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The nation’s prisons, jails, and pretrial, probation, and parole agencies oversee a disproportionate
number of individuals with mental health and substance use disorders—many churning through
the criminal justice system over and over again. Mental health and substance use disorder service
providers often see these same individuals in the community, some who are at risk of arrest because
of behaviors associated with their disorders and others on probation or returning home after
incarceration with diverse treatment needs.

The corrections, mental health, and substance use disorder systems share a commitment to help
these individuals successfully address their needs and avoid criminal justice involvement, yet each
system has its own screening and assessment tools and research-based practices. Although there are
many examples of innovative and effective collaborations among corrections, substance use disorder
and mental health providers, what has been lacking is a truly integrated framework that can help
officials at the systems level direct limited resources to where they can be most effective in achieving
both public safety and healthcare goals.

In an important interagency collaboration, the U.S. Department of Justice’s National Institute
of Corrections (NIC) and Bureau of Justice Assistance (BJA), and the U.S. Department of Health and
Human Services’ Substance Abuse and Mental Health Services Administration (SAMHSA) convened
national experts from the American Probation and Parole Association (APPA), the Association of
State Correctional Administrators (ASCA), the National Association of State Mental Health Program
Directors (NASHMPD), and the National Association of State Alcohol and Drug Abuse Directors
(NASADAD) to help develop a planning tool that would ensure resources are used to their best effect
and to guide creative responses at the service level. With input from associations, researchers, and
stakeholders, the Council of State Governments Justice Center created the Criminogenic Risk and
Behavioral Health Needs Framework. The framework weaves together the science on risk and
needs to provide an approach to achieve better outcomes for adults in contact with the criminal justice
system with substance use disorders, mental illness, or both.

The framework and supporting white paper are the result of many lively debates and extensive
outreach. These products are intended to advance the national discussion about how to improve
public safety and health for individuals with substance use and mental health disorders who are
involved in the corrections system. To stimulate creative problem solving across the corrections
and behavioral health care systems, the framework provides a common language to describe the
populations these systems share. It is not a detailed “how to” guide, largely in recognition of the need
to tailor responses to the distinct needs and capacity of particular jurisdictions.

We came together to build on the strong foundational work the substance abuse and mental
health organizations forged in addressing co-occurring disorders. Our organizations are pleased to be
part of an effort to add the third dimension of corrections as we collectively work to improve the lives
of people with mental illness and substance use disorders while improving public safety.

Carl Wicklund, Executive Director Robert Glover, Executive Director

American Probation and Parole Association National Association of State Mental Health
Program Directors

Camille and George Camp, Robert Morrison, Executive Director

Co-Executive Directors National Association of State Alcohol

Association of State Correctional and Drug Abuse Directors

Administrators
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PREFACE

THE LARGE NUMBERS OF ADULTS with behavioral health disorders (mental illnesses,
substance use disorders, or both) who are arrested and convicted of criminal offenses
pose a special challenge for correctional and health administrators responsible for their
confinement, rehabilitation, treatment, and supervision. As corrections populations have
grown, the requirements for correctional facilities to provide health care to these inmates
has stretched the limits of their budgets and available program personnel. They often
lack the resources to provide the kinds of services many of these individuals need for
recovery and to avoid reincarceration.

Addressing the needs of individuals on probation or returning from prisons and jails
to the community also raises difficult issues for the behavioral health administrators
and service providers who have come to be relied on for treatment. Individuals with
behavioral health issues who have criminal histories often have complex problems, some
of which are difficult to address in traditional treatment settings. The reality is, however,
that public healthcare professionals are already struggling to serve them. A significant
number of individuals who receive services through the publicly funded mental health
and substance abuse systems are involved in the criminal justice system. According
to the Substance Abuse and Mental Health Services Administration (SAMHSA), the
criminal justice system is the single largest source of referral to the public substance
abuse treatment system, with probation and parole treatment admissions representing
the highest proportion of these referrals.’ Overlapping populations similarly exist for
corrections administrators and mental healthcare providers.?

With state and local agencies enduring dramatic budget cuts, resources are already
scarce for serving and supervising individuals with substance abuse and mental health
needs who are, or have been, involved in the criminal justice system. The question that
many policymakers and practitioners are asking is whether those resources are being
put to the best use in advancing public safety and health, as well as personal recovery.
They are examining whether allocations of behavioral health resources are increasing
diversion from the criminal justice system when appropriate and reducing ongoing
criminal justice involvement for individuals under correctional control and supervision.3
The answer, frankly, is we do not think that the scale of the investments in these efforts
has come close to addressing the extent of the problem or that resources are always
properly focused.
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The dedication of resources made behind the bars and in the community does
not appear to stop the individuals with substance abuse and mental health disorders
from cycling through the criminal justice system—in many cases, they are simply
insufficient to effect a systemwide change or do not focus narrowly enough on the
people who would most benefit from the interventions. These investments in treatment
and supervision have traditionally not been coordinated and sometimes even work
at cross-purposes. Just as the substance abuse and mental health systems used to
operate in silos—but now frequently come together to provide integrated co-occurring
treatment options—a similar challenge is now before the corrections and behavioral
health systems.

The vast majority of inmates eventually return to their home communities from
prisons and jails (650,000 or more individuals each year from state prisons alone,* and
more than 9 million individuals from jail).> This influx of returning inmates has sparked
an urgent need for corrections and behavioral healthcare administrators to reconsider
the best means to facilitate reentry and service delivery to the many individuals with
substance abuse and mental health problems. Despite the overlap in the populations
they serve, little consensus exists among behavioral healthcare and community
corrections administrators and providers on who should be prioritized for treatment,
what services they should receive, and how those interventions should be coordinated
with supervision. Too often, corrections administrators hear that “those aren’t my
people” from behavioral healthcare administrators and providers. And just as often,
the behavioral health community feels they are asked to assume a public safety role
that is not in synch with their primary mission. Misunderstandings about each system’s
capacity, abilities, and roles, as well as what types of referrals are appropriate, have
contributed to the problem.

This white paper presents a shared framework for reducing recidivism and
behavioral health problems among individuals under correctional control or
supervision—that is, for individuals in correctional facilities or who are on probation
or parole. The paper is written for policymakers, administrators, and practitioners
committed to making the most effective use of scarce resources to improve outcomes
for individuals with behavioral health problems who are involved in the corrections
system. It is meant to provide a common structure for corrections and treatment system
professionals to begin building truly collaborative responses to their overlapping service
population. These responses include both behind-the-bars and community-based
interventions. This framework is designed to achieve each system’s goals and ultimately
to help millions of individuals rebuild their lives while on probation or after leaving
prison or jail.
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INTRODUCTION

STATE CORRECTIONS AND BEHAVIORAL HEALTH ADMINISTRATORS know that large numbers

of adults with mental health and substance use disorders are churning through the
nation’s criminal justice, behavioral health, and social support systems, often with
poor—even tragic—individual, public health, and community safety results.* People
with mental illnesses, substance use disorders, or both, often take varied pathways into
the criminal justice system. Once involved, however, they tend to get caught up in a
whirlpool fueled by relapse and an inability to comply with the requirements of their
incarceration, supervision, and release. Their conditions tend to deteriorate, and they
often get ensnared in the system again and again because they lack effective integrated
treatment and supervision. The costs to states, counties, and communities in excessive
expenditures of scarce resources that have a limited effect on public safety, recidivism,
and recovery are unacceptable.t The impact on individuals and their families can be
devastating.

Research suggests that these outcomes can be improved through the accurate
screening and assessment of individuals’ risk to public safety and their clinical needs,
and then matching these results to appropriate accountability and treatment measures.
Criminal justice professionals and behavioral healthcare providers in many jurisdictions
are already collaborating in various ways to address the complex needs of individuals
that cannot be adequately resolved by one system alone. When appropriate, jail diversion
programs and preventive measures can stem the flow of individuals into the system.
Once they are involved in the criminal justice system, there also are promising efforts
that have appeared across the nation that demonstrate the effectiveness of cooperation
and coordination (see Examples of Cross-systems Efforts sidebar).

Although a number of states and jurisdictions have developed a smattering of
cross-system pilots and programs, there has been no shared conceptual framework at

*For the purposes of this paper, “behavioral health administrators” refer to individuals responsible for the
provision of community-based mental health and substance abuse services. Although there are administrators
responsible for mental health and substance abuse services in correctional settings, for the sake of clarity, the
term is used in this paper only when referring to community-based services. (Additional definitions can be found
in the glossary.)

TJurisdictions and researchers use differing definitions of “recidivism.” In this document, recidivism refers to

the repetition of criminal or delinquent behavior, most often measured as a new arrest, conviction, or return to
prison and/or jail for the commission of a new crime or as the result of a violation of terms of supervision. (See
Marshall Clement, Matthew Schwarzfeld, and Michael Thompson, The National Summit on Justice Reinvestment and
Public Safety, New York, NY: Council of State Governments Justice Center, 2011.)
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the systems level to categorize these individuals’ risk of involvement in crime and their
needs, identify the appropriate supervision and treatment approaches, and prioritize the
limited resources of community treatment and corrections programs.

This white paper proposes such a structure as a starting point for state and local
agencies to facilitate integrated practices that will produce improved outcomes for
people with behavioral health problems in contact with the criminal justice system. It
is designed to help corrections and behavioral health agency leaders find more cost-
effective investments for their resources that will still advance their agency goals.*

Examples of Cross-systems Efforts

M In 2010, the Ohio Departments of Rehabilitation and Correction, Mental Health, and Alcohol
and Drug Addiction Services collaborated with the Alcohol and Drug Addiction Mental Health
Board of Franklin County to launch Succeeding at Home, a comprehensive program to provide
co-occurring substance abuse and mental health disorder treatment to men at medium-to-high
risk for reincarceration returning to Franklin County after institutional release. Through this
program, the men receive pre-release and post-release substance abuse and mental health
treatment with an emphasis on strengthening prosocial and community networks through a
cognitive behavioral program to address their disorders and criminal thinking. Ohio Department
of Correction works with community-based partners Columbus Area Mental Health, Inc. and
the Exit Housing Program to provide post-release behavioral health and housing services. For
more information, see Ohio Ex-Offender Reentry Coalition, 2010 Annual Report, available at
http://www.reentrycoalition.ohio.gov/docs/Ohio Ex-Offender Reentry Coalition - Annual Report -
2010.pdf.

B In 2009, Wisconsin policymakers launched the pilot program Opening Avenues to Reentry
Success (OARS). Administered by the Department of Corrections in collaboration with the
Department of Health Services, OARS is a comprehensive reentry program for people with
serious mental illnesses and co-occurring substance use disorders who are assessed to be at
medium-to-high risk for reincarceration. The program seeks to promote self-sufficiency among
its participants by providing evidence-based community reentry practices such as medication
and substance abuse monitoring, motivational interviewing, cognitive behavioral therapy,

and intensive case management. For more information, see Wisconsin Department of Health
Services, “Opening Avenues to Reentry Success,” available at http://www.dhs.wisconsin.gov/
publications/P0/p00227.pdf.

(See glossary for definitions of the treatment terms.)

*This white paper focuses on people who have been in correctional facilities or are on probation or parole. This
focus in no way diminishes the critical need for prevention and diversion efforts. Much has been written about the
causes of the overrepresentation of people with behavioral health disorders in the criminal justice system and
much more clearly needs to be done to appropriately stem their flow into corrections systems. This paper, how-
ever, addresses the systems as they are now—proposing a framework to complement ongoing diversion efforts by
helping to improve outcomes for the many individuals already caught up in the justice system.
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Why Now?

The need for this type of unifying framework could not be more pressing. Budgets are
shrinking, demands for agency accountability are rising, and states and localities cannot
afford to misdirect the resources that remain. Healthcare issues topping the national
domestic policy agenda also contribute to the need for the framework. Healthcare reform
may significantly help people involved in the criminal justice system access public health

insurance and services in the community.* Any increased use of community substance
abuse and mental health treatment services, although likely to improve the recovery
trajectories for individuals, will require more coordination with corrections agencies

charged with supervising case plans and conditions of release.

Even without the impetuses of a weakened
economy, data-driven accountability trends, and
healthcare reform, the scope of the problem is
catalyst enough for creating a more efficient and
effective approach to allocating corrections and
behavioral health resources. Many adults on
probation or parole have behavioral health disorders.
A growing body of research also confirms that the
majority of individuals in correctional facilities
have behavioral health problems—mental health
or substance use disorders, or both. The media has
captured national attention for this problem, focusing
on how jails in particular are becoming the largest
institutional setting for people with serious mental
illnesses (SMI)* in the country.®

e Individuals with Mental Illnesses in Jails:
In a study of more than 20,000 adults booked
into five U.S. jails, 14.5 percent of men and

€ £ While state substance abuse

agencies have a long history of
working to address the needs

of individuals involved in the
criminal justice system, we know
that improved cross-agency
coordination is critical in order to
provide coordinated and effective
services across the continuum
for people with substance use
disorders and mental illness. This
conceptual framework is a tool
for stakeholders to use as work is
done to both ensure public safety
and deliver cost-effective care.”
—ROBERT MORRISON, Executive

Director, National Association of State
Alcohol and Drug Abuse Directors*

*The Patient Protection and Affordable Care Act (includes the expansion of Medicaid eligibility) and the Health
Care and Education Reconciliation Act were signed into law in March 2010 and are known as the “health reform”
law. In June 2012, the U.S. Supreme Court upheld the requirement that most Americans obtain insurance or
pay a penalty, but rejected provisions penalizing states that choose not to participate in Medicaid expansion. For
states that do decide to expand, the majority of individuals cycling through prisons and jails—many of whom
have significant behavioral health needs but have not been eligible for Medicaid—will be able to enroll by virtue
of their limited incomes. Experts have recognized that broadening Medicaid eligibility and improving access

to treatment services will promote better public and individual health outcomes and are likely to reduce state
expenditures (Sarah E. Wakeman, Margaret E. McKinney, and Josiah D. Rich, “Filling the Gap: The Importance of
Medicaid Continuity for Former Inmates,” Journal of General Internal Medicine 24, no. 7 [July 2009]: 860-862).

TSMI are mental disorders, other than a substance use disorder, meeting criteria of Diagnostic and Statistical
Manual of Mental Disorders, Fourth Edition, Text Revised (DSM-IV-TR), lasting for at least a year, and related to a
significant functional impairment. The American Psychiatric Association DSM-IV-TR is the diagnostic standard
in the United States at the time of this writing for determining mental and substance use disorders. (See the

glossary for the SAMHSA definition.)

Title and agency affiliations for all quotes reflect those at the time of project participation.
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31 percent of women (taken together, 17 percent of those entering the facilities) met
criteria for SMI*—prevalence rates at least three times higher than those found in
the general population.”

e Individuals with Mental Illnesses in Prisons: In a U.S. Justice Department
survey, 16 percent of state inmates were estimated to have a mental illness.® T

¢ Individuals with Mental Illness on Probation or Parole: In U.S. Justice
Department and SAMHSA surveys, 9 percent of individuals on probation and 7
percent of individuals on parole were estimated to have a serious mental illness.®

¢ Adults with Substance Use Disorders in Jails: Substance use disorders are
even more prevalent than mental illnesses; in the year prior to their admission, 68
percent of jail inmates reported symptoms consistent with alcohol and/or drug use
disorders.*°

e Adults with Substance Use Disorders in Prisons: In a U.S. Department of
Justice study, 53 percent of state prisoners and 46 percent of federal prisoners in
the year prior to their arrest met the DSM-1V criteria for substance dependence or
abuse. Sixty percent of women in state prison have been estimated to be dependent
on or abusing drugs."

*There are four main reasons why these estimates may be lower than those reported by a particular county

jail: 1) jail personnel classify mental illnesses primarily to ensure safety, and these classifications may differ
from the diagnostic categories used by researchers or treatment providers; 2) these numbers are of individuals
“booked” into jails and do not represent the prevalence in an average daily population; 3) a number of mental
disorders that do not meet state and federal definitions of serious mental iliness were excluded from this study,
including anxiety disorders (e.g., PTSD); and 4) many people experience acute reactive psychiatric conditions,
such as suicidal thinking, which pose significant jail management concerns but may not rise to the level of a
serious mental illness as defined by the study.

These numbers also may differ from earlier federal government estimates because of varying methodologies.
For example, a 1999 Bureau of Justice Statistics (BJS) survey of people in jails asked if they had either a
“mental condition” or an overnight stay in a mental hospital during their lifetime—with 16.3 percent self-
reporting that they met these criteria. In 2006, BJS again surveyed people in jails and asked if they had a
“mental health problem,” defined as any symptom of any mental illness (such as persistent anger or insomnia)—
to which 64 percent reported that they met this criteria. (Additional explanations about the prevalence of mental
illness among jail inmates are available in the Frequently Asked Questions about the CSG Justice Center-
supported jail mental health study at http://consensusproject.org/jc_publications/frequently-asked-questions-
about-new-study-of-serious-mental-iliness-in-jails/Psy_S_FAQ.pdf.)

TAs with the jail numbers cited above, the number of people with “mental illness” in prisons cited here may
appear dramatically smaller than those defined as having “mental health problems” in other studies or reported
by states. The 2006 BJS study estimated that 56 percent of state prisoners were found to have a “mental
health problem,” basing this finding on self-reported data on recent history and broad symptoms of mental
health disorders instead of a formal diagnosis. (See Lauren E. Glaze and Doris J. James, Mental Health Problems
of Prison and Jail Inmates, Washington, D.C.: Bureau of Justice Statistics, September 6, 2006.) The 1999 BJS
study, using narrower criteria, estimated 16 percent of state prisoners were found to have a “mental illness.”
(See Paula Ditton, Mental Health and Treatment of Inmates and Probationers, Washington, D.C.: Bureau of Justice
Statistics, 1999.)


http://consensusproject.org/jc_publications/frequently-asked-questions-about-new-study-of-serious-mental-illness-in-jails/Psy_S_FAQ.pdf
http://consensusproject.org/jc_publications/frequently-asked-questions-about-new-study-of-serious-mental-illness-in-jails/Psy_S_FAQ.pdf
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The Lack of a Link between Behavioral Health Disorders and

Violence or Other Crimes

Although this paper highlights the association between behavioral health disorders
and criminal justice system involvement, readers should be mindful that the majority
of people with mental illnesses are not violent and do not commit crimes.!? Such
misconceptions have led to stigmatization and barriers to supports and services.*
These myths must be countered with available research that does not find such a link
between mental iliness and violence.!® Research does suggest that some people under
the influence of drugs and other substances are more likely to be violent—whether or
not they have a mental iliness.'* Moreover, the nation’s prisons and jails do hold large
numbers of individuals convicted for nonviolent crimes of possession and distribution
and for property crimes committed to support their addictions. It is also important to
remember that some individuals who are arrested and incarcerated—including those
with no mental illnesses—are all more likely to be violent than the general population.®

Traditionally, both criminal justice and behavioral health practitioners believed that
mental illnesses are the direct cause of criminal justice involvement (e.g., the voices
an individual hears tells him or her to commit a crime), and many local programs
targeting people with behavioral disorders who have had encounters with police and
other criminal justice officials were designed with this in mind.'® There is also the belief
that many individuals are involved in the criminal justice system because their behaviors
associated with a mental health disorder bring them into contact with law enforcement
for such low-level crimes as trespassing and disturbing the peace. Recent studies,
however, have demonstrated that the relationship of mental illness to criminal activity
is more nuanced and complex. Researchers looking at the relationship of mental illness
and recidivism have found that changes in an individual’s psychiatric symptoms do not
necessarily relate to whether or not he or she is rearrested or revoked from community
supervision.!” This suggests that interventions to reduce recidivism among people with
mental illnesses in the criminal justice system need to not only include traditional
mental health treatment, but also incorporate new multifaceted strategies.

*The authors, however, in no way suggest that simply having a mental illness diminishes accountability for
individuals’ criminal acts.
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¢ Adults with Substance Use Disorders on Probation or Parole:* In U.S.
Department of Justice and SAMHSA surveys, 35 percent of parolees and 40 percent
of probationers had drug or alcohol dependence or abuse “in the past year.” 8

e Individuals with Both Disorders: Studies suggest that the co-occurrence
of mental health and substance use disorders is also common. In jails, of the
approximately 17 percent with serious mental illness, an estimated 72 percent had a
co-occurring substance use disorder.'® Approximately 59 percent of state prisoners
with mental illnesses had a co-occurring drug or alcohol problem.>°

People with mental illnesses and co-occurring disorders tend to have greater
difficulties under correctional supervision than those without mental illness—both
behind bars and in the community. Research shows that they tend to stay incarcerated
longer than individuals without behavioral health disorders with the same charges
and sentences. For example, a national study of individuals with mental illnesses
in state prisons found those individuals, controlled for sentence terms, served an

TABLE 1. Estimated Proportion of Adults with Mental Health, Substance Use, and
Co-occurring Disorders in the U.S. Population and under Correctional Control and
Supervision®

General State Probation and
Public Prisons Jails Parole
Serious Mental Iliness 5.49,2! 169,22 17923 7-99,%*
Substance Use Disorders 169,25 53%2¢ 68%2’ 35-40%28
(Alcohol and Drugs) —
Abuse and/or Dependence
Drug Abuse Only?® 1.49% 17% 18% N/A
Drug Dependence Only3° 0.6% 36% 36% N/A
A Co-occurring Substance Use 259,31 599%,3 72%3% 490734

Disorder When Serious Mental
[lIness Is Diagnosed?

*There are estimates that are higher than the statistics cited in the text that refer to studies that measure
“involvement” with drug or alcohol abuse rather than substance "abuse” or “dependence.” The statistics high-
lighted in the text focus on the higher-need category of individuals. The attention to abuse and dependence paral-
lels the emphasis of the reported mental health statistics on SMI and not on the broader group of individuals
with mental health “problems.”

TThe numbers used in this table are estimates that come from a variety of sources. The studies cited are from
different years, use different methodologies and definitions, and combine different data sets. The table is
intended to give the reader a general sense of the prevalence rates of behavioral disorders in corrections popula-
tions and is not intended to be the definitive epidemiologic dataset.

*Note that of those adults with serious mental illnesses, the percentages in this row reflect how many also have
co-occurring substance use disorders.
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average of 15 months longer than the prisoners without mental illnesses.35 People with
behavioral health needs may be more likely to have difficulty managing the stresses and
expectations within corrections settings and incur disciplinary problems at higher rates
than those without behavioral health issues.3®* Some may have difficulty understanding
directions or controlling impulses while in custody as well. Probationers and parolees
with mental illnesses and co-occurring disorders also are significantly more likely to have
their probation or parole terms suspended or revoked.3”

The Problem through Different Lenses

The implications of these findings for corrections facility administrators, individuals
involved in the criminal justice system and their families, judges and court staff,
probation and parole professionals, and behavioral healthcare providers are cause for
serious thought:

Jail and Prison Officials

Access to needed mental health services by inmates is protected under the Eighth
Amendment. Corrections facility administrators are required to identify the health needs
of inmates, including mental health needs, and provide medication, treatment, and other
supports.* Pretrial detainees,T as well as sentenced inmates, may draw on significant
health and custodial resources. Corrections administrators are often not equipped with
the kinds of in-house expertise, housing assignment options, and funds to provide the
range of services that can be accessed in the community. As discussed earlier, because of
inmates’ comprehensive treatment and supervision needs and extended lengths of stay,
the cost to incarcerate individuals with mental illnesses and co-occurring substance use
disorders can be significantly greater and provide challenging management problems for
administrators.

*Estelle v. Gamble (429 U. S. 97, 104-105 [1976]) stated that the standard of deliberate indifference to serious
medical needs of prisoners violates the Eighth Amendment. This standard is higher than mere negligence. It has
since been interpreted by California courts (Coleman v. Schwarzenegger NO. CIV S-90-0520 LKK JFM P [ND Cal
2009]) to assert that treatment plans must be consistent with the standard of care in the community. Looking at
the lower court ruling (Ruiz v. Estelle, 503 F. Supp. 1265, 1339 [S.D. Tex. 1980], p. 25), the court found that the
minimum requirements for mental health services in correctional settings must include proper screening, timely
access to appropriate levels of care, an adequate medical record system, proper administration of psychotropic
medication, competent staff in sufficient numbers, and a basic suicide prevention program (see http://www.ca9.
uscourts.gov/datastore/general/2009/08/04/0pinion%20&%200rder%20FINAL.pdf).

TAlthough many of the issues discussed in this paper can be applied to pretrial populations, the focus is on
sentenced individuals. This framework is intended to help state agency administrators and service providers
choose strategies within the behavioral health and criminal justice systems that improve post-conviction supervi-
sion and treatment of adults with behavioral health disorders. Implementing the framework is meant to primar-
ily reduce recidivism. Its emphasis on screening and assessing all arrestees for behavioral disorders, however,
has the added benefit of identifying all individuals who should receive interventions. Many pretrial detainees will
ultimately be convicted and sentenced, and reentry planning should include treatment and supports identified
through assessments. For those leaving criminal justice settings prior to adjudication, or who are not convicted,
linkage to community-based service providers can also be made.


http://www.ca9.uscourts.gov/datastore/general/2009/08/04/Opinion%20&%20Order%20FINAL.pdf
http://www.ca9.uscourts.gov/datastore/general/2009/08/04/Opinion%20&%20Order%20FINAL.pdf
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The Incarceration Costs for People with Mental llinesses

The high prevalence rates of behavioral health disorders in the corrections population
have associated costs that administrators need to consider. In addition to routine
expenses,* these individuals often draw on resources to more intensely treat, medicate,
manage, and prepare them for reentry. Because they stay in custody longer, frequently
return, and have higher per diem costs, the cumulative effect on the corrections bottom
line is significant. There are no national formulas for determining these costs; individual
jails and prisons use different line items to catalog expenses, making comparisons
difficult. Several examples can help to illustrate the point, however. In Connecticut, the
overall annual per-inmate health cost is estimated at $4,780, while health costs at the
corrections facility for inmates with serious mental iliness were $12,000.% In Florida’s
Broward County Jail, the daily inmate cost is $78, but the cost rises to $125 per day for
inmates with mental illness.3 In Michigan, psychotropic drugs accounted for 41 percent
of all prescriptions for the Department of Corrections.*° Inmates with behavioral health
needs often require additional resources because they are more likely to be involved

in incidents that require extra management.*! In the lowa Department of Corrections,
76 percent of incident reports of violent acts, suicide attempts, illnesses, and injuries
involve inmates with a mental iliness.*?

The Costs Related to Addressing Substance Abuse

The costs of substance abuse to families, communities, and the criminal justice system
are well documented. In 2001, according to the most recent estimate available by the
White House Office of National Drug Control Policy, the total societal costs of illegal
drug use were $143 billion. Nearly two-thirds of these costs (62%) were related to

the enforcement of drug laws and the effects of illegal drug use on criminal behavior,
including $31 billion in public criminal justice costs, $30.1 billion in lost productivity due
to incarceration, $24.6 billion in lost productivity due to crime careers, and $2.9 billion
in other costs including property damage and victimization.*® Research indicates that for
most individuals involved in the criminal justice system that lack treatment, recidivism
will likely remain high and the courts and correctional systems will likely continue to face
increasing costs.*

Providing substance abuse treatment in community-based settings is more cost
effective than incarcerated settings and has a greater impact on recidivism.*® State-
level research indicates that there is an economic return on investments in treatment
services, with a particular reduction in criminal justice costs. For example, in California,
a treatment investment of $209 million resulted in a savings to various state systems of
$1.4 billion a year with the cost of avoided crime making up 90 percent of the savings.*®
An Oklahoma analysis found that sending 1,666 offenders to drug court rather than
prison saved the state $47 million over four years.*

*See, for example, Christian Henrichson and Ruth Delaney, The Price of Prisons: What Incarceration Costs Taxpayers.
New York: Vera Institute of Justice, 2012.
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Sentenced Individuals with Behavioral Health Disorders and Their Families

Research has demonstrated that strategies targeting stronger relationships between
corrections-involved individuals and their families correlate with better outcomes.4®
Individuals leaving corrections facilities expect that family members, above all others,
will provide financial resources, housing, and emotional support on release; and
families do, in fact, often provide that tangible and emotional support.*° Likewise,
formerly incarcerated individuals who are married are more likely to find employment
after release, and those with children to whom they are closely attached enjoy better
employment and substance use outcomes.>®* When sentenced, some individuals

and their families are frustrated by the scarcity of alternatives to incarceration that
provide appropriate treatment; by barriers to involvement when family members are
incarcerated; and by the absence of continuity of care on release. These issues are
particularly pronounced for women,* most of whom are mothers to minor children with
whom they will reunify once released from incarceration.>* How to support parental
relationships with their children and their caregivers is an important consideration for
criminal justice systems.*

Judges and Court Staff

Criminal courts process a high volume of individuals with behavioral health disorders.
Judges, prosecutors, and defense attorneys find they need access to accurate information
on clinical needs and treatment alternatives to efficiently assess a case, determine
disposition options, and make informed decisions. With so many defendants exhibiting
mental health and substance abuse symptoms, it is often difficult to ascertain the
contribution of these disorders to the current charges and their impact on adhering to
conditions of supervision and release. This information is critical to decision making.
With insufficient community treatment and supervision options, jails and prisons are
sometimes seen as more certain placements to ensure public safety. The revolving-door
nature of so many individuals with behavioral health disorders cycling through the
criminal justice system frustrates judges and their staffs and underscores the need for
more effective diversion, supervision, and treatment strategies.5>

*For additional information about gender-specific approaches, please visit the National Resource Center for
Justice Involved Women at http://cjinvolvedwomen.org/. The center is operated by the Center for Effective Public
Policy and funded by the Bureau of Justice Assistance and National Institute of Corrections.

TSee discussion in Jessica Nickel, Crystal Garland, and Leah Kane, Children of Incarcerated Parents: An Action Plan
for Federal Policymakers, New York, NY: Council of State Governments Justice Center, 2009. Additional resources
for working with children of incarcerated parents and families is available through Vera’s Family Justice Program
at http://www.vera.org/centers/family-justice-program and the Corporation for National and Community

Service Resource Center at http://www.nationalserviceresources.org/mentoring-children-prisoners-initiative. For
additional research, see Nancy G. La Vigne, Elizabeth Davies, and Diana Brazzell, Broken Bonds: Understanding
and Addressing the Needs of Children with Incarcerated Parents, Washington, D.C.: Urban Institute Justice Policy
Center, February 2008.


http://cjinvolvedwomen.org/
http://www.vera.org/centers/family-justice-program
http://www.nationalserviceresources.org/mentoring-children-prisoners-initiative
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Probation and Parole Authorities and Officers

Community supervision professionals have traditionally been most concerned with
individuals’ compliance with their supervision and release conditions, which people
with behavioral health disorders may find difficult to navigate, particularly those with
significant impairments. Supervisees with mental health and/or substance use disorders
have complex problem