent what one would find in a similar study conducted in state and
federal prisons, or even in other jails. However, these findings are congruent with clinical
impressions of persons with serious mental illness in these other facilities. The study
revealed that 76% of these inmates required and received psychiatric inpatient care or its
equivalent for part of their time in jail during the current offense. Clearly, a large number
of people with serious mental illness are receiving their acute psychiatric inpatient
treatment in the criminal justice system rather than the mental health system.

With respect to these inmates’ history before the current arrest, at least 92% were
known to be non-adherent to psychiatric medications, 94% had prior arrests, 72% had
prior arrests for violent crimes, and 76% were known to have a history of substance
abuse. Given these data, in addition to the fact that three-quarters required inpatient
psychiatric care in the jail, it would appear that the jail had acquired the responsibility to
manage and treat many of the most difficult and expensive to treat persons with serious
mental illness.

That 92% of the study sample had a history of being non-adherent to psychiatric
medications suggests that successful reentry into the community requires evaluation,
supervision, and timely access to appropriate services and supports such as, but not
limited to, assertive community treatment (ACT), integrated mental health and substance
abuse treatment, and supported housing. It also requires that reinstatement to entitlements
occur concurrently with the release, so that the person has access to medical care and

medications without delay.



Diverting Persons with Mental IlIness from the Criminal Justice System

It was observed in the preceding study, as it frequently is in jails generally, that a
number of persons with serious mental illness are arrested when it appears that their
offending conduct was due primarily to their illness. The nature and circumstances of the
offenses suggest that they should have been treated in a psychiatric hospital instead of
being taken to jail.

The growing awareness of the very large and increasing number of persons with
serious mental illness in jails and prisons has sparked efforts to divert them from the
criminal justice system to the mental health system. Jail diversion generally takes two
forms: pre-booking diversion and post-booking diversion.

Pre-booking diversion occurs before the person is actually booked into jail. These
interventions include mobile crisis teams of police officers and/or mental health
professionals. They require coordination between police and mental health professionals
as well as mental health training for law enforcement officers. Pre-booking diversion
programs may help in reducing arrests.

Post-booking diversion consists of interventions that occur after a person enters
the criminal justice system. It includes specialized mental health courts that deal
exclusively with offenders who have mental illnesses. Mental health consultation to
arraignment and other courts can assist the court by offering recommendations for
treatment in lieu of incarceration. One approach could be assigning court appointed
specialized mental health advocates whose task is to support offenders with mental illness
during court proceedings, advise courts of mental health alternatives to incarceration, and
advocate for necessary community services and supports. Serious consideration should
be given to training consumers of mental health services to serve in this role.

Another model to consider is one currently operating on a statewide basis in
Connecticut. The Connecticut Department of Mental Health and Addictions Services
operates jail diversion programs in all 22 arraignment courts in the state. Mental health
clinicians, operating out of local community mental health centers, work with the
arraignment courts to link individuals with serious mental illness and co-occurring

substance use disorders with treatment as an alternative to incarceration. Outcomes data



collected by this program demonstrates that individuals diverted to treatment
subsequently spend significantly fewer days in jails and psychiatric hospitals as

compared with those who do not receive these services.’

Crisis Intervention Teams (CIT) and Other Mobile Crisis Programs

The demand is growing for law enforcement officers to become front-line
responders to people with serious mental illness who are in crisis. However, there is
evidence that most police officers are not adequately trained to recognize the symptoms
of mental illness and to relate effectively to persons who have mental illnesses.® For
example, they may have been trained to use the standard police tactic of surrounding or
closing in on an individual, but may not know that this could make the problem worse or
precipitate a violent incident when they are dealing with a person in a psychiatric crisis.

Law enforcement officers know that they lack adequate training to manage this
segment of the population. They want to know how to recognize mental illness, how to
de-escalate a crisis situation, how to handle violence or potential violence, and what to do
when a person is threatening suicide. They also want to know what community resources
are available and how to gain access to them. They are eager to learn how to identify
people with mental illness, who appear to be at risk of causing harm to themselves or to
others. They want to know how to move those people into the mental health system
rather than the criminal justice system.

This kind of mental health education is likely to be useful to all police officers,
not just for those who are part of the specialized mobile crisis teams. For example, CIT
programs typically include training for dispatchers, since these individuals play a key role
in communicating essential information to responding police officers.

An increasing number of jurisdictions use sworn police officers who have special
and extensive mental health training in the provision of crisis intervention services.
These officers are members of Crisis Intervention Team (CIT) programs that are closely
linked to their community mental health system. This approach is often referred to as the

“Memphis Model” because it was developed in Memphis, Tennessee.™



These specially trained officers may deal with mental health emergency situations
on-site or act as consultants to the officers at the scene. This model places a heavy
reliance on psychiatric emergency services that have agreed to a no-refusal policy for
persons brought to them by the police.

The CIT model has been adopted in hundreds of communities in 35 states and is
being implemented on a statewide basis in Florida, Georgia, Kentucky, Ohio and Utah.
Outcomes studies conducted on CIT programs show that they are successful in reducing
arrests and re-arrests, increasing referrals and participation in mental health treatment,
changing officer attitudes towards people with mental illnesses, reducing officer injuries,
reducing involvement of SWAT teams in incidents involving people with mental

illnesses, and decreasing police shootings of people with mental illnesses.*?

Mental Health Courts

Post-booking diversion strategies are increasingly available through specialty
mental health courts.*® Initially, these courts were limited to hearing cases involving
persons with mental illness who were charged with misdemeanors. In recent years, they
have increased their purview to serve people with mental illness charged with felonies.**

In mental health courts, all the courtroom personnel, such as the judge,
prosecutor, defense counsel, and other relevant professionals have experience in mental
health issues and are familiar with relevant community resources. Mental health courts
hear cases involving defendants with mental illness in a non-adversarial proceeding.
They work with the local mental health system to identify and order appropriate
treatment and they monitor the defendant’s compliance with its orders. Noncompliance
may involve sanctions by the court, although with many courts, these sanctions include
jail only as a last resort.

The mental health court system collaborates with the local mental health service
provider and other social service agencies to prepare and implement a treatment plan that
includes medications, therapy, housing, as well as social and vocational rehabilitation.
The goal of the treatment plan is to assure that the person has the tools and motivation

necessary to achieve and maintain a timely and durable recovery. Sometimes, despite the



best intentions, community resources are not adequate to implement the treatment plan.
For instance, there is often insufficient community psychiatric treatment, rehabilitation,
and housing capacity in the existing mental health system to accommodate persons with
mental illness diverted from the criminal justice system.

Underlying the concept of mental health courts is the principal of therapeutic
jurisprudence, which emphasizes that the law should be used, whenever possible, to
promote the mental and physical well being of the people it affects. It assumes that the
application of the law can have therapeutic consequences. ™ It should be emphasized that
therapeutic jurisprudence does not diminish the importance of public safety, which is
fully taken into account by the court.

In keeping with the “therapeutic” nature of these systems, mental health court
judges typically respond to people with serious mental illnesses in a more flexible way
than their counterparts in drug courts. For example, whereas a drug court judge may
sanction a defendant who fails a drug test by sending him or her back to jail, mental
health court judges are less inclined to automatically punish individuals for deviating
from treatment plans. They recognize that psychiatric symptoms can sometimes interfere
with compliance and thus tend to approach non-compliance more flexibly. They work in
partnership with the individual and the treatment team to address barriers that may be
interfering with compliance.

In a system characterized by therapeutic jurisprudence, people with serious
mental illnesses charged with crimes may be diverted into programs designed to address
their treatment and service needs, rather than simply being incarcerated while their
treatment needs are neglected. Even individuals with serious mental illnesses convicted
of serious crimes can be provided with humane and appropriate treatment while
incarcerated. Generally, mental health courts facilitate linking offenders with serious
mental illness to appropriate services and supports upon discharge from jail in order to
enable them to successfully reenter their communities.*®

In many traditional criminal courts, which are not mental health courts, the judge
maintains jurisdiction over the person with mental illness, who reports directly to the
court on a regular basis. In addition, the treating clinician may send periodic reports of
the person’s progress in treatment to the judge or probation officer. The judge uses his or



her authority and interest in the individual to ensure that the person adheres to treatment
and remains in recovery. Moreover, the person is expected to refrain from violence and
illegal activity. Such arrangements have been highly successful in many non-mental

health criminal courts.

Integrating Treatment and Case Management

The purpose of case management is to help people obtain the right services, in the
right place, at the right time, and in the right amount, for as long as necessary to achieve a
timely and durable recovery. The integration of modern concepts of case management
with clinical treatment is an important component of successful outpatient treatment for
all people with serious mental illness. It is particularly important for people at risk of
involvement with criminal justice systems.'’

Case management requires a designated professional or team of professionals who
have responsibility to work with the consumer of services to identify, select, provide, and
monitor the effectiveness of the chosen services and supports. The case manager/
treatment team formulates an individualized treatment and rehabilitation plan in
collaboration with the consumer of services, mental health professionals and criminal
justice professionals. As care progresses, the case manager/treatment team monitors the
person to determine if he or she is receiving treatment, has an appropriate living situation,
has adequate funds, and has access to vocational rehabilitation. In addition, the case
manager and/or treatment team professionals work with the person wherever he or she is
living, whether alone, with family, in a board-and-care home, or in another residential

setting.

Forensic Assertive Community Treatment (FACT) Programs

The Assertive Community Treatment (ACT) model focuses on consumers of
mental health services with the most severe disabilities and it uses a multidisciplinary
fully integrated treatment team, with a small individual to staff ratio, to provide
comprehensive, community-based psychiatric treatment, rehabilitation, and support.
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Services are provided wherever the person happens to be at any given time.™®

Forensic Assertive Community Treatment (FACT) programs have been
established specifically to serve individuals with serious mental illnesses who have a
history of cycling in and out of criminal justice systems.'® Many of these individuals
have co-occurring substance-related disorders. These programs are typically staffed by
teams of professionals and peers (psychiatrists, case managers, substance abuse
counselors, and peer support specialists) who have relatively small caseloads. Services
are carefully coordinated and integrated. They are designed to prevent or reduce
incarceration and hospital admissions and to improve the person’s quality of life. FACT
teams engage in mobile outreach to serve people who may be in danger of de-
compensation or relapse. One of the keys to the success of FACT teams is that parole
and probation officers are often part of the team and thus are less apt to revoke and re-

incarcerate individuals for treatment failures.

Supported and Therapeutic Living Arrangements

For most people who have a serious mental illness, survival in the community
depends on an appropriately supportive and structured living arrangement. The person
sometimes lives with family but it is not unusual for people who have a mental illness to
live alone successfully. Nevertheless, there are times when the kind and degree of
structure the person needs can be found only in a living arrangement with a high staff to
resident ratio, where medication is dispensed by staff, and where recovery oriented
therapeutic activities are offered. Successful models of therapeutic living arrangements

include:

e Permanent supportive housing linked to health, mental health, employment and
other support services;

e Group homes and other congregate living arrangements in which small groups of
individuals with mental illnesses reside together, often with a full-time or part-
time counselor; and

e Housing First programs, in which people who are homeless and have serious

mental illnesses are provided with permanent independent housing. While
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services are available and participation in these services is encouraged, people are
not required to participate as a condition for entering and/or retaining housing.
However, aggressive outreach, treatment, and support is provided, usually
through ACT teams.?’ The Pathways to Housing program in New York City is an

example of a “Housing First” type program.”

Treatment of Co-Occurring Disorders

It is estimated by mental health professionals and other professional personnel in
the criminal justice system, who are knowledgeable about incarcerated persons with
serious mental illness, that at least 75% of these individuals meet the DSM-IV-TR criteria
for drug and/or alcohol abuse or dependence. Clearly, if treatment after release is to be
successful, both the mental illness and substance abuse must be addressed concurrently.?

These services should be integrated in the community and it has been found that
the same treatment team should provide and coordinate both mental health and substance
abuse treatments. This is often a long term process involving both coordinated inpatient

and outpatient treatment.

Working with the Family and Peers

Family members and peers should be considered vital resources in the recovery of
offenders with mental illnesses. Social support found in religious affiliations, social
clubs, advocacy and peer support organizations, recreational facilities, and social service
agency programs, coupled with support of family and friends are keys to reintegration
into the community. Assessing problems that may develop between the person and
family members or significant others is essential if contact between them is anticipated.
Moreover, family members should be involved in support groups to help them during
crises. In self-help programs, they can benefit from the experience of other families in
similar situations and educational programs such as NAMI’s Family to Family are
important sources of useful information about how to help a loved one navigate the

mental health system.
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Likewise, peer education and support programs such as NAMI’s Peer to Peer,
NAMI Connections, and In Our Own Voice are powerful mechanisms for empowering
consumers to take control over their own treatment and to help others navigate the
complexities of mental health and criminal justice systems. These programs and others

like them should be encouraged and supported in all communities.

Crisis Services and Inpatient Treatment

In most cases, crisis care and psychiatric inpatient treatment should be the
responsibility of the mental health system and not the criminal justice system.?* As noted
earlier, by the year 2006, at least 361,182 people with serious mental illness were
incarcerated in jails and prisons rather than receiving appropriate mental health services.
If there were not shortages of both acute and tertiary care inpatient beds in the mental
health system, many of these individuals would not have come to the attention of law
enforcement officers. Or if they had, they would have been transported to a crisis center,
an emergency room, an acute/intermediate care psychiatric inpatient treatment facility, or
a state hospital, rather than entering the criminal justice system.

Although some states and local communities have recognized the need for more
crisis resources, there are still not enough of them to meet the demand. The shortage of
acute and intermediate care beds continues to grow as more community hospitals close
existing psychiatric units and state psychiatric hospitals remain chronically in excess of
budgeted and/or licensed census. In the absence of access to an appropriate and timely
treatment facility, even with the best of intentions, the highest motivation, and the
necessary training to accomplish effective diversion, it will not happen.

Access to crisis services and inpatient psychiatric acute, intermediate, and tertiary
care beds must become a high priority for the mental health system.** That would make
it possible for a shift in inpatient focus from managing census to achieving the best
possible outcome for the individual being treated. For example, stays in acute facilities
would be long enough to stabilize the person and there would not be pressure to
discharge in an unreasonably short time. This would have a direct impact on the number
of people with mental illnesses in jail or prison because people who are discharged before
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they are stabilized often find their way into the criminal justice system. It is crucial that
inpatient treatment be tied closely to the community after care treatment system, so that
when the individual leaves the hospital, he or she will already be integrated into

community treatment and follow up.

Cultural Competency

It is important that mental health professionals understand the roles that ethnicity,
race, culture, gender, and age play in the ways that mental illness manifests itself. It is
also important to know how these variables should influence what treatments are offered
and how they are delivered. It is only in this context that the mental health system can
provide appropriate services to people of diverse racial, cultural, and ethnic backgrounds

as well as persons of all ages and genders.

Necessary Expansion of Services in the Community Mental Health System

A significant increase in mental health services for persons with serious mental
illness, from outpatient treatment and case management to 24-hour care, would no doubt
result in far fewer people with mental illnesses committing criminal offenses. The stigma
attached to people with mental illness is already a terrible burden, but that burden is
magnified when they have been in a jail, prison, or forensic hospital. They have been
categorized as having both mental ilinesses and being offenders, which makes it
extremely difficult to find community treatment and housing programs that will accept
these individuals. If the goal of reducing the criminalization of people with serious
mental illness is to be accomplished, the mental health and criminal justice systems must
be provided with all the necessary resources to identify and treat these individuals in the
most appropriate setting. It cannot be emphasized enough that the criminal justice system

should not be viewed as a suitable substitute for the mental health system.
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Policy Recommendations

Pre-Booking Diversion, CIT, and Training of Law Enforcement Officers

Resources should be directed from all levels of government (federal, state, and local)
to support the development and implementation of Crisis Intervention Team (CIT)
programs. CIT programs have been proven to reduce costs associated with
incarceration and to increase the safety of law enforcement officers and the people
with serious mental illness to whom they are responding.

Since police today are first responders to people with serious mental illness in crisis,
all police officers should be trained to recognize the symptoms of mental illness and
to relate effectively to persons with serious mental illness. Additionally, a subgroup
of officers (approximately 25%) should receive specialized, intensive CIT training
and be designated, whenever possible, to respond to calls involving people
experiencing psychiatric crises.

Post-Booking Diversion

A variety of post-booking jail diversion options should be considered and supported
at state and local levels, including Mental Health Courts, diversion programs through
regular, non-mental health courts, such as Connecticut’s statewide jail diversion
project and Memphis’ Jericho Project, and Court Appointed Special Mental Health
Advocates.

Linkages Between Criminal Justice and Mental Health Systems

Strong linkages should be established at state and local levels between law
enforcement, the courts, corrections and the mental health system to ensure that the
mental health and related service needs of incarcerated people with serious mental
iliness are addressed immediately following release.

Mental Health Services and Supports

A range of supported, therapeutic, and community-based living options should be
available for people with serious mental illnesses involved or at risk of being
involved with criminal justice systems. These should include:
» Permanent supportive housing options;
» Group homes and other congregate living arrangements; and
> “Housing first” programs, which provide permanent independent housing and
the availability of services on a voluntary basis for individuals with serious
mental illness who are homeless.

Integrated mental health and substance abuse treatment services must be available in

one setting for individuals with mental illness involved or at risk of involvement with
the criminal justice system. Studies suggest that at least 75% of people with serious
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mental illness who are incarcerated also meet DSM-IV-TR criteria for drug and/or
alcohol abuse or dependence.

e Family and peer support and educational programs are vital resources in the recovery
of offenders with serious mental illnesses and should be available for all who can
benefit from them. For example, the Forensic Peer Specialist model developed in
New York City offers promise as a model for helping offenders with mental illnesses
reintegrate into their communities.

e Adequate numbers of inpatient beds for acute, intermediate and tertiary psychiatric
care must be maintained for individuals who need them. It is cruel, inhumane and
highly inappropriate to use jails and prisons as substitute inpatient treatment facilities.

e Mobile crisis management teams and crisis stabilization services should be available
and easily accessible for individuals in crisis who need immediate assistance. This
would significantly reduce burdens on law enforcement as first responders.

e Mental health services should be culturally competent and designed to respond to the
unique needs of people of diverse racial, cultural and ethnic backgrounds as well as
people of different ages and genders.

e Funding for inpatient and community-based services for people with serious mental
illnesses must be increased significantly so that the needs of all individuals with these
illnesses are addressed. Adequate funding of mental health services will result in
savings for other systems, such as criminal justice, that have in recent years
frequently been forced to assume the burdens of responding to people in crisis.
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