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PREFACE

T his publication 1s the result of a yearlong collaborative effort of the Open
Society Institute’s Center on Crime, Communities & Culture and the National
GAINS Center for People with Co-Occurring Disorders in the Justice System.
It is based on a four-part critical issues series that focused on helping communi-
ties to identify more appropriate, effective, and humane methods to create treat-
ment services for people with co-occurring mental health and substance abuse
disorders in the justice system.

The paramount goal of the series was to identify how successful programs had
been designed, implemented and operated in communities across the United
States and what could be learned from these successes to guide other communi-
ties who wished to gain the knowledge they needed to mix with the commitment
and courage they had to forge new solutions for old problems.

A small, diverse core group of experts were convened for the series. The core
group included judges, psychiatrists, attorney’s, sociologists, policymakers, ad-
ministrators, caseworkers, consumers and members of the Center for Crime,
Communities & Culture, the GAINS Center and representatives from the Center
for Substance Abuse Treatment, Center for Mental Health Services and the Na-
tional Institute of Corrections.

In addition to the core group, special topic members were assembled for each
meeting in order to further discuss each topic issue. Special topic members
consisted of people who are experts in their fields and/or people who have been
integral parts of programs and initiatives that are recognized as effective in ad-
dressing the needs of people with co-occurring disorders in the justice system.
(A complete list of meeting participants is included in Appendix B).




THE EMERGING
LANDSCAPE

A bout 10,000,000 adults each year are booked into U.S. jails.1 In 1997,
about two-thirds of these people belonged to racial or ethnic minorities, most of
them poor. Approximately 700,000 of these 10 million people each year enter
the justice system with serious mental disorders and 75 percent of these 700,000
people have co-occurring substance abuse disorders.® Likewise, a majority are per-
sons of color, who are poor and have higher risks of physical and sexual abuse.

Each year, over two million youth under the age of 18 are arrested. A million of them
will have formal contact with the juvenile justice system, and over 100,000 will
eventually be removed from their homes and placed in juvenile detention and cor-
rectional facilities. Available research indicates that at least 20 percent of all youths
who enter the juvenile justice system experience serious mental disorders, with a
much higher percentage experiencing some level of mental health problems.* There
is also a growing recognition that many of these youths, nearly 50 to 75 percent, have
serious substance abuse problems. Further, the service needs of minority popula-
tions with co-occurring disorders, such as adolescent girls and youth of color, are
frequently overlooked or misunderstood within the current juvenile justice system.

In the past, little attention has been paid to these youth. Much like adults with co-
occurring disorders, youth with co-occurring disorders have wandered through
service systems and communities unrecognized and misunderstood. Youth with
co-occurring disorders often have problems at home, at school and in their neigh-
borhoods. Neglect, physical and sexual abuse, violence, crime, lack of health care
and poverty are just a few of the difficulties that many of these young people face.
Unlike adults who enter the justice system through a criminal arrest, a youth can
be brought into the system for status offenses, which are behaviors that would not
be considered crimes if committed by someone 16 years of age or older, such as
truancy and running away from home.

While the primary focus of this meeting series was on adults with co-occurring
disorders in contact with the justice system, it was determined that given the
importance of the issues facing youth with mental health and substance abuse
disorders involved with the juvenile justice system, one meeting in the series
needed to focus exclusively on children and youth. As a result, the last meeting
in the series was entirely devoted to a discussion of the issues and concerns
affecting children and youth with co-occurring disorders in contact with the ju-




venile justice system. A select group of national
experts and children’s advocates were convened
to identify and discuss the issue of youth with
co-occurring disorders and to highlight some of
the major issues affecting this population. The
critical issues emerging from the discussion in-
clude the following:

« Historically, the mental health and substance
abuse service needs of youth involved with the
juvenile justice system have largely been ignored.
Up until recently, relatively few studies have been
conducted on how services to youth are organized
or delivered, and data on treatment impact and
effectiveness has been lacking. As Randy K.
Otto, of the Department of Law and Mental
Health, Florida Mental Health Institute states, “A
review of the literature addressing the issues of
youths with mental disorders in the juvenile jus-
tice system suggests that little more attention has
been paid to this population in the past 15 years
than was paid in the 15 years before that.”

» Fortunately, a new national focus is emerging
that has increased attention to the mental health
and substance abuse needs among youth in the
juvenile justice system. The factors leading to
this national focus include a growing body of re-
search documenting the gaps in our knowledge
base regarding the screening, assessment and
treatment of youth; the increased understanding
of the multiple needs of these youth and their
involvement in multiple systems; the develop-
ment of new federal, state, and local initiatives
designed to improve service delivery to youth in
the justice system, and heightened advocacy ef-
forts to increase awareness of the issues facing
these youth.

» Despite increasing attention to the needs of
youth in the juvenile justice system, children and
youth of color with mental health and substance
abuse problems continue to be over-represented
in the juvenile justice system. Further, children
and youth of color continue to be under-repre-

sented or underserved by the mental health and
substance abuse treatment systems.

Studies have consistently shown that race con-
tinues to be a major indicator of whether a child
receives services or is incarcerated. For the most
part, the treatment and juvenile justice systems
lack the ability to recognize, understand and re-
spond to the treatment needs of youth of color
largely because they lack culturally appropriate
and competent tools, staff and programs.

« Little emphasis has been given to understand-
ing and responding to the gender-specific needs
of adolescent girls with co-occurring disorders
involved with the juvenile justice system. Gen-
erally speaking, adolescent girls with mental
health and substance abuse service needs in con-
tact with the juvenile justice system do not fare
well in systems designed for boys. Anecdotal
evidence and current research suggests that there
are distinct differences between male and female
youth in terms of gender socialization, develop-
ment and environmental stressors, and that the
needs of girls are dramatically different than those
of their male counterparts. Many girls involved
with the juvenile justice system present compli-
cated clinical profiles, with extensive histories
of violence, abuse and trauma. Juvenile justice
management policies and protocols designed for
males often re-stimulate or remobilize the trauma
response 1n these girls.

Given the complex and multi-faceted nature of
the issues facing youth with co-occurring disor-
ders involved with the juvenile justice system, it
was determined that it would do injustice to their
needs to try to address this in this report given its
primary focus on adults. Thus, while many of
the strategies for change identified in the follow-
Ing sections may be equally effective for respond-
ing to the needs of youth, we do not try to di-
rectly address this population in this report other
than highlight the major issues identified during
the meeting on the needs of youth. The GAINS




Center will continue its efforts to target the needs
of this population, and maintain and strengthen
its connection to the organizations and individu-
als we’ve worked with to improve service de-
velopment and delivery for these youth.

The lives of both youth and adults with co-oc-
curring mental health and substance abuse dis-
orders are characterized by unproductive cycles
of decompensation, disturbance and arrest that
cannot be altered by usual interventions. In most
places in the United States, mental health, sub-
stance abuse and criminal justice systems offer
only patchworked, uncoordinated responses. Be-
cause so many of these people have serious
mental illnesses and substance abuse disorders
simultaneously, treatment interventions that deal
with only one part of their disorders are doomed
to fail.

The underlying purpose of this publica-
tion is to dispel the myth that “nothing
works” for people with co-occurring
disorders in the justice system.

When treatment fails, these people often end up
in the system of last resort, the justice system.
This system is arguably the least effective place
for these people to be. The police, courts and cor-
rections staff often lack even basic knowledge
about substance abuse and mental health. Fur-
ther, they do not have the resources to appropri-
ately respond to these conditions that, if over-
looked, are life-threatening.

With jails and prisons horribly overcrowded, with
court dockets’ ever-expanding seams, and with tax-
payers very reluctant to spend another dollar for
services, the justice system offers few reason-
able alternatives. People with co-occurring mental
health and substance abuse disorders are often
relegated to correctional institutions that exacer-
bate their illnesses, put corrections staff and other
detainees at physical risk, and do little to ensure

public safety after their inevitable return to the
community.

Despite this bleak picture, there are effective solu-
tions. The underlying purpose of this publication
is to dispel the myth that “nothing works” for
people with co-occurring disorders in the justice
system. In fact, there are many exciting innova-
tions around the country where communities have
devised more effective ways of working with this
population.

These communities have found ways to develop
new linkages between mental health, substance
abuse and criminal justice systems that, often for
the first time, provide appropriate interventions to
break the cycles of decompensation and incarcera-
tionin these people’s lives that repeatedly harm
them and the communities in which they live.

When these successful communities were exam-
ined,>® it was found that many of their innova-
tions reflected an investment in the concept of
systems integration. The essence of this concept
is that people in all three systems recognize the
need for a holistic approach to treating each per-
son and that they are willing to share informa-
tion, money, and clients across the three systems.
These promising innovations were not without
major barriers, however.

Before systems integration can occur, personnel
in the mental health, substance abuse, and crimi-
nal justice systems must be convinced of three
things: (1) they must be convinced that people
with co-occurring disorders present a significant
and on-going management dilemma within their
systems; (2) they need to recognize that they can
be more effective in treating this population if
they combine their efforts with personnel in other
systems and devise complementary services; (3)
they should undertake integration efforts not only
with the goal of making their own systems more
effective, but also in the best interests of people
with co-occurring disorders, and the commu-
nities in which they will be living.




“No Wrong Door” Policy for Successful Systems Integration:
King County (Seattle), Washington

In 1997, the King County Council created the Bureau of Unified Services (BUS) in response to an
ordinance calling for a new behavioral health program that combined portions of the existing mental
health and alcohol and substance abuse programs.

The purpose of the BUS is to promote integration of systems engaged in developing and providing
services to persons who are experiencing mental illness and/or chemical dependence/addiction, espe-
cially those who are also homeless or at imminent risk of homelessness, and/or individuals with a
history of repeated or chronic use of public services providing acute care and/or more restrictive
environments. The goal of the BUS is to create “no wrong door” to the existing service systems by
making every doorway into treatment the “right” door, regardless of presenting issues. It supports the
sharing of information, planning, clients and resources across the Department of Community and Human
Services, Mental Health Division, the Seattle/King County Department of Public Health, Division of
Alcobolism and Substance Abuse Services and, indirectly, with the Department of Adult Detention. A
newly appointed BUS Coordinator reports to and is supervised jointly by both Divisions/Departments.

Major BUS goals for 1998 included the following:

¢ Seek to resolve information sharing/confidentiality issues across mental health/substance abuse
service systems

» Reconfigure Jail Alternative Services (JAS) in conjunction with the Pilot Crisis Triage Center in
order to explore creating viable pre-booking diversion function

« Explore opportunities for conjoining of mental health and chemical dependency involuntary treat-
ment system into a single service serving both populations

« Explore consolidation of existing outreach and engagement services into a network of street and
facility-based services

« Coordinate contracting processes within the Departments of Commumity and Human Services
and Public Health to maximize impact and minimize duplication of services

One of the BUS’s major projects for 1999 is to mobilize the Pilot Crisis Triage Center in collaboration
with Harborview Medical Center. As of July 1998, Harborview is providing a site for triage and
stabilization that integrates mental health and drug and alcohol services. In addition to collecting
information about the individuals experiencing mental health and/or substance abuse disorders served
in the Triage Unit and the services needed in the community to support the ongoing needs of these
individuals, the pilot project also provides a realistic view of the feasibility of inpatient psychiatric
hospital diversion for some patients who are currently hospitalized as well as a site for testing a more
effective method for pre-booking diversion by local law enforcement authorities.

A BUS Advisory Council meets on a monthly basis to provide input and feedback concerning the
systems integration activities of the Bureau of Unified Services. The Council is comprised of repre-
sentatives of key stakeholder groups across a broad range of systems.

*Prepared from materials provided by David Wertheimer, Director, King County Mental Health Division, Bureau of
Unified Services.




The goal of this document is to offer some ideas
about developing, implementing, financing and
sustaining programs that integrate the mental
health, substance abuse treatment and justice
systems for adult and youth populations with
co-occurring disorders. It reports successes, but
it does not provide a precise road map. It does
not show exactly how to get from where you are
now to Points B or C. Instead, it is more of a
satellite view; it offers principles and perspectives
with which to interpret local conditions and iden-
tify promising directions.

The principles summarized herein are intended
to be used as a resource not only to begin social
change, but also to sustain it. The programs that
produced these key principles (see Appendix
A) are living examples of how these core ideas
can work. These initiatives are invaluable re-
sources to help committed people with courage
address the issues surrounding people with co-
occurring disorders in the criminal justice system
and to assist them in leveraging social change.

The principles and strategies for action in the
following chapters are applicable, in most cases,
to programs and services for both youth and
adults who have co-occurring disorders and are
involved in the justice system. Adults and youth
can be helped if communities, treatment provid-
ers, service administrators and government offi-
cials show the political will to follow the ex-
amples of other communities in the United States
and create integrated, comprehensive service
models. These select communities can provide
guidance about how services are planned and
implemented. This information is reflected in
the following chapters.
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BuUILDING SuccCEssFUL
COLLABORATIONS

M ental health clinicians, substance abuse counselors, police officers, jail staff
and the judiciary all know the type of offenders with co-occurring mental health and
substance abuse disorders we are addressing in this paper. Some even know them by
name, because they see them so frequently. However, in the traditional arrangement
of services, providers are confined to addressing only a fragment of a person’s total
needs. This is where system integration enters as a powerful mechanism for communi-
ties to improve service delivery and to treat people, not just problems.

System integration has many potentially positive impacts. It allows mental health
and substance abuse treatment providers to apply a body of research that docu-
ments the need to treat co-occurring disorders cooperatively and simultaneously.”
Where such treatment has been implemented, treatment providers have more
effectively stabilized their patients, improved the patient’s lifestyle and increased
public safety because people with co-occurring disorders who are in stable con-
dition are less likely to disturb other citizens and to commit crimes.

The criminal justice system also experiences positive effects from these efforts.
If people with co-occurring disorders can be diverted to more effective treat-
ment programs in the community, then correctional facilities can be managed
more effectively. If the same individuals are stabilized in the community, they
are less likely to commit crimes and return to jail.®* Law enforcement officers
can be trained to deal with people with co-occurring disorders and, if police
have access to proper services, can link them to treatment instead of arresting
them. Judges who know an offender’s mental health and substance abuse status
at the time of a court appearance are also able to offer more informed dispositions.

System integration can create a winning situation for everyone. However, for
integration to work, the old ways of doing things will need to be challenged and
new ways created.
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System integration goes beyond service integra-
tion. In the latter, treatment services are com-
bined at an individual level, often by a case
manager who brokers a package of services for
a client. System integration involves new ar-
rangements between the service organizations
themselves including their treatment services,

Why integrated services are in
everyone’s best interest

When people with mental illnesses and
substance abuse disorders get treatment,
case managers, and housing, the positive
effects can be felt by many, including:

The Public

e Reduction in homelessness

e Decrease in family, acquaintance
and stranger violence

e Decrease in the use of high cost,
intensive treatment services

e Reduction in public disturbance

Clients

Creation of user-friendly services

Reduction of inappropriate detention

Increase in treatment involvement

Break in cycles of decompensation
arrest - incarceration

Corrections Managers

¢ Fewer disruptive detainees
e Fewer detainees

e Reduction in liability

Mental Health / Substance Abuse

Professionals

* More client willingness to accept
treatment

* Ability to handle more types of
clients

¢ Reduction in client disturbances

administration, management information sys-
tems, assessments, and staff training. It does
not require the creation of a single system, but
it does demand an interconnected network of
organizations that can complement each other
through the transfer of appropriate information,
resources, and clients among the component
untts.

Despite the potential payoffs of system integra-
tion, most communities do not view themselves
as having the time, money, knowledge, or
sometimes even the interest, to change how
people are processed through the criminal justice
system. Therefore, the challenge lies in getting
the financial and political clout to create policies
and programs that change the system and are
optimum for this population, for the service
systems that need to interact, and for the general
public.

Some mental health and substance abuse service
providers in the justice system have a good idea
of what interventions people with co-occurring
disorders need and they also know how to orga-
nize their services to properly deliver these in-
terventions. Granted, nothing works for every-
one all of the time, but programs and policies
are in place in many U.S. communities that are
beginning to foster systems integration.

Organizations and agencies change over time.
How to apply the lessons from other successful
programs varies according to the stage of program
development. A collaboration that is in the start-
up phase, where the need is for coalition building
and strategic planning, may require different
applications than a community that is further
along in developing joint programs between
systems.

The following principles that our experts group
identified based on current research and best
practices are presented in two phases — starting-
up and implementing integrated services.

12



STARTING UP INTEGRATED SERVICES

= Organize a coordinating body/task
force/coalition

m Start small, but carry a big vison

s Commit to cultural sensitivity

= Emphasize strategic planning

» Identify motivators

n Recruit political support

» Clarify funding strategies

» Recognize that there is no one best way

Organize a coordinating
body/task force/coalition

Identify the key agencies in the community and
the people in those agencies who need to be
involved. These usually will include: sheriff and/or
police officials, jail administrators, jail mental bealth
and health service providers, district attorneys and
prosecutors, public defenders, local judges and
magistrates, probation officers, community mental
health and substance abuse treatment programs,
and housing and social service providers.

Consumers and consumer advocacy groups
should also have an early and continuing role in the
coalition because they are invaluable in defining
problems and identifying answers. Also, consider
building collaborations with community groups
that are not traditional treatment providers, but
often deal with people with co-occurring disor-
ders on the streets, such as ministers, school prin-
cipals, and guidance counselors. They can make
initiatives more comprehensive and flexible.

The next step is to designate a person who will
take charge of the planning process for the group.
A strong leader with good communication skills
and an understanding of the systems and the in-
formal networks involved is needed to put the
necessary pieces in place.

Start small, but carry a big vision

Once the coordinating body is assembled, the
group must decide on a common goal. This will
take time because each person at the table will
bring a different set of objectives and goals. The
group needs to work togther to devise a vision
that represents a commingling of the individual
goals. Goals need to remain broad enough to
encourage a general buy-in, but narrow enough
to keep the target in mind.

The goals then become the vision, which must
be refined into a sumple concept that captures the
complex issues at hand. A short and catchy
phrase, like King County, Washington’s “no
wrong door” policy, appeals to people because
they can understand and remember it.

Commit to cultural sensitivity

According to the U.S. Department of Justice,
Bureau of Justice Statistics®, 68 percent of jail
inmates in 1997 belonged to racial or ethnic mi-
norities. This is a figure that cannot be ignored
when designing services. Plans to improve cultural
sensitivity within systems and initiatives
should be incorporated at the vision stage.

Successful programming relies on considering
the connections between organizations and indi-
viduals, including racial and ethnic connections.
Ideally systems need to look at each person indi-
vidually and prescribe individual treatment,
which require cultural sensitivity. Systemsmust
collaborate to assemble adequate resources to
offer this kind of individualized and culturally
sensitive treatment to everyone who needs it.

Emphasize strategic planning

Strategic planning should aim at producing im-
mediate, but sustainable, results. Strategic
planning should begin with regular meetings that
involve the key players who work together to:
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Include short-term objectives for the group.
Short-term goals need to be manageable, such as
holding regular meetings or collecting informa-
tion that is useful to the group. Every time the
coalition has a meeting, it should set goals for
the next meeting, such as, assigning members to
make telephone calls to recruit support, or ask-
ing members to collect data from their respec-
tive systems to help the collaboration to further
define the needs of the target population. These
small steps can help a collaboration learn to work
as a team to build upon small successes, and to
monitor progress toward long-term goals.

Plan for the long haul. Short-term pilot programs
often help identify best practices, but tend to
provide high-quality care to only a small popu-
lation. Effective planning will require that col-
laborations have long-term plans going beyond
the pilot stage and that provide both high-quality
treatment and attention to a larger volume of
consumers. Also, bear in mind that progress for
this population must be measured in years.

ldentify motivators

The basic goal of improving services often does
not provide enough incentive to get a coalition
moving. The immediate push may rise out of a
lawsuit, in which a jail facility is being sued for
having insufficient services. It may come from
new funding opportunities which can be used only
by projects that blend their services. A damag-
ing story in the media can also call attention to a
problem and demand action. These motivators
attract public attention, and often the attention of
county commissioners, community leaders, leg-
islators and advocates. Whatever the motivators
are, identify them early and then strategize how
they can be used to promote the coalition’s goals.

Recruit political support

The coordinating body of an interagency collabo-
ration can provide tremendous drive and vision,
but support from critical community leaders is
often the key to crystalizing that drive and vision

into concrete programs. Ideally, a coalition to
promote system integration will already have at
least one member of the judiciary among its
ranks. If not, the group should focus on forging
a positive alliance with the judges who are the
most involved with offenders with co-occurring
disorders. Judges are important allies because
they control offender processing and placements
in both the juvenile and adult justice systems.
Judges are particularly useful advocates because
they often are receptive to alternatives to incar-
ceration, have more job stability, and can con-
tinue to offer their support for many years.

Legislators are also key decision makers who can
be effective in promoting and enforcing col-
laboration. For example, the Texas Council on
Offenders has worked with the Senate Finance
Chair and House Appropriation Chair and their
respective staffs to represent their interests in the
state legislature. As a result, Texas now has leg-
islation to blend funding, enforce unified screen-
ing standards, and require cross-training for any-
one, including law enforcement personnel, who
works with offenders with co-occurring disorders.

Clarify funding strategies

Secure funding is one of the most daunting chal-
lenges that programs face. The following ideas are
elementary, but important. The “Financing Your
Program” section below expands on this issue.

Have a financing plan. Refer back to the group’s
strategic plan on a regular basis to evaluate fund-
ing needs. Keep reviewing and updating this plan
to ensure that there is an effective strategy to use
funds once they are secured.

Identify multiple funding streams. Garner support
from government agencies at the local, state and
federal levels. In particular, federal and state
agencies often require multiple streams of
funding for multi-system collaborations — it
usually takes many independent funding streams
to pay for integrated services. Often federal dem-
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onstration funding like the SAMHSA Jail Diver-
sion Initiative can be used to fund programmatic
efforts.

Recognize the pitfalls and potential of managed
care. Generally managed care has limited ef-
fects on this population because the people who
tend to predominate the criminal justice system
rarely have private insurance and a minority are
Medicaid recipients. However, managed care
eventually could play a significant role in discharge
planning and linkage to community services if a
favorable financial environment is developed.
The section on “Financing Your Program” fur-
ther discusses this issue.

Be creative with small amounts of money and with
funds that are already available. Movement in
systems can take place without a lot of new
resources. For example, in Tennessee, the
Memphis Police Department collaborated with
the West Tennessee Alliance for the Mentally 11
(AMI) to create a police-based diversion pro-
gram. The AMI appealed to the local mental
health agencies to create a curriculum and pro-

vide training to the police academy on how to
deal with people with substance abuse and men-
tal health problems. The cost to the corrections
system was $10 per month in added duty pay for
each of the 100 officers who went through the
training and formed the city’s Crisis Interven-
tion Team.

Recognize that there is no one best way

A cookie cutter approach will not work. This is
apparent in the lessons leamned from Ohio’s re-
cent experience in developing youth justice, men-
tal health and substance abuse programs to ef-
fectively link institutional and community ser-
vices, which are summarized in its architect’s,
Dr. Lee Underwood, keys to success below. Each
community has to develop its own way of applying
these principles. Each coalition must take account
of its own unique driving forces when planning
ajail diversion program. In every case, an inter-
agency coalition needs to identify the best way
to handle new services, who those services need
to reach, and how well the services mesh with
the community’s existing resources.

» Local Interagency Agreements
« Demystification of “Confidentiality”
» Continuum Minded

*  Charismatic Leadership

* Cross Training

* Information is Powerful

» Strategic Policy Designs
* Challenge the Status Quo

Keys for Successful Youth Programs

» Collaboration with Mental Health, Juvenile & Adult Justice System,
Substance Abuse, Court, & Human Services

* Create and Formalize Theoretical & Guiding Principles

*Provided by Lee Underwood, Psy.D., Executive Clinical Director of the Pines Residential
Treatment Center in Portsmouth, Virginia.
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IMPLEMENTING SuccCessFuL COLLABORATIONS

s Begin moving from informal to
formal arrangements

m  Devise a marketing strategy

= Build systems to coordinate
and share information

m Ensure accessibility to services

m  Determine the common, shared
approach at the service level
for cross-training

= Create boundary-spanning positions

= Build in outcome evaiuations tor
all “customers”

m Respect each system’s stage of
development

Begin moving from informal
to formal arrangements

As jurisdictions advance in the development of
options, they usually progress from informal to
formal arrangements through four phases.'

Phase I. — Cooperation, in which key personnel
from substance abuse, mental health, corrections,
and the courts begin to share information evidence
willingness to help each other on an ad hoc basis.

Phase II. — Coordination, in which system rep-
resentatives begin to consciously merge their ef-
forts through joint staff meetings and joint pro-
gram planning and in which they learn about each
other’s operating programs.

Phase III. — Collaboration, in which key players
from each system have regular meetings, cross-train
their staffs, formalize joint planning, secure joint
funding, and eventually form interagency agree-
ments through memorandums of understanding

(MOU).

Phase IV. — Integration, in which systems
form a designated planning council and a joint
budget, share funding of key positions, unify
mtake and assessment requirements, and view
clients as a shared responsibility.

From a service delivery and system development
standpoint, a jurisdiction is more likely to do a
better job for offenders with co-occurring disor-
ders as the agreements move further along into
these phases. Also, it is possible for agencies to
be at different levels of agreement at the same
time, some agencies may not share information
with the other agencies, while other agencies in
the collaboration may have shared contracts.

Devise a marketing strategy

Shifting the paradigm. Mental health and sub-
stance abuse disorders are public health issues
and should be treated as such, no matter where
the person resides. An offender with a dental
problem receives the health care he needs; an of-
fender with an infection receives the health care
approprate to his ailment. It should be no differ-
ent for an offender suffering from depression and
an addiction to heroin — that offender should
receive whatever medical and behavioral health
care he or she needs. Only when systems ac-
knowledge that mental health and substance
abuse are public health issues and treat the whole
offender within the context of providing overall
proper health care will we deal effectively with
the population in the criminal justice system.
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Numbers. The right data can be vital to defending

and promoting a coalition’s efforts. The infor-

mation collected should address five main issues:

*  Whom does the interagency coalition cur-
rently serve — is this the population that was
targeted?

*  What services does the coalition provide?

* How many people are receiving or have
access to services and what are the charac-
teristics of this group?

* Is the coalition achieving its intended out-
comes?

* Are there case studies that can be used to
make these issues more understandable for
advocates and the public, and more market-
able to potential funders?

Benefits to Stakeholders. Frame the social and
economic issues in ways that people can understand.
Affirm the savings that go beyond the criminal
justice costs, such as in public health and welfare
budgets, in the workforce, and in private businesses.
Also, emphasize the social benefits of reducting
family break-ups and child abuse, especially when
many of the families being served have literally been
in the component systems for generations.

Identify Media Strategies. Efforts to devise a
media plan to get support from the wider com-
munity can have profound effects on the politi-
cal world. People in the press, along with policy
makers, private foundations and board members,
look for a central organizing principle around
which these services can be provided. Use the
coalition’s vision to demonstrate to the media

why its efforts are important.

Build systems to coordinate
and share information

Uniform screening and assessments. A good
clinical assessment can enable a person to move
more quickly from place to place in a multisystem
diversion project. If screenings and assessments
aren’t uniform, a person can be constantly reas-
sessed and rediagnosed, which delays entry into
treatment and prolongs the time spent in treatment.

Managed Information System — A coordinated
MIS can readily identify the target population of
high-utilizers as they enter the justice system. In
order to do so, agencies need to maximize their
ability to share timely information, coordinate
services, and become more efficient. The key
players of the coordinating body should develop
a basic management information system to keep
track of where people are in the diversion pro-
cess — this can be anything from informal 3 x 5
cards to standardized data entry screens on net-
worked personal computers.

Next plan for the collection of basic data for the
management information system and outcome
data. Outcome data can later help justify the pro-
gram and help obtain future funding. Also, these
data can identify how to target funding where it
will have the greatest effect and even identify
areas of a program that are not working as
planned or are unnecessary.

Ensure access to services

Many jail detainees and inmates who have co-
occurring disorders have problems accessing
substance abuse and mental health services prior
to entry into the justice system. One way to try
to bridge this gap is to find out where the target
population is coming from in the community and
then promote the community’s mental health and
substance abuse services in those areas.

Once a person with co-occurring disorders enters
the justice system, he or she should have access
to the variety of services that he or she needs.
Consolidated referral and screening processes
and collaborating teams can provide comprehen-
sive assessment and treatment services, thus reduc-
ing duplication in service provision and speeding a
person’s entry into appropriate treatment. Non-
discriminatory laws in treatment contracts can
help too. For example, in Texas, all agencies
that provide human services have a clause writ-
ten into their contracts that specifically states that
they cannot discriminate against consumers with
co-occurring disorders.
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Access to services 1s important not only for con-
sumers, but also for the people who refer the con-
sumers into services. Access to consumers’
records is often blocked by confidentiality laws
and without a combined set of mental health and
substance abuse records, referrals have to be
made according to whichever record the referrer
is allowed to see. To begin addressing confidenti-
ality concerns, program directors must clarify
what requirements exist and whether a release
of information must be obtained to share relevant
client information between treating programs.
Memoranda of understanding may be created to
facilitate information sharing for program evalua-
tion purposes.

Determine the common, shared approach
at the service level for cross-training

System change cannot exist solely as assurances
at the top levels of participating agencies; it must
penetrate to the line worker level if it is to make
areal difference. A vision should require that all
disciplines be cross-trained — from police of-
ficers, emergency/crisis workers, and corrections
employees, to case managers, psychologists, and
substance abuse and mental health treatment
counselors. Cross-training brings together service
providers of varied orientations and allows them
to share their different perspectives regarding
treatment and supervision as well as maximize
their expertise to provide the best treatment
possible.

Managed behavioral health care poses another
challenge. The level of clinical skills necessary
to work with people with co-occurring disorders
is high. This comes at a time when managed
behavioral health care is forcing systems to cut
costs at all levels, from clinical through admin-
istrative. Managed care is using what the market
will bear as its criteria for the quality of the staff
at all levels of these systems and this is impacting
the quality of care. Keep aiming for a consistent

change and demand a high standard of staff skill.
Hire and retain only those people who have
multidisciplinary training.

Create boundary spanning positions

Many times the goals of the mental health, sub-
stance abuse, and criminal justice systems don’t
easily mesh. Boundary spanners,!! who are
knowledgeable about more than one system, can
manage the interactions among the systems. If
an interagency position is created, and jointly sup-
ported, the paramount concern is finding the right
candidate for the position — someone who is
familiar with the interacting systems and their
key members. A critical factor to the success of
a boundary spanner is the credibility and trust
afforded to her from all systems.

Build in outcome evaluations
for all “customers”

In terms of jail diversion, for example, a program
should try to accommodate the number of people
diverted at both the pre-book and post-book levels.
Also, a program should monitor the number of
formal linkages that a detainee or inmate makes
with services and how long the person continues
to use these services. To discover if a coalition’s
efforts are working for consumers the relevant
questions include:

* Does the client report she was connected with
a treatment provider?

* Did the client receive services and complgte a
treatment program?

* Are the same clients recycling through the
Justice system or emergency rooms?

» Is there a reduction of symptomatology over
time as measured by a variety of indexes?

* How does the individual consumer rate his or
her quality of life?
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Potential Evaluation Markers

« Number of units of services
delivered

+ Number of clients served

« Characteristics of the target
population

» Rates of arrest
« Seriousness of arrest

« Number of days of
re-hospitalization

» Clients quality of life

« Ethnographic case studies

In addition to evaluating consumer outcome,
encourage consumers, coalition members, and
the involved agencies to evalute the coalition’s
programs and methods. Continuous feedback is
crucial to keeping the vision in focus and the ef-
forts moving along the right path.

Respect each system’s stage of development

Progress takes time. Each of the involved systems
has succinct obstacles that it must overcome to
collaborate successfully. A community that has

a strong correctional structure and has several
substance abuse treatment programs, but lacks
receptive mental health services will have different
challenges from a community that has open re-
sources for all three systems. Two systems may
quickly develop a beneficial working collaboration,
while the third may have trouble blending in.
Nurture and encourage the collaborations that are
working, but be patient and persistent in helping
those that are taking a little bit longer.

PUTTING THE PIECES TOGETHER

The above principles are derived from the expe-
riences of successful programs and coalitions
around the country. Use them. Adapt them. Re-
fine them as you develop local coalitions and
strategies to respond to the needs of persons with
co-occurring mental health and substance abuse
disorders in the justice system.

These principles represent the initial challenges
of integrating services for this special popula-
tion. The next step is to find ways to maintain
and sustain your efforts through creative financ-
ing and establishing the political and fiscal
groundwork that are necessary to tumn a pilot pro-
gram into the new norm in service provision for
people with co-occurring disorders in the justice
system.
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FINANCING
PROGRAMS

C learly, funding is the obstacle that confounds program advocates the most.
Financing is challenging in the start-up phase and remains a challenge throughout
the life of a project. When dealing with integrated service programs, the GAINS
Center found that the programs that secure money from several different sources
and blend funds according to the specific needs of their localities are the ones that

have the best chance of carrying pilot programs into the mainstream and ulti-
mately achieving their goals.

This section focuses on how successful programs have overcome financial barriers
and how they look to the future to identify funding sources that will help them to
sustain successful programs.

Key Financial Strategies
Custom-blend funding sources
Pick a funding leader

Reorganize existing funds

Develop an action plan

Consider managed care roles

Custom-blend funding sources

A program that focuses on integrating several different types of services for
holistic treatment should identify a mix of funds to develop an integrated funding
stream as well. At first glance this might seem to make funding more difficult be-
cause currently most funding streams for treatment services are categoric, focusing
on one type of treatment. However, the mix of essential services can also expand the
funding possibilities, if a coalition is creative in bringing different sources of
funds together to fit the needs of its target population and the resources in its locality.
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Blended Funding at Work

Maryland Department of Health and Mental Hygiene Administration
Division of Special Populations

Piecing together funds to deal with special populations is challenging, but some jurisdictions,
such as the state of Maryland, are proving that it is not only possible, but it can be extremely
effective as well.

The Maryland Department of Health and Mental Hygiene Division of Special Populations fosters the
development of innovative programs for consumers of mental health services with special needs. This
includes individuals with psychiatric disabilities who are homeless, are in jail and could be appropri-
ately served in the community, have co-occurring substance abuse disorder, and/or are deaf. Innovative
programs include prevention of recidivism to homelessness, detention centers and psychiatric hospi-
tals, delivery of coordinated services to adults with special needs, research on the effectiveness of
special projects, and application for finding of gaps in the provision of services for this population.

Maryland’s Mental Hygxene Administration (MHA) has been partxcularly mnovatxve m‘the ﬁmdmg
area and has created an intricate patchwork of finding to address the needs_of ﬂCHS Hios
In addmon to Identxfymg mental health- and substance abuse—sPeclfic‘fu_ﬁ mg 50 ces MHA rs‘o
secured funds to address trauma and housmg issues. Followmg‘are amples of MHA’s programs and
the grants it utilizes in order to offer more complete services to this population.

. Maryland Community Criminal Jastice Treatment Program

MHA has unplemented the Maryland Commumty Cmmnal Justice Treatment Program (MC‘CJTP) m
18 local _]lIl‘lSdlCthllS to’ meet the comprehenswe n
recldlwsm to state psychlatnc hospltals detentlon centers, and homelessness “Each part1c1pat1ng
jurisdiction is required to develop an adwsory board that mcludes representanves from the various
agencies that serve the client in the community, such as ‘mental health, alcohol and drug abuse, public
defenders, the judiciary, parole and probation, law enforcement, AIDS, social services, public defenders,

and consumers. To receive the money from MHA to begin a program, each advisory board is required
to develop 2 memorandum of agreement that defines the specific services each agency will provide.

The MCCIJTP case manager serves the consumer holistically involving a multitude of agencies and
services beginning in the detention center and continuing into the community. Meaningful daytime
activities, such as volunteer work and employment, are an integral part of each consumer’s service
plan. MCEJTP focuses on individuals who are 18 or older and have serious mental illnesses and/or-are
dually diagnosed, and are incarcerated in local detention centers or on intensive parole and probation
caseloads. These services may also be provided to individuals with HIV/AIDS and/or individuals who
are homeless.

MHA funds $1,000,000 annually to provide for case management and psychiatric services beginning in
the detention center. Local county governments and detention centers have also provided funds as well
as local agencies providing in-kind services. In 1998, 1,372 individuals were served through this

program.
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. Byrne Memorial Grant Fund

In 1996, MCCJITP received $340,922 from the federal government’s Byme Memorial Grant Fund Pro-
gram to provide substance abuse services In conjunction with mental health services m seven local deten-
tion centers. In contrast to most states that put all Byrne Funds into state prison substance abuse treatment,
Maryland has used these funds creatively, but within the program guidelines, to transitions detainees from
local jails to the community. This grant was renewed for 1998 for $380,615. In 1998, case managers
funded by the Byme grant referred 548 new cases for assessment and treated 582 inmates.

U HUD Shelter Plus Care

In July 1995, the United States Department of Housing and Urban Development granted MHA a $5.5
million Shelter Plus Care grant to provide housing for five years for homeless, seriously mentally ill
consumers coming out of jail. This rental assistance is also available to individuals who are homeless and
leaving public psychiatric hospitals as well as individuals on parole and probation who are homeless
and in danger of re-incarceration. A total of 366 adults and 224 children have been housed in 19
counties through this program. One indication of the effectiveness of this program is demonstrated
in the recidivism rate of 6 percent to jail and 1 percent to the hospital.

. PATH Funds
In 1998, the Division of Special Populations: received a $335,000 in Projects for. Asmstan' . in Tran:s

ﬁom Homelessness (PAIH) -The funds are used to" prowde “utreach, screenin,
services, rehabihtatxon servxces mental heulth, alcohol and drug

and job training and educational services. In 1998, 1,280 individuals were served through thxsprogram.
. Phoenix Project

The Division of Spec1a1 Population has received $1,575, 442 over three years'frorg ‘the Substance
Abuse Mental Health Serv1c€§ 'Adm1msu'at10n (SAMHSA) for a pre- and po: bookiixg ‘(ersxonﬁ
treatment ‘and support program n Vﬁcommo County for women w1th scnous mental ﬂlness and co-
occurring substance abuse disorder. As one of nine study sites in the Uruted States ‘the Phoenix
Project will provide a wide array of services for the women and their children. The University of

Maryland Center for Mental Health Research Services will evaluate the project.

. TAMAR Project

MCCITP recently received $569,000 a year for two years from SAMHSA to provide trauma treat-
ment for women in detention centers and in communities. The TAMAR Project (Trauma, Addic-
tions, Mental Health and Recovery) will provide holistic services through an integrated system far
women with histories of violence, as well as therapeutic services for their children.

Future plans

Future plans envision inclusion of the remaining Maryland jurisdictions in MCCJTP, as well as
expansion of substance abuse services in existing programs. The Division of Special Populations
plans to expand to provide services to families served by our programs and to educate across systems

the importance of recognizing trauma in individuals and the necessity of treatment.

* Prepared from materials provided by Joan Gillece, Ph.D., Assistant Director, Mental Hygiene Administration
Division of Special Populations.
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In order to most appropriately identify and blend
funds, a coalition should know who is in its target
population. Program expenence clearly indicates
the target group has multiple vulnerabilities that
requires considering the person in holistic terms.
With this in mind, programs for people with co-
occurring disorders can recruit expanded fund-
ing sources beyond the substance abuse and men-
tal health services to housing programs, job train-
ing and programs already in place for the home-
less population. They must look to community
resources currently helping people in all of these
systems to identify funding sources and potential
supporters of their own program or initiative.

It is key to have someone who can iden-
tify and coordinate all of the potential
and established funding streams.

Pick a funding leader

The first step for managing the funding process
is to put someone in charge. It is key to have
someone who can identify and coordinate all of
the potential and established funding streams.
This person can be hired at the municipal, county,
or state level and put in charge of finding the
money to which the target group is entitled. He
or she must understand funding streams in men-
tal health, substance abuse and criminal justice
and how to creatively tap into them.

Reorganize existing funds

While seeking new money, it is important to look
at how existing funds can be reorganized to bet-
ter serve the population. The coalition must work
to strengthen its focus on the needs of the target
population and on developing the political sup-
port that is integral to a successful program.

Piecing together full-time positions by multiple
agencies, each funding some portion of that po-
sition, has proven successful in a number of lo-
calities across the country.

Develop an action plan

Once funds are secured, it is vital to have in place
a concrete plan of action and a method to account
for how funds are being used. Be careful to keep
funding issues closely linked to the objectives of
the program -- if the program changes too much
you could lose funders. Also, the best way to keep
funders interested in your efforts is to show them
how effectively their money is being used.

One program organizer suggested that all money
should go directly into the programs because this
helps to create and preserve strong partnerships.
For example, the Maryland Department of Health
acts as the grantee to 18 of its 23 counties and it
monitors all of the involved counties to ensure
they secure enough money on their own to retain
federal match money. Another suggestion is to
use funds as seed money to invest in other agen-
cies that are working toward the same goal or to
integrate with other agencies to get grants.

Consider managed care roles

The impact of managed behavioral health care on
financing services for people involved with the
criminal justice system is becoming increasingly
complex. When we think about paying for medi-
cal care, people fall into one of three categories:
* Privately insured (commercial health care plan)
» Publicly insured (Medicaid and Medicare)
» Uninsured

To date, managed care has had its greatest impact
on people who have private health insurance but,
most individuals with co-occurring disorders in
contact with the justice system, are either pub-
licly insured (primarily through Medicaid) or un-
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insured. Medicaid is an insurance program for
medically indigent or needy persons (those whose
income falls below a standard where private
health insurance is deemed unaffordable) and
other categorically eligible persons, such as
women and children and disabled persons, on
Supplemental Security Income (SSI).

Specifically include people leaving
the justice system as priority popula-
tions in managed behavioral health
care contracts.

Uninsured adults, who are the predominant type in
the criminal justice system and are presently esti-
mated at over 40 million individuals in the United
States, are those who do not meet these income
or categorical requirements. When people are in-
carcerated in jails or prisons, they lose their Med-
icaid eligibility because the costs of these public
institutions are identified in federal law as the
historic responsibility of state and local government.

Because persons in correctional facilities are not
covered by Medicaid, and almost none have
private insurance, all institutionally-based services
come from special state and local government
appropriations within correctional or mental
health agency budgets. Within correctional facili-
ties, behavioral health services may be provided
directly by correctional employees, by another
community agency, or contracted out to a pri-
vate health care provider. In the latter instance,
the services have been “privatized,” but they may
or may not have been brought under 2 managed
care arrangement.

In light of these issues, there are few funds and
little interest in building integrated service systems
for this population. However, programs can begin
to prepare for managed care’s involvement
through the following suggestions:

+ Identify managed care plan members at the
pre-book stage and work with judges and
district attorneys to get substance abuse or
mental health placement covered by a
managed care organization (MCO).

* Be aware that Medicaid-eligible persons
being discharged after long jail stays will
need to be reconnected to their health plans
in order to restore benefits. “In reach” to jails
and prisons by entitlement specialists can be
particularly effective.

» Work with community mental health and
substance abuse agencies on discharge plan-
ning and aftercare services. The cost of their
services may be covered under the managed
health care plan, but realize that there is a
disincentive for managed care organiza-
tions (MCOQ) to cooperate. While incar-
cerated, the person is not using community-
based services covered by the managed
behavioral health plan and, therefore, the
MCO is avoiding costs it otherwise would
mncur 1if the person was in the community
under these circumstances.

» Work with the purchaser of care — the
county or state agencies that operate the
Medicaid program — to ensure that men-
tally i1l offenders cannot be ignored while
in jail or at the point of release into the
community. Specifically include people
leaving the justice system as priority popu-
lations in managed behavioral health care
contracts.

Conclusion

Financing is an issue that dominates every stage
in the life of any program. There are novel,
effective strategies to use. It takes vision; a vi-
sion already shaping creative initiatives across
the United States.

24



Funding Information on the World Wide Web

The Internet can be a valuable tool to identify and learn more about funding opportunities. Several
government agencies have special sections that announce their available funds and list descriptions
and eligibility requirements right over the World Wide Web. Many grant programs have Web pages,
as well as state agencies and foundations. The following Web site addresses are good places to start.

Substance Abuse and Mental Health Service Administration — www.samhsa.gov.

U.S. Department of Justice — www.usdoj.gov.
Local Law Enforcement Block Grants — www.iir.com/grants/

National Institute of Health — www.nih.gov/grants.html

The National Institute of Mental Health’s
Knowledge Exchange Network (KEN) — www.mental health.org.

Robert Wood Johnson Foundation — www.rwif.org/text.html
The Soros Foundation — ‘www.soros.org/crime/index html

The Pew Charitable Trusts - www.pewtrusts.com/

The Internet also hasseveral databases 'some of Wthh are "ommcrcxal,’thatha ’fmformatlon about
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SUSTAINING
SuccessFuL PROGRAMS

M eetings are being held, funds are secured and programs are underway. The
initial struggles are over. How do you consolidate the gains and ensure the pro-
gram continues beyond the first round of funding?

No systematic research has been conducted to identify why and how some programs
for co-occurring disorders in the justice system have successfully survived, while
others have faded away after the pilot stage. Despite the lack of formal re-
search, there is guidance from some of these successful programs about the
causes of their longevity. Their experiences suggest some general principles. We
have collected them here for others to use and refine.

Key Survival Strategies
Plan for the future from Day One
Data, data, data

Some cost data are helpful

Political vs. financial stability

Market shamelessly

Plan for the future from Day One

Planning for sustainability must begin on the first day of the program. Even
though a program may initially have funding for only a year or two, program
planners must structure their plans as if they intend to run it indefinitely. This
includes collecting data that can be used to substantiate the program when re-
applying for funds or appealing for political support, being prepared for a media
crises that can destroy a program’s credibility, and generally making sure that
the program can deliver on its initial promises past the pilot stage.
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Data, data, data

Data are crucial to sustaining a program, but it is
the one thing many programs lack. Most pro-
grams don’t have staff or money specifically al-
located to design and collect data, but if programs
are to have any hope of stability, they must in-
corporate data collection into their work plans
from the beginning. The program needs to de-
velop at least a minimal administrative database
and find someone to oversee it.

The first goal of data collection should be to de-
termine whether the program reaches its stated
target population. The initial funding was pro-
vided to meet the stated needs of a defined target
population. When the time comes to request sec-
ond-round or more permanent funding, it is es-
sential to demonstrate that the promises were met.
A second, closely related goal is to be able to
describe the volume and types of services actu-
ally delivered in the program. Did the funding
agencies get what they were paying for? Basic
outcome data to show that the program works,
or, more accurately, for whom and under what
circumstances it works 1is crucial.

An effort should be made to develop case stud-
ies to complement the more quantitative data. No
matter how good a program is, it is bound to have
failures. Case studies can be used to prove that
success not failure is the norm for the program.
It is important to have such information ready as
early as possible — often a negative news story
will strike too quickly to prepare a case study
after the fact.

Data plays a crucial role in political and finan-
cial stability. Strong data also helps local cham-
pions to defend the coalition’s cause and to re-
cruit more political support. It is easier to get the
first appropriation than the second, but strong
data can help attract and keep funders interested
not only in the program, but also in the general
principles derived from i1t that promote
sustainability.

It is easier to get the first appropriation
than the second...

Some cost data are helpful

Data on cost are one type of data that a program
may want to collect, but it must be done with cau-
tion. Cost data often measure only the first year or
so when clients enter intensive community-based
services, a very expensive time. These data will be
better indicators, and probably more favorable, af-
ter two to four years when services are less intense
and cost savings are being realized. Cost studies
also tend to take a lot of money, expertise, and
sophisticated software to conduct and could
detract from the original mission of the project.

Political vs. financial sustainability

These two concepts do not necessarily go hand in
hand. Political sustainability refers to the political
will that needs to be generated and nurtured. With-
out a constituency that enthusiastically supports a
program’s continuance, financial resources are
not likely to be forthcoming: So, while political
support is a necessary ingredient to sustaining a
program, it is not sufficient. All the good will and
support in the world will not pay the staff, if some-
one has not capitalized on the political support to
manage fiscal stability. It takes careful and aggres-
sive action aimed at both dimensions of support to
obtain the political backing and to ensure skillful
strategic planning to bring in the money.

Political and financial sustainability should also
be considered in the data collection process. Poli-
ticians and legislators need effective data to do
their part in promoting the coalition’s efforts.
Funders need data to define how their money is
being spent and to validate their funding efforts.
If you can effectively show a difference in the
number and quality of services between clients
and law enforcement as a result of the program,
you will likely be able to maintain support.
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Market shamelessly

Develop a strategic plan with a strong vision
and mission statements that people can buy
into. Focus on goals that are broad enough for
general buy-in but narrow enough to keep the
target audience in mind. Look at the effectiveness
of the program: Are you reducing recidivism? Are
consumers reporting better quality of life? You
always must remember that this population is
stimatized across the board and unless someone
really focuses on them, they won’t get help.

Focus on key stakeholders. Show the stakehold-
ers that the same people are appearing in mul-
tiple systems and that system integration is neces-
sary. Discuss what happens without system in-
tegration; invite them to spend a day following
the footsteps of someone with a co-occurring dis-
order who is trying to navigate the system.

Involve a diverse array of community provid-
ers and representatives in program planning.
A program’s success doesn’t rely on funds alone,
but often a community commitment to serve this

population as well. Successful programs must
have a mix of staff, consumers, programs devel-
opers, police, wardens, and others who passionately
want to help this population. People with this kind
of passion can translate into commitment of agen-
cies and support of legislators.

Develop a board/policy forum. Include service
providers and the board of the local homeless
program in planning and implementing your pro-
gram. Organize a strategic planning committee that
encourages other agencies to get involved with
the policy board.

Conclusion

Sustaining a program for co-occurring disorders
requires that all facets of the initial program plan-
ning, implementation and organization be focused
on the continuing development of the program.
Strategies for sustaining the program must be an
inherent part of the original vision of the program.
Only then will these desperately needed pro-
grams have a fighting chance of being more than
“pilots,” and become part of the permanent land-
scape of care.

28



APPENDIX A
PROGRAM DESCRIPTIONS & RESOURCES

T he following programs and initiatives were chosen to participate in this meeting
because they are on the frontier of system integration. They have gone beyond the
plarming stages and have developed, often very slowly, into initiatives that are overcoming
the challenges of merging systems and are setting the stage for change in the field.

State of Colorado — In 1995, representatives of juvenile justice agencies joined with
providers of substance abuse services and other services for youth involved in the
juvenile justice system, forming the Denver Juvenile Justice Integrated Treatment
Network (the Network). The Network is multiagency and intergovernmental and -
cludes agencies from every state and local juvenile justice agency dealing with Denver’s
juvenile offenders, state agencies, Denver city government agencies, the Denver public
schools, family advocacy groups and families and public and private providers of edu-
cation, employment training, health and mental health services, substance abuse treat-
ment, family services, and pro-social activities. The Network agencies have collabo-
rated to develop and implement a mental health screen for youth referred to the Net-
work case management system for assessment and treatment of substance abuse prob-
lems. The Network also formed a Co-Occurring Disorders Task Force for Juvenile
Offenders to specifically develop recommendations, policies and practices to adopt at
all points in Denver’s juvenile justice system.

Broward County, Florida — The County formed a highly collaborative coalition in
response to its high rate of offenders with co-occurring disorders. The coalition includes
enforcement (Broward Sheriff’s Office), the judiciary (judges of the Mental Health and
Drug Courts), all the major treatment agencies (Mental Health and Substance Abuse)
and other agencies such as the United Way’s Commission of Substance Abuse. Such
collaborations have resulted in the establishment of the Drug Court Treatment program, the
Mental Health Court, the Juvenile Intervention Facility, the Dual Diagnosis Task Force,
the Healthy Start Coalition and other law enforcement/treatment initiatives.

State of Maryland — The Maryland Department of Health and Mental Hygiene Divi-
sion of Special Populations fosters the development of innovative programs for con-
sumers of mental health services with special needs. Programs include prevention of
recidivism to homelessness, detention centers and psychiatric hospitals, delivery of
coordinated services to adults with special needs, research on the effectiveness of spe-
cial projects, and application of funding of gaps in the provision of services for this
population. Maryland’s Mental Hygiene Administration (MHA) has been particularly
innovative in the funding area and has created an intricate patchwork of funding to
address the needs of this special population. In addition to identifying mental health—
and and substance abuse-specific funding sources, MHA also has secured funds to
address trauma and housing issues.
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Rensselaer County, New York — Rensselaer became a unified services county under the New York State
Mental Hygiene Law in 1973. Subsequently, planning was implemented to include key county agencies and
departments, such as the Law Enforcement agencies, Social Services, the courts, Probation and the Health
Department. The County convened a Forensic Task Force in August 1996, to add the criminal justice
system. The Task Force involves representatives from the jail, mental health, substance abuse, education,
Mental Retardation and Developmental Disabilities, housing and consumers and calls on a number of ancil-
lary members to help resolve special issues. Since its inception, the Task Force has organized a Day Report-
ing Center, a Drug Court, a housing program, and several treatment and aftercare programs for the Rensselaer
County Correctional Facility.

Portland, Oregon — In 1994 the Portland Police Bureau joined in partnership with the Mulmomah County
Behavioral Health, the various community mental health clinics and the Alliance for the Mentally 111 (AMI)
in organizing, training and implementing a specialized unit. This unique and creative alliance was estab-
lished for the purpose of developing a more intelligent, understandable, and safe approach to people who are
in mental crisis. This community effort was the genesis of the Portland Police Bureau’s Crisis Intervention
Team. Crisis Intervention Team (CIT) officers participate in specialized training under the instruction of
mental health providers, family advocates (AMI) and mental health consumer groups. A 40 hour multi-
discipline training program enables officers to understand that mental illness is a disease. The Portland
Police Crisis Intervention Team has approximately 100 CIT officers. These officers maintain 24 hour, seven
(7) day a week coverage. CIT training provides officers with education about what mental illness is and
how to handle a person who is experiencing a crisis. With this training, CIT officers can, confidently, offer
a more humane and calm approach.

State of Texas — The Texas Council on Offenders with Mental Impairments (TCOMI) was created by the
Texas Legislature in 1987 to address issues impacting offenders with special needs (special needs includes:
mental illness, mental retardation, developmental disabilities, serious medical conditions or the elderly).
The 30-member TCOMI Board is legislatively charged with numerous mandates, but its primary mission is
to establish a comprehensive continuity of care system for offenders with special needs. This activity is
accomplished through the individual and collective efforts of the membership to improve their respective
agencies role in its response to offenders with special needs. This occurs through changes in various statu-
tory, regulatory, procedural or administrative practices that impact this offender population. In addition to
TCOMTI’s on-going efforts toward addressing systemic issues, the membership collaborates on providing
specialized programs for offenders with special needs. State funding is appropriated to TCOMI for commu-
nity-based intervention services statewide continuity of care programs for pre-release and post-release after-
care services, and special needs parole. TCOMTI’s efforts to improve the state’s response to offenders with
special needs has been successful in large part due to the Legislative requirements for written memoranda of
understanding (MOU) between state and local criminal justice and health and human services agencies.
The MOUSs have resulted in improving the overall communication and coordination among the various local
and state agencies that have responsibility for treating and/or supervising offenders with special needs. To
ensure on-going compliance, TCOMI is legislatively changed with monitoring the status of the MOU’s, and
reporting progress to the Legislature.

State of Vermont — Within the past three years, three key departments of state government in Vermont
initiated a planning group to collaboratively assess and plan a coordinated approach for individuals with co-
occurring disorders who were involved in the criminal justice system. This effort originated in a meeting
between the Director of the Office of Alcohol and Drug Abuse Programs, the Commissioner of the Department
of Corrections, and the Commissioner of the Department of Mental Health and Developmental Disabilities.
After that meeting, a Planning Commuittee was established which has achieved a number of objectives.
Utilizing data from all three departments, an assessment of the scope of the problem in each department and
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the amount of duplication of services to this client population were determined. A methodology to
blend funding for this population was agreed to, and a joint fund for a pilot project was created. A
request for proposals was then released and a specific community agency was selected to pilot a
regional community-based integrated treatment program for individuals with co-occurring disor-
ders. The pilot program was initiated in 1998. Finally, a local steering committee was established
to coordinate efforts at the local level and the Statewide Planning committee has been expanded to
include consumers, and other criminal justice and community representatives.
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Following is a list of useful resources to begin searching for more information on sev-
eral of the topics and principles mentioned in this publication. This list is far from
inclusive, but it is hoped that it will serve as a starting point for those who are interested
in programs for people with co-occurring mental health and substance abuse disorders.

Co-Occurring Mental Health and Substance Abuse Disorders

The National GAINS Center for People with
Co-Occurring Disorders in the Justice System
Policy Research, Inc.

262 Delaware Avenue

Delmar, New York 12065

Phone: (518) 439-7415

Fax: (518) 439-7612

E-mail: gains@prainc.com

Web Site: www.prainc.comy/gains

The GAINS Center gathers information about mental health and substance abuse services provided
in the justice system, tailors materials to the specific needs of localities, and provides technical
assistance to help them plan, implement and operate appropriate, cost-effective programs. The
GAINS Center is a federal partnership between two centers of the Substance Abuse and Mental
Health Service Administration — the Center for Mental Health Services and the Center for Sub-
stance Abuse Treatment — and the National Institute of Corrections. The GAINS Center is a rich
resource of information on co-occurring disorders and key issues that are closely related to this
population, including: screening and assessment, mtervention strategies, boundary sparming posi-
tions, service and system integration, cross-training, policy making, research, jail diversion, stra-
tegic planning, and juvenile issues.

Center for Mental Health Services

Knowledge Exchange Network

P.O. Box 42490

Washington, D.C. 20015

Phone: 1-800-789-CMHS (2647) - Monday-Friday, 8:30 a.m. to 5 p.m. EST
Fax: 301-443-9006

E-mail: ken@mentalhealth.org

Web site: www.mentalhealth.org

KEN was developed to provided mental health information to the users of mental health services
and their families, the general public, policy makers, providers and the media. It is a national,
one-stop source of information and resources on prevention, treatment, and rehabilitation ser-
vices for mental illness.

Evaluation

InneNet Toolbox

1001 Connecticut Avenue, NW, Suite #900
Washington, D.C. 20036

Phone: (202) 728-0727

E-mail: Info@Inetwork.org

Web site: www.inetwork.org

According to the information on this Innovation Network, Inc. Web site, the InnoNet Toolbox is
in place to “enable public and nonprofit organizations to better plan, execute, and evaluate their
structure, operations, and services.” At the site, users can sign-up to create their own plans, and
learn more about program and evaluation planning and fund-raising.
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Office of the Assistant Secretary for Planning and Evaluation
Hubert H. Humphrey Building

200 Independence Ave., SW., Rm. 415F

Washington, D.C. 20201

Phone: (202) 690-8794

Inquiries: aspeinfo@osaspe.dhhs.gov

Web Site: bttp://aspe.hhs.gov/

The Assistant Secretary for Planning and Evaluation (ASPE) advises the Secretary of the Department of Health and
Human Services on policy development issues in health, disability, human services, and science. The Office is also
responsible for policy coordination, legislation development, strategic planning, policy research, evaluation, and econornic
development.

General Information

The American Correctional Association
4380 Forbes Boulevard

Lanham, MD 207064322

Phone: 1-800-222-5646

Web site: www.corrections.com/aca/

The American Correctional Association is a nultidisciplinary organization of professionals from corrections and crimi-
nal justice, such as federal, state and military facilities, and members from prisons, county jails and detentions centers,
probation/parole agencies, and commumity corrections/halfway houses. The Web site offers information about mem-
bership, upcoming conventions, and publications.

The American Jail Association
2053 Day Road, Suite 100
Hagerstown, MD 21740

Phone: (301) 790-3930

Fax: (301) 790-2941

E-mail: jails@worldnet.att.net

Web site: www.corrections.com/aja/

The American Jail Association (AJA) is a national nonprofit organization dedicated to supporting those who work in
and operate the Nation’s jails. AJA publishes the magazine, American Jails, which focuses on jail issues in America and
around the world.

The Corrections Connection

The Largest On-line Resource for News & Information in Corrections
159 Burgin Parkway

Quincy, MA 02169

Phone: 617-471-4445

Fax: 617-770-3339

Web site: www.corrections.convindex.shtml

This Web site is updated weekly and includes corrections links and several subject headings ranging from health care
and technology to juveniles. The site also links users to chat rooms and subject-specific bulletin boards.

The United States Department of Justice
930 Pennsylvania Avenue, NW
Washington, D.C., 20530-0001

Web site: www.usdoj.gov/

The U.S. Department of Justice’s Web site gives users access to publications and documents and information about
community support and grants.
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juveniles

National Association of Child Care Resource and Referral Agencies (NACCRRA)
1319 F Street, NW, Suite 8§10

Washington, D.C. 20004-1106

Phone: (202) 393-5501

Web site: http://www.childcarerr.org

NACCRRA is a national membership organization of over 400 community child care resource and referral agencies
(CCR&Rs) in all 50 states. NACCRRA's mission is to promote the growth and development of high quality resource
and referral services and to exercise leadership to build a diverse, high quality child care system with parental choice
and equal access for all families. The CCR&Rs it represents are the only portion of the child care delivery system which
maintains daily contact with both parents and child care providers in bundreds of local communities. CCR&Rs; work
closely with a broad array of community leaders, including employers and unions. Increasingly, NACCRRA and its
members offer innovative guidance to policy makers on service delivery and regulatory issues and strategies.

National Black Child Development Institute
1023 Fifteenth Street, NW, Suite 600
Washington, D.C. 20005

Phone: (202) 387-1281

Web site: http://www.nbedi.org

The National Black Child Development Institute (NBCDI) serves as a critical resource for improving the quality of life
of African American children, youth, and families through direct services, public education programs, leadership training,
and research.

National Clearinghouse on Families and Youth
P.O. Box 13505

Silver Spring, MD 20911-3505

Phone: (301) 608-3098

Fax: (301) 608-8721

E-mail: Info@ncfy.com

NCFY’s links those interested in youth issues with the resources they need to better serve young people, families, and
conmmunities.

National Information Center for Children and Youth with Disabilities
P.O. Box 1492

Washington, D.C. 20013

Phone: (800) 695-0285

E-mail: nichcy@aed.org

‘Web: http://www.nichcy.org

NICHCY is the national information and referral center that provides information on disabilities and disability-related
issues for families, educators and other professionals. Its special focus is children and youth (birth to age 22).

Office of Juvenile Justice and Delinquency Prevention
Office of Justice Programs

U.S. Department of Justice

810 Seventh St., N.W.

Washington, D.C., 20531

Phone: (202) 307-5911

Web site: www.ncjrs.org.ojjdp
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Juvenile Justice Clearinghouse
P.O. Box 6000

Rockville, MD 20849-3736
Phone: 1 (800) 638-8736
Fax: (301) 519-5212

The Office of Juvenile Justice and Delinquency Prevention’s Web site is designed to provide information about juvenile
justice and delinquency in an effort to help communities to combat youth crime. It offers a list of publications, grants
and funding opportunities and other news and resources.

Youth Law Center

1325 G Street, NW, Suite 770
Washington, DC 20005
Phone: (202) 637-0377

Fax: (202) 347-0493

The Youth Law Center is a public interest law office organized as a nonprofit corporation to provide advice and assistance
in matters relating to the legal rights of children. Since 1978, Center staff attorneys have worked with public officials,
commmumity groups, attorneys, and other children’s advocates in more than 40 states around the country. Center staff
have also brought civil rights law reform litigation in federal and state courts in 15 states to protect the rights of children
in the juvenile justice system — particularly those confined in adult jails, detention centers, and similar correctional
facilities — and the rights of children in foster care. Center staff also work in the areas of health care, education, mental
health, and rights of the disabled.

the Center promotes the development of preventive, family-focused, comprehensive, community-based services to
meet the multiple needs of children and families. The Center also aims to ensure accountability of public and private
agencies by emphasizing cost-effective services and measurable outcomes. The Center is funded primarily through
foundation grants, the State Bar Trust Fund, and contributions from law firms, corporations, and individuals.

Policy

The Center on Crime, Communities & Culture
A Program of the Open Society Institute

400 West 59th Street, 3rd Floor

New York, NY 10019

Web site: www.soros.org/crime/ccec

The goal of the Center on Crime, Communities & Culture is to create a better understanding of and support for effective
and humane responses to criminal behavior and victimization. The Center supports innovative programs in the field of
criminal justice; by performing policy and research work in areas of national and international importance; and by
providing academic and research fellowships to individuals committed to becoming leaders in criminal justice.

The National Center on Institutions and Alternatives
3125 Mt. Vermon Avenue

Alexandria, VA 22305

Phone: 703-684-0373

Fax: 703-684-6037

E-mail: ncia@iga.apc.org

Web site: www.ncianet.org/ncia/index.html

The National Center on Institutions and Alternatives is a private, nonprofit agency providing training, technical assis-
tance, research and direct services to criminal justice, social services, and mental health organizations and clients across
the country. This site offers the latest publications in criminal justice reform and some research as well.
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Research

RAND ~— Corporate Headquarters
1700 Main Street

P.O.Box 2138

Santa Monica, CA 90407-2138
Phone: 310-393-0411

Fax: 310-393-4818

Web site: www.rand.org

Rand is a nonprofit institution that help improve policy and decision making through research and analysis. Rand’s Web
site has a few pages that focus on criminal justice including sentencing and corrections and violence prevention.
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APPENDIX B
PARTICIPANTS LiST

This series of meetings was a combined effort of the Center for Crime, Communities
& Culture (CCC&C) and the National GAINS Center for People with Co-Occurring
Disorders in the Justice System. This series convened representatives from excep-
tional programs with federal project officers, members of GAINS and CCC&C, and the
core group, which was carefully selected by members of CCC&C and GAINS.

CoReE MEMBERS

Lisa Dixon, M.D.
University of Maryland
Department of Psychiatry
701 W. Pratt St.

Room 476

Baltimore, MD 21201
Phone: 410-328-6325
FAX: 410-328-1212

Bemadette Gross

National Network for Women in Prison
1311 Farragot Street, NW

Washington, DC 20011

Phone: (202) 234-3657

FAX: (202) 638-4885

Dee Kifowit, Director

Texas Council on Offenders with
Mental Impairments

8610 Shoal Creek

Austin, TX 78757

Phone: 512-406-5406

FAX: 512-406-5416

The Honorable Patricia McGowan Wald
U.S Court of Appeals for the District

of Columbia Circuit
333 Constitution Ave., NW, Room 3832
Washington, DC 20001
Phone: 202-216-7320
FAX: 202-273-0689

Joseph P. Morrissey, Ph.D.

Cecil Sheps Center for Health Services Research
725 Airport Rd., Suite 210

Chapel Hill, NC 27599-7590

Phone: 919-966-5829

FAX: 919-966-3811

John Petrila, J.D.

University of South Florida

Florida Mental Health Institute

Department of Mental Health Law and Policy
13301 North Bruce B. Downs Blvd.

Tampa, FL 33612-3899

Phone: 813-974-9301

FAX: 813-974-9327

Email: petrila@fmhi.usf.edu

Estelle Richman
Director of Public Health
City of Philadelphia

714 Market St., 5* Floor
Philadelphia, PA 19107
Phone: 215-686-5043
FAX: 215-413-3240

Brenda Smith, J.D., Senior Counsel
Director of Women in Prison Project
National Women’s Law Center

11 Dupont Circle, Suite 800
Washington, DC 20036

Phone: 202-588-5180

FAX: 202-588-5185
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Mark Soler, President
Youth Law Center

1325 G St., NW, Suite 770
Washington, DC 20005
Phone: 202-637-0377
FAX: 202-347-0493

Marilyn Walczak

WCS Pretrial Services

821 West State St.

Safety Building, Room 408A
Milwaukee, W1 53233
Phone: 414-223-1307

FAX: 414-223-1333

SeeciaL Toric MEMBERS - MEETING 1

Jan Embree-Bever (ADAD)
Planning & Grants Officer

State of Colorado

Alcohol & Drug Abuse Division
4055 S. Lowell Blvd.

Denver, CO 80236

Phone: 303-866-7480

FAX: 303-866-7481

Brenda Lyles, Ph.D.

Treatment Director

Broward County Alcohol and Drug Abuse Services
3275 NW 99 Way

Coral Springs, FL 33065

Phone: 954-341-3925

FAX: 954-341-3964

Thomas Perras, Director

Office of Alcohol and Drug Abuse Programs
Vermont Department of Health

108 Cherry St., P.O. Box 70

Burlington, VT 05402

Phone: 802-651-1552

FAX: 802-651-1573

Arlene Walsh

Director of Clinical Administration
Rensselaer County Government Center
1600 7th Ave.

Troy, NY 12180

Phone: 518-270-2811

FAX: 518-270-2723

David Wertheimer, Director

King County Mental Health Division
Bureau of Unified Services

700 Fifth Ave., 38" Floor

Seattle, WA 98104

Phone: 206-205-1354

FAX: 206-296-0583

Seecial Toric MEMBERS ~ MEETING 2

Laura DeRiggi, Clinical Coordinator
Coordinating Office of Drug & Alcohol Programs
1101 Market St., 8th Floor

Philadelphia, PA 19107

Phone: 215-685-5421

FAX: 215-592-4977

Fred Osher, M.D.
Department of Psychiatry
University of Maryland

645 Redwood St., Room G08
Baltimore, MD 21201
Phone: 410-328-3414

FAX: 410-328-3693

Russ Petrella, Ph.D., Senior Vice President
Merit Behavioral Care Corporation

1 Maynard Dr.

Park Ridge, NJ 07656

Phone: 201-782-5929

FAX: 201-782-3265

Laura VanTosh

7427 Carroll Ave.
Takoma Park, MD 20912
Phone: 301-654-6740
FAX: 301-656-4012

Andrea Weisman, Ph.D.

Director of Mental Health Services
D.C.Jail, 1901 D St., SE
Washington, DC 20003

Phone: 202-673-8508

FAX: 202-673-8010

38



SeeciaL Toric MEMBERS - MEETING 3

Joan Gillece, Ph.D., Assistant Director
Division of Specific Populations

State of Maryland

Department of Health and Mental Hygiene
201 West Preston Street

Baltimore, MD 21401

Phone: (410) 767-6603

FAX: (410) 333-5402

James M. Lehane, Acting CEO

South West Connecticut Mental Health System
211 State Street - 3 Floor

Bridgeport, CT 06604

Phone: (203) 696-3363

FAX: (203) 696-3374

Barbara Noonan

N Street Village

1333 N Street, NW
Washington, DC 20005
Phone: (202) 829-6197

Keller Strother, M.S., M.B.A., President
MST Services

268 West Coleman Blvd., Suite 2E

Mt. Pleasant, SC 29464

Phone: (843) 856-8226

FAX: (843) 856-8227

E-mail: mst@sprintmail.com

Sara Westbrook, Crisis Intervention Team Coordinator
Portland Police Bureau

1111 SW 2%, #1326

Portland, OR 97204

Phone: (503) 823-0183

FAX: (503) 823-0078

E-mail: swestbrook@police.ci.portland.or.us

SpeciaL Toric MEMBERS - MEETING 4

Mike Faenza, President and CEO
National Mental Health Association
1021 Prince Street

Alexandria, VA 22314

Phone: (703) 684-7722

FAX: (703) 684-5968

Jerome H. Hanley, Ph.D., Director
Division of Children, Adolescents
and Their Families
South Carolina Department of Mental Health
2414 Bull Street, Suite 304
Columbia, SC 29202
Phone: (803) 898-8350
FAX: (803) 898-8335
E-mail: vw143@cadmh.state.sc.us

Laura Prescott, Assistant Project Director
Women and Violence Coordinating Center
Policy Research Associates, Inc.

262 Delaware Avenue

Delmar, NY 12054

Phone: (518) 439-7415 ext. 232

FAX: (518) 439-7612

E-mail: lprescott@prainc.com

Lee Underwood, Psy.D., Executive Clinical Director
The Pines Residential Treatment Center

825 Crawford Parkway

Portsmouth, VA 23455

Phone: (757) 393-0061

FAX: (757) 391-6560

FeEDERAL AGENCY REPRESENTATIVES

Neal Brown, M.P.A., Branch Chief

Division of Knowledge Development
& Systems Change

Community Support Programs Branch

Center for Mental Health Services

Parklawn Building, Room 11C-22

5600 Fishers Lane

Rockwille, MD 20857

Phone: 301-443-3653

FAX: 301-443-0541

Mady Chalk, Ph.D., Director

Office of Managed Care

Center for Substance Abuse Treatment
5515 Security Lane

Rockwall Building I, 7th Floor
Rockville, MD 20857

Phone: 301-443-8796

FAX: 301-443-3543
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Nicholas Demos

Systems Development & Integration Branch
Center for Substance Abuse Treatment
5515 Security Lane

Rockwall I Building, Suite 740

Rockville, MD 20852

Phone: 301-443-6533

FAX: 301-443-3543

Michael J. English, J.D., Director

Division of Knowledge Development
& Systems Change

Center for Mental Health Services

Parklawn Building, Room 11C-26

5600 Fishers Lane

Rockville, MD 20857

Phone: 301-443-3606

FAX: 301-443-0541

Joanne Gampel, Project Officer
Center for Substance Abuse Treatment
5600 Fishers Lane

Rockwall II Building, Suite 740
Rockville, MD 20857

Phone: (301) 443-7945

FAX: (301) 443-3543

Larry Solomon, Deputy Director
National Institute of Corrections
320 - 1st St., NW, Room 5007
Washington, DC 20534

Phone: 202-307-3106 ext. 155
FAX: 202-305-2185

Morris L. Thigpen, Director
National Institute of Corrections
320 - 1st St., NW, Room 5007
Washington, DC 20534

Phone: 202-307-3106 ext. 101
FAX: 202-307-3361

Susan Salasin

Community Support Programs
Center for Mental Health Services
5600 Fishers Lane, Room 11C-22
Rockville, MD 20857

Phone: 301-443-3653
FAX:301-443-0541

GENERAL ATTENDANTS

Heather Barr, SOROS Justice Fellow
The Urban Justice Center

666 Broadway, 10th Floor

New York, NY 10012

Phone: 212-533-4598

Doug Dodge, Director

Special Emphasis Division

Office of Juvenile Justice & Delinquency Prevention
810 Seventh Street, NW - 8th Floor

Washington, DC 20531

Phone: (202) 307-5914

FAX: (202) 514-6382

Ingrid Goldstrom, M.S.

Survey and Analysis Branch

Center for Mental Health Services

5600 Fishers Lane, 15C-04 Parklawn Bldg.
Rockville, MD 20857

Phone: (301) 443-3343

FAX: (301) 443-7936

Laura Lee Hall, Director of Research
National Alliance for the Mentally Il
200 N. Glebe Road, Suite 1015
Arlington, VA 22203-3754

Phone: 703-524-7600

FAX: 703-524-9094

Robert Rich, Ph.D.

Institute of Government & Public Affairs
University of Illinois

1007 West Nevada (M/C 037)

Ubana, IL 61801

Phone: 217-333-3340

FAX: 217-244-4817

Ophelia Smith, Ph.D., Vice President

Client Services and Evaluation —Women In Need, Inc.
115 West 31 Street, 7* Floor

New York, NY 10001

Phone: (212) 695-4758

FAX: (212) 736-1649
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Jacquelyn D. Steadman, I.D.

Youth Advocacy Center at Covenant House
14 William Street

Newark, NJ 07102

Phone: (973) 621-3404

FAX: (973) 621-7658

E-mail: jdsteadman@aol.com

Rose Washington, MSW, Executive Director
Berkshire Farm Center & Services for Youth
13640 Route 22

Canaan, NY 12029

Phone: (518) 781-4567

FAX:(518) 7814577

E-mail: http://www.berkshirefarm.org

OreN Sociery INsTITUTE - NEW YORK
CeNTER ON CrIME, COMMUNITIES & CULTURE

Aurie Hall, Program Officer — OSI-Baltimore
Crime and Community Program and
Center on Crime, Commumities & Culture
2 East Reed Street, 8% Floor
Baltimore, MD 21202
Phone: (410) 234-1092
FAX: (410) 8374701

Helena Huang, Associate Director

Open Society Institute

The Center on Crime, Communities & Culture
400 West 59 Street, 3™ Floor

New York, New York 10019

Phone: (212) 548-0340

FAX: (212) 548-4666

E-mail: Hhuang@SOROSNY.org

Patrice Kanada, Senior Research Associate
Open Society Institute

The Center on Crime, Communities & Culture
400 West 59th Street, 3rd Floor

New York, NY 10019

Phone: (212) 548-0342

FAX: (212) 548-4677

E-mail: Pkanada@SOROSNY.org

Nancy Mahon, Esq., Director

Open Society Institute

The Center on Crime, Communities & Culture
400 West 59 Street, 3 Floor

New York, NY 10019

Phone: (212) 548-0135

FAX: (212) 5484677

E-mail: Nmahon@SOROSNY.org

Andrew Martin, Communications Officer
Open Society Institute

The Center on Crime, Communities & Culture
400 West 59* Street, 3* Floor

New York, NY 10019

Phone: (212) 548-0340

FAX: (212) 548-4666

E-mail: amartin@SOROSNY.org

Jim O’Sullivan, Program Officer

Open Society Institute

The Center on Crime, Commumnities & Culture
400 West 59t St., 3™ Floor

New York, NY 10019

Phone: 212-548-0324

FAX: 212-548-4677

GAINS CeNTER STAFF

Collie Brown, Technical Assistance Coordinator

National GAINS Center

Policy Research, Inc.

262 Delaware Avenue

Delmar, NY 12054

Phone: (518) 439-7415 ext. 225
FAX: (518) 439-7612

E-mail: cbrown@prainc.com

Joseph J. Cocozza, Ph.D., Center Director
National GAINS Center

Policy Research, Inc.

262 Delaware Ave.

Delmar, NY 12054

Phone: 518-439-7415 ext. 227

Fax: 518-439-7612

E-mail: gains@prainc.com
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PROGRAM BRIEF

A Guide for Communities to
Create Integrated Services
for People with
Co-Occurring Disorders
in the Justice System

The Emerging Landscape

About 10 million aduits each year are booked into U.S. jails.' In 1997, about two-thirds of these people belonged to
racial or ethnic minorities, most of them poor.? Approximately 700,000 of these 10 million people each year enter the
justice system with serious mental disorders and 75 percent of these 700,000 people have co-occurring substance abuse
disorders.? Likewise, a majority are persons of color, who are poor and have higher risks of physical and sexual abuse.

Each year, over two million youth under the age of 18 are arrested. A million of them will have formal contact with the
juvenile justice system, and over 100,000 will eventually be removed from their homes and placed in juvenile detention
and correctional facilities. Available research indicates that at least 20 percent of all youths who enter the juvenile justice
system experience serious mental disorders, with a much higher percentage experiencing some level of mental health
problems.* There is also a growing recognition that many of these youths — nearly 50 to 75 percent — have serious
substance abuse problems. Further, the service needs of minority populations with co-occurring disorders, such as
=dolescent girls and youth of color, are frequently overlooked or misunderstood within the juvenile justice system.

In the past, little attention has been paid to these youth. Much like adults with co-occurring disorders, youth with co-
occurring disorders have wandered through service systems and communities unrecognized and misunderstood.
Youth with co-occurring disorders often have problems at home, at school and in their neighborhoods. Neglect,
physical and sexual abuse, violence, crime, lack of health care and poverty are just a few of the difficulties that many
of these young people face. Unlike adults who enter the justice system through a criminal arrest, a youth can be
brought into the system for status offenses, which are behaviors that would not be considered crimes if committed by
someore 16 years of age or older, such as truancy and running away from home.

The lives of both youth and adults with co-occurring mental health and substance abuse disorders are characterized
by unproductive cycles of decompensation, disturbance and arrest that cannot be altered by usual interventions. In
most places in the United States, mental health, substance abuse and criminal justice systems offer only patchworked,
uncoordinated responses. Because so many of these people have serious mental illnesses and substance abuse
disorders simultaneously, treatment interventions that deal with only one of their disorders are doomed to fail.

When treatment fails, these people often end up in the system of last resort, the justice system. This system is arguably
the least effective place for these people to be. The police, courts and corrections staff often lack even basic knowledge
about substance abuse and mental health. Further, they do not have the resources to appropriately respond to these
conditions that, if overlooked, are life-threatening.

Despite this bleak picture, there are effective solutions. In fact, there are many exciting innovations around the country
where communities have devised more effective ways of working with this population.

These communities have found ways to develop new linkages between mental health, substance abuse and criminal
“1stice systems that, often for the first time, provide appropriate interventions to break the cycles of decompensation
« incarceration in these people’s lives that repeatedly harm them and the communities in which they live.



When these successful communities were examined,>® it was found that many of their innovations reflected an invest-
ment in the concept of systems integration. The essence of this concept is that people in all three systems recognize the
need for a holistic approach to treating each person and that the agencies providing the essential services are willing
to share information, money, and clients across systems.

The principles summarized here are resources not only to begin social change, but also to sustain it. The programs that
produced these key principles are living examples of how these core ideas can work. These initiatives are invaluable
resources to help comumitted people with courage address the issues surrounding people with co-occurring disorders
in the criminal justice system and to assist them in leveraging social change. Full elaborations on how these principles
and strategies can be used by your communities are available in this program brief’s companion booklet, “The Cour-
age to Change: A Guide for Communities to Create Integrated Services for People with Co-Occurring Disorders in the
Justice System.”
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Bﬁﬂding Successful Collaborations

System integration goes beyond service integration. In the latter, treatment services are combined at an individual

vel, often by a case manager who brokers a package of services for a client. System integration involves new
arrangements between the service organizations themselves including their treatment services, administration,
management information systems, assessments, and staff training. It does not require the creation of a single
system, but it does demand an interconnected network of organizations that can complement each other through

the transfer of appropriate information, resources, and clients among the component units.

Planning Integrated Services

* Organize a coordinating body/task force/coalition
e Start small, but carry a big vision

* Commit to cultural sensitivity

* Emphasize strategic planning

» Identify motivators

* Recruit political support

» Clarify funding strategies

* Recognize that there is no one best way

Implementing Integrated Services

« Begin moving from informal to formal arrangements via memoranda of understanding
» Devise a marketing strategy
* Build systems to coordinate and share information
* Ensure accessibility to services
+ Determine the common, shared approach at the service level for cross-training
[“reate boundary-spanning positions across the mental health, substance abuse and criminal justice systems
» Build in outcome evaluations for all participating agendies to justify their funds and participation

mtegratec dise"’ﬁ'ﬁm“'?é’ﬁ"eﬁonwm erest

A ik i

FSubstnceab s dIsordets geteatment A Gsemanapers fand housmg thes

Cre_atfén of-user-friendly Services.
R RPN TR R N B P

PR

:_.‘Rg'duchonggg}magptopnat‘;:dé fon

arrest - incarceration

e o Raivts

. Fewer detainees

’P‘gﬂ; i St P_mfessmnals
. 1\{{9{5 client wﬂbngnés  foraccept ¢ treatment

. Abglty to h%ndle more type of.chents
. Reductzon m chent dxstiﬁbances




Financing Programs

Key financial strategies:

» Custom-blend funding sources
+ Pick a funding leader

* Reorganize existing funds

* Develop an action plan

- Consider managed care roles

Funding Information on the World Wide Web

The Internet is a valuable tool to identify and learn more about funding opportunities. Many grant programs, state agendies,
and foundations have Web pages, and several government agencies have sections that announce available funds and list
descriptions and eligibility requirements. The following Web site addresses are good places to start:

* Substance Abuse and Mental Health Service Administration — www.samhsa.gov.
¢ U.S. Department of Justice — www.usdoj.gov.
Local Law Enforcement Block Grants — www .iir.com/grants/
* National Institute of Health — www.nih.gov/grantshtml
* The National Institute of Mental Health’s Knowledge Exchange Network (KEN) — www.mental health.org.
* Robert Wood Johnson Foundation — www.rwif.org/texthtmi
* The Soros Foundation — www soros.org/crime/index.html
* The Pew Charitable Trusts — www.pewtrusts.com/

The Internet also has several databases, some of which are commerdal, that have information about federal, foundation,
corporate and private sponsorships. A few to check outare: the Catalog of Federal Domestic Assistance, Federal Informa
tion Exchange (FEDIX), the Sponsored Programs Information Network (SPIN), GrantsNet, and GrantsWeb.
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Office of Juvenile Justice and Delinquency Prevention

Office of Justice Programs
U.S. Department of Justice
10 Seventh St., N.W.
ashington. D.C., 20531
Phone: (202) 307-5911
Web site: www.ncjrs.org.ojjdp

The Corrections Connection

The Largest On-line Resource for

News & Information in Corrections

159 Burgin Parkway

Quincy, MA 02169

Phone: 617-471-4445

Fax: 617-770-3339

Web site: www.corrections.com/index.shtml

The United States Department of Justice
950 Pennsylvania Avenue, NW
Washington, D.C., 20530-0001

Web site: www.usdoj.gov/

Juvenile Justice Clearinghouse
P.O. Box 6000

Rockville, MD 20849-8736
Phone: 1 (800) 638-8736

Fax: (301) 519-5212

Youth Law Center

25 G Street, NW, Suite 770
‘Washington, DC 20005
Phone: (202) 637-0377
Fax: (202) 347-0493

Research

RAND — Corporate Headquarters
1700 Main Street

P.O. Box 2138

Santa Monica, CA 90407-2138
Phone: 310-393-0411

Fax: 310-393-4818

Web site: www.rand.org

Policy

The Center on Crime, Communities & Culture
A Program of the Open Society Institute

400 West 59th Street, 3rd Floor

New York, NY 10019

Web site: www.soros.org/crime/ccee

The National Center on Institutions and Alternatives
3125 Mt. Vernon Avenue

Alexandria, VA 22305

Phone: 703-684-0373

Fax: 703-684-6037

E-mail: ncia@iga.apc.org

Web site: www.ncianet.org/ncia/index himli
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Sustaining Successful Programs

Key survival strategies:

« Plan for the future from day one

» Gather as much data as possible

» Collect cost data

- Balance political and financial stability
+ Market shamelessly

- Develop a strategic plan with strong vision and mission statements that people can buy into

- Focus on key stakeholders

« Involve a diverse array of community providers and representatives in program planning

« Develop a board/policy forum

Resources

Co-Occurring Mental Health and Substance
Abuse Disorders

The National GAINS Center for People with
Co-Occurring Disorders in the Justice System
Policy Research, Inc.

262 Delaware Avenue

Delmar, New York 12065

Phone: (518) 439-7415

Fax: (518) 439-7612

E-mail: gains@prainc.com

Web Site: www.prainc.com/gains

Center for Mental Health Services

Knowledge Exchange Network

P.O. Box 42490

Washington, D.C. 20015

Phone: 1-800-789-CMHS (2647) — Monday-Friday, 8:30
a.m. to 5 p.m. EST

Fax: 301-443-9006

E-mail: ken@mentalhealth.org

Web site: www.mentalhealth.org

Evaluation

InnoNet Toolbox

1001 Connecticut Avenue, NW, Suite #900
Washington, D.C. 20036

Phone: (202) 728-0727

E-mail: Info@Inetwork.org

Web site: www.inetwork.org

Office of the Assistant Secretary for
Planning and Evaluation

Hubert H. Humphrey Building

200 Independence Ave., S.W., Rm. 415F
Washington, D.C. 20201

Phone: (202) 690-8794

Inquiries: aspeinfo@osaspe.dhhs.gov
Web Site: http://aspe.hhs.gov/

General Information

The American Correctional Association
4380 Forbes Boulevard

Lanham, MD 207064322

Phone: 1-800-222-5646

Web site: www.corrections.com/aca/

The American Jail Association

2053 Day Road, Suite 100
Hagerstown, MD 21740

Phone: (301) 790-3930

Fax: (301) 790-2941

E-mail: jails@worldnet.att.net

Web site: www.corrections.com/aja/

Juveniles

National Assaciation of Child Care Resource and
Referral Agencies (NACCRRA)

1319 F Street, NW, Suite 810

Washington, D.C. 20004-1106

Phone: (202) 393-5501

Web site: http://www.childcarerr.org

National Black Child Development Institute
1023 Fifteenth Street, NW, Suite 600
Washington, D.C. 20005

Phone: (202) 387-1281

Web site: http://www.nbcdi.org

National Clearinghouse on Families and Youth
P.O. Box 13505

Silver Spring, MD 20911-3505

Phone: (301) 608-8098

Fax: (301) 608-8721

E-mail: Info@ncfy.com

National Information Center for
Children and Youth with Disabilities
P.O. Box 1492

Washington, D.C. 20013

Phone: (800) 695-0285

E-mail: nichcy@aed.org

Web: http://www.nichcy.org



