
Background 

TL:- I 111s report - is the end-product of a series of discussions that have taken place over the 
summer of 2000 in Houston and Dallas, Texas. These cities were jointly selected by 
NMHA and -MC because they had large and diverse Community Corrections programs 
and active Mental Health Association chapters who could help with logistics, support, 
and conducting follow-up activities. 

The report includes information gathered fiom on-site interviews with key stakeholders 
as well as information gathered fiom two all-day meetings held on October 16 and 17. 
The primary purpose of these meetings was to collect information for the Advisory Board 
and staff of NIC about the variety of issues that affect the delivery of community 
corrections services at the local level to offenders with mental illness and co-occurring 
substance abuse disorders. The information is designed to assist NIC in deciding whether 
or how to assist local jurisdictions that are experiencing increasing numbers of people 
with mental illness and co-occuning disorders in the justice system. The information is 
also designed so that it can be shared with community corrections and mental health 
groups in otherjurisdictions to enhance their understanding about what works with this 
population, policy and program barriers that need addressing, and strategies for 
improving systems collaboration and client outcomes. Because Texas is now in the 
process of transitioning its public mental health and substance abuse systems to managed 
care, the information collected may also yield some strategies for improving care and 
services to probationers and parolees in a managed care environment. 

Specific goals for the meetings included: 

a) Identifying current practices and policies being used in Hams and Dallas 
Counties to serve people with mental illness and co-occumng disorders in 
community corrections programs; 

b) Identifying the nature of the challenges facing urban jurisdictions generally in 
serving this popillation of offenders in community corrections programs; 

c) Hearing the perspectives of key stakeholders on system improvement 
strategies, policy issues, practice issues and accountability measures that need 
to be in place to better address the needs of this population. 



MAJOR OBSERVATIONS FROM THE MEETINGS 

Jurisdictions need an early and systematic way of identifying mental illness among 
the offender population and easy ways to share this information among court 
personnel, jail staff, community corrections officers, and mental health professionals. 
Information exchange can be assisted by state and local level policies, interagency 
agreements, and memoranda of understanding. 

Specialized caseloads are effective ways of workmg with mentally ill offenders. More 
specialized caseloads are needed with appropriate levels of training and support for 
probationfparole officers. 

Managed Care has confounded service delivery for offenders with mental illness and 
co-occumng disorders. Community corrections administrators need to understand and 
be involved in discussions around the structure of managed behavioral health care. 

The vast majority of mentally ill offenders also have a co-occurring substance abuse 
problem. Community corrections officers, judges, attorneys and others need to better 
understand the interface of substance abuse with mental illness and tailor programs 
and sanctions for people with dual disorders. 

Traditional col~ectional programs and sanctions may need to be adjusted or 
restructured if they are to keep mentally ill and ?._:ally disordered offenders from re- 
offending. 

Good programs ~ ~ 2 ; ; .  ,cr 1:ave a number of thi~.; ..I common: 

) co-location oL ... mtal health workers, substance abuse counselors, and 
community corrections officers 

) first contact with the offender while helshe is still incarcerated 
) mobile interdisciplinary teams that are focused around case management 

and rehabilitation 
) regular interagency or team staffings of difficult clients 
) liaison and advocacy work in the courts 
) enrollment for Medicaid and SSI benefits while the offender is still incarcerated 
) specially designated funding and staffing 

Housing for mentally ill and dually-diagnosed offenders is frequently cited as the 
biggest need, yet financial and policy disincentives exist to create and pay for 
residential alternatives for this population. 

Court-ordered care often conflicts with available community s e ~ c e s ,  agency 
mandates, agency philosophies, and fimding restrictions. This brings about revocation 
for some probationers. 



professionals as an excuse not to give decision makers access to information they need. 
But confidentiality of medical information is a person's right and also a hallmark of . 
mental hezlth practice, care needs to be taken when crafting policies to specify when, 
to whom, for what purposes, and under what circumstances information can be shared 
without a person's consent. 

Sometimes information exchange between agencies is impeded just because of staff 
turnover in community corrections and mental health organizations. Staff of both mental 
health agencies and community corrections agencies need ongoing training and reminders 
about their obligations under the law. Texas mental health agencies have recently been 
required to have a designated person in each county that corrections personnel can 
contact for information. A directory of these names is being for statewide 
distribution. 

Pre-sentence investigations (PSIs) are supposed to generate information helpful for the 
courts, but are generally not viewed in Texas as adequate or helpful tools for gathering 
mental health information for a number of reasons. First, the rapid flow of 
misdemeanants through the jail and the tendency to plead them quickly prevents 
probation officers from doing PSIs on many offenders. Second, sometimes people hide 
information from the probation officers doing PSIs or deny mental health problems, so 
PSIs often contain insufficient or erroneous information about a person's mental health 
history. 

In addition, probation officers in Texas generally do two different types of PSIS-short 
ones and more in-depth ones. Only the in-depth ones have any helpful information about 
a person's mental health problems, but probation departments in Texas believe that they 
would have to double the number of officers for every offender to have an in-depth PSI. 
Finally, sometimes PSIs are not done early enough in the criminal justice process to help 
the court make good dispositions. In fact, probation departments in Texas sometimes 
don't identify a person's mental illness until post-adjudication, when probationers receive 
evaluations for education or DWI classes. 

Specialized caseloads are effective wavs of workinv with mentallv ill offenders. 
More specializedcaseloads are needed with appropriate levels of t~aining and 
support for probation/parole officers. 

Community corrections officers and mental health professionals at the Texas meetings 
generally believe that specialized caseloads are effective tools for working with mentally 
ill and dually diagnosed offenders. However, there was consensus that there were not 
enough specialized caseloads and the specialized caseloads were still much too large at 
55 or 60. Caseloads need to be about half t h s  size. Specialized parole caseloads in Texas 

.: are generally much smaller and more manageable than probation caseloads. There was 
general consensus also that community corrections was under-identifymg people for 
specialized caseloads and that there were individuals on regular caseloads who should be 
on specialized caseloads. Generally the criteria stated for putting a probationer on a 



Perhaps the greatest disadvantage of managed care for mentally ill and dually disordered 
offenders is the dictating of care, costs, and lengths of treatment by the managed care 
company. 

Legal necessity as the court sees it does not always equate to medical necessity as the 
managed care company sees it. As one probation officer in Texas put it "there is a 
disconnect between what the criminal justice system, attorneys, judges believe is needed 
and what the h d i n g  sources agree is needed. The judge may order six months 
residential treatment and the managed care company sees a need for 35 days. The person 
is discharged to outpatient, but that's not what the judge ordered. That person is in 
violation of the court order. You're left without a funding source." 

Community corrections administrators need to be involved in the ongoing discussions of 
how managed care contracts are drawn up and how publicly financed care will be 
approved and delivered. Members of the judiciary also need to be involved so they make 
more appropriate dispositions and court orders. 

The vast maioritv of mentally ill offenders also have a co-occurring substance 
abuse problem. Community corrections officers, iud~es ,  attorneys and others 
need to better understand the interface of substance abuse with mental illness 
and tailor Droprams and sanctions for p e o ~ l e  with dual disorders. 

National studies show that well over half of mentally ill offenders also have a co- 
occurring substance abuse disorder. In fact, drug offenses are frequently the reason that 
mentally ill people enter the criminal justice system. Adults with mental illness 
frequently self-medicate by using drugs or alcohol to mask or cope with the symptoms of 
their illness. Many attorneys and judges are uncertain how to handle offenders with dual 
disorders. In some cases, they appear to ignore the mental illness and handle them the 
way they handle other drug offenders. Parents who attended the Texas meetings said that 
once addiction to drugs becomes identified and is a part of the case, people stop listening. 
Once a judge hears that substance abuse is involved, the determination is made that 
"these are bad people doing bad things and we're not going to go any farther with it." 

Having a substance abuse disorder as well as a mental illness can be a doublewhammy 
for probationers. Both mental illness and substance abuse are chronic, relapsing illnesses 
by nature. 

Few judges or community corrections officers understand this. Some judges do not make 
allowances for this population and expect them to be drug fiee from the date of probation 
forward. They want to see reports filed on every positive urine test. The same 
expectations are made of mentally ill and developmentally disabled clients as are made of 

.. regular clients. Professionals who treat adults with mental illness or co-occurring 
disorders learn to look for progress toward recovery and reduction of harm rather than 
absolute success or failure. Relapse does not always mean that a person is failing in their 



creative with community service. We've modified the time frames for community service 
so the person doesn't feel overwhelmed." 

One participant in the Texas meetings described the situation where offenders are 
choosing incarceration over substance abuse treatment because the waiting time to get 
into treatment is so long. Rather than wait three or four months to enroll in treatment and 
then spend six months in inpatient treatment and six more months in aftercare, 
probationers choose to serve six months in a state jail and then get out and be "off of 
paper." Court officers and probation officers actually encourage this kind of disposition 
many times. "For the district attorney-I've just disposed of a case. For the judge-I got 
a case off my docket. For the probation officer-this guy was a troublemaker and I don't 
need him on my caseload anymore. And a year later, he comes back through." The 
sanctions system is set up to serve the purposes of the court and the probation ofiicers, 
but it does not serve the long-term purpose of keeping the offender out of the criminal 
justice system. 

Many community corrections programs respond to offenders with mental illness by 
placing special conditions on their probation that they enter or remain in treatment. 
Sometimes these conditions are helphl at keeping offenders compliant and sometimes 
not. Some mental health professionals believe that it's helphl to have the added incentive 
of revocation with this population. They say that people with conditions of release are 
much easier to get into treatment. More clients come when they have it, than when they 
don't. 

Participants at the Texas meetings said that mentally ill and dually disordered offenders 
are much more likely to comply with conditions of probation that are set at the time of 
case disposition than they are with conditions that are imposed later. This underscores the 
importance of having good mental health information on a person at the time of 
disposition. As one probation officer put it, "once they've hit the street, they do not want 
to be told they need to go to a structured environment. You can modify their conditions 
of probation but have very little chance of having them comply." 

Most community corrections officers at the Texas meetings said that judges will not 
revoke a person's probation if their only violation is failure to attend treatment sessions. 
Ln this sense, treatment is really not a condition, it's a "hendly referral." Most jlldges and 
probation officers also said that if offenders are out of compliance with treatment, they 
are typically out of compliance with other conditions of probation also and are headed for 
revocation for a variety of reasons. 

Good ProPrams seem to have a number of things in common: 

co-location of mental health workers, substance abuse counselors, 
and community corrections officers 
first contact with client while incarcerated 

) mobile interdisciplinary teams that are focused around case management 



Housing for rnentallv ill and duallv diagnosed offenders is frequentlv cited as the 
biggest need. vet financial and ~ o l i c v  disincentives exist to create and pav for 
residential alternatives for this poiiulation. 

Residential options are often cited by community corrections officers, judges, and mental 
health professionals alike as being the greatest single need of offenders with mental 
illness or co-occurring disorders. Yet the finding and philosophical trend in mental 
health for the last 20 years has been towards integrated, less-structured, client-driven 
community-based services. Judges, magistrates, and probation officers generally don't 
have faith in unlocked facilities and outpatient treatment, yet these are preferred by many 
mental health professionals. In fact, public funding streams like Medicaid will not 
reimburse for services delivered in mental hospitals, locked facilities, or facilities where 
offenders remain under criminal justice jurisdiction. 

To some extent the problem is one of education. Many corrections professionals believe 
that adults with mental illness are more violent and therefore unsuitable for anything but 
secure residential placement. This is the same prejudice that causes many judges to give 
mentally ill minor offenders jail time rather than probation. Most offenders with mental 
illness can be served safely in community-based programs if they are given adequate 
structure and supervision. 

The problem is also one of creating a continuum of residential options in communities 
with varying levels of supervision, monitoring, and support that accommodate both 
public safety needs and therapeutic needs of offenders. Judges need alternatives where 
they can place people in order to minimize the use of prisons and jails. 

The trend in substance abuse treatment has been to shorten lengths of stay in inpatient 
care and to move people quickly into outpatient care. Many substance abuse 
professionals now believe that treatment stays in inpatient or residential facilities are too 
short, especially for adults with co-occurring disorders whose problems are more 
complex. 

One particular type of residential placement is in particularly short supply. Tbis is 
residential programs for sex offenders with mental illness. Because of registration laws 
and prohibitions against sex offenders living near schools and other "safe zones," it is .. 
very difficult for probation officers working with this special population to find . 

residential s e ~ c e s .  Judges have been known to get cold feet and revoke probationers 
who are sex offenders if they cannot gain immediate entry into a residential program. In 
other words, the probationer is penalized for the community's lack of adequate s e ~ c e s .  
Before a person gets revoked, the court needs to make sure that people were not denied 
entry into services. 



Mental health and substance abuse services are frequentlv under-financed and 
are unable or unwill in~ to prioritize adults in the criminal iustice system for 
services. 

Some of the community corrections professionals who attended the Texas meetings 
complained about the lack of willingness of mental health agencies to serve their clients. 
They believe that the public mental health system has the obligation to serve all people 
who are mentally ill and that its failure to serve probationers is purely arbitrary or 
discriminatory. What many probation officials fail to understand is that in Texas, as well 
as in other states, public mental health and substance abuse agencies have a designated 
population they are required by state law to serve and a very small pot of funds to serve 
them with. Public agencies are overwhelmed trylng to serve people who the state 
obligates them to serve. For example, Texas' public mental health system can serve only 
about a third of the adults with serious mental illness who are eligible to be served. 

There is no excuse for mental health professionals and agencies discriminating against 
serving mentally ill people who are otherwise eligible for services solely because they 
have criminal justice involvement. When this happens, community corrections staff 
should take up the issue with mental health administrators. There is some public 
sentiment however, particularly among family members and some mental health 
advocacy groups, that mental health resources should be devoted first to those who enter 
treatment voluntarily. These groups are opposed to agencies giving priority to mentally ill 
adults just because they have committed offenses or are under court order to be in 
treatment, The problem, of course, is the lack of resources to assist everyone who needs 
treatment. In states like Texas that under-fund mental health and substance abuse 
services, the lack of funding is a huge disincentive to serving high risk, high cost, multi- 
problem, dually diagnosed individuals. 

Some of this tension between agencies will never be resolved unless additional funding 
or designated funds are appropriated for offenders who need services. 

Mental health professionals and agencies are often not equipped to pive the kind 
of information to judges, attornevs and probation officers that they need to 
make decisions. C 

In many ways, mentally ill adults in the criminal justice system are similar to other adults 
with serious mental illness. Clearly the process of engagement with these individuals is 
critical to both their success in treatment and their succes s~ l  completion of probation. 
The clients' not wanting treatment is fairly characteristic of both populations and 
common to mental illness generally. Some mental health professionals believe that the 
corrections population has higher rates of head injury, much higher rates of substance 

.: abuse, and much higher rates of antisocial or personality disorders (also h o w n  to mental 
health professionals as Axis II disorders). There is some evidence to bear this out. 



CONCLUSION 

During the iast two decades, increasing numbers of adults with serious mental illness and 
co-occurring substance abuse disorders have become involved in the criminal justice 
system. Many of these individuals are arrested for minor, non-violent offenses, processed 
quickly through the courts, and are never linked with services or treatment. As a result, 
they frequently commit the same offenses again and are re-arrested, accumulating stiffer 
penalties as they recycle through the jails, courts, and prisons. 

Community correction agencies and mental health agencies are uniquely positioned to 
address this "revolving door" which is so costly to individuals, families, the criminal 
justice system, and to society at large. But these organizations must have the resources 
and policy support necessary to serve these individuals in different ways than others are 
served. 

The Texas meetings yielded a wealth of information about the particular issues, barriers 
and policies that impact the delivery of services to these individuals and promote or 
impede their successful completion of community corrections programs. Other 
jurisdictions will be able to benefit from the lessons Texas has learned. 
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Community Corrections for Offenders with Mental Illness and 

PA-- Lv VL~iirriag - Disorders 

624 Good-Latimer Expressway, Suite 200 
Dallas, Texas 

October 17,2000 

IV. 

VII. 

VIII. 

XI. 

CONTINENTAL BREAKFAST 

WELCOME AND INTRODUCTIONS 

GOALS O F  THE MEETING 

GROUND RULES 

BREAK 

SYSTEM MAPPING: MISDEMEANOR OFFENSE 

WORKING LUNCH 

SYSTEM MAPPING: FELONY OFFENSE 

BREAK 

REVOCATION ISSUES 

NEXT STEPS ,' 

ADJOURN 


































