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Chapter 1 )
Mental Illness, Then and Now ey

Of all the calamities to which humanity is subject, none is so dreadful as insanity.... All
experience shows that insanity seasonably treated is as certainly curable as a cold or a
fever—Dorothea Dix

Mental illness impacts millions of people as well as their loved ones. It can take
many forms; it can ebb and flow throughout the life course; it can be the root of a
life of suffering; yet, in most cases, it does not have to be a life sentence of misery.
The intersection of crime and mental health has been a long-standing issue span-
ning across many decades, even centuries. In more recent times, professionals in the
United States have begun to detail the “cracks” within the criminal justice system
with better precision, especially in relation to inmates with mental health concerns.
Unfortunately, despite the recognition of these cracks and their potential “fixes,” the
implementation of change continues to be a struggle. The federal system, state sys-
tem, and local county/parish jail system each have their own obstacles to overcome.
Furthermore, these systems do not always work together for the common cause of
public health for various reasons. Even further, integrating the mental health system
into the criminal justice system at these levels can at times seem impossible; yet, the
capacity for coordinated change has never been more possible. This text serves to
educate students and professionals not only on the system of interconnected cracks,
but also on the recommendations and innovations set forth by different interests at
varying levels of the said system. All of the answers may not have been discovered
yet, but the impetus for change is on the horizon for those with mental illness in the
criminal justice system. The hopes of change begin with discussion on the prob-
lems, particularly in a historical context. This text seeks to be that vehicle for change
in the future to ensure the care and safety of justice-involved individuals with men-
tal illness.

© Springer International Publishing AG, part of Springer Nature 2018 1
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2 1 Mental Illness, Then and Now
1.1 A Brief History

Most detailed histories of American mental health care begin with a discussion of
the vast abuses and subhuman conditions endured by those with mental illnesses in
the pre-Civil War era. The plight of this vulnerable class came to light in the mid-
nineteenth century primarily due to the tenacity of a woman named Dorothea Dix.
In fact, it is her words that first underscore the issues of the “idiots” and the “insane,”
which were the most productive terms for people with mental illness available in
the mid-1800s. Muckenhoupt’s (2004) biography of Dix aptly describes how she
“single-handedly created most of the 19th-century public institutions east of the
Mississippi River that served people with mental illness” by being “unyielding and
effective, a symbol of women’s good works” (p. 7). In an era when the vast majority
of women spent their time homemaking and serving a family, Dix never fit that
mold; this, in part, allowed her to be an effective advocate for change.

1.1.1 The First Impetus for Change: Dorothea Dix

A brief explanation of Dix’s life begins with a child born into a complicated family.
The Dix family ascended into Bostonian wealth beginning with her grandfather,
Elijah. Her father, Joseph, was the misfit of a rich family—a Harvard dropout and
alcoholic with a temper who ended up marrying a woman from a less well-to-do
family. This meant that Dorothea’s branch of the family tree was considered a stain
and an embarrassment—in other words, “the black sheep” of the family. After Elijah
Dix died, he left his son Joseph with nothing while leaving Dorothea an annuity that
would provide an income for her until she married (Muckenhoupt, 2004). It was this
source of funds that would allow for her to run away from her parents and seek help
from her grandmother, Dorothy. Madame Dix would eventually arrange for
Dorothea to live with one of her well-to-do cousins. She would live there as a very
independent teenager, and when she came of age, Dorothea would become an edu-
cator and operated her own schoolhouse. Ironically, she never had attended a single
school in her life. She would also go on to write successfully, bringing additional
income to support her independent lifestyle. Yet, it seemed Dorothea always wanted
something more, just not a husband or a traditional female role. She would end up
traveling Europe, turning her mind on to social justice, and bringing that passion
back to America (Fig. 1.1).

The quintessential “spark” for Dix’s advocacy for mental illness occurred by
happenstance in the Spring of 1841. Back in Boston, Dix was offered a position to
take over a Sunday school class at a local jail, the Middlesex County House of
Correction (Muckenhoupt, 2004). It was here where Dix saw the suffering of “pub-
lic drunks, poor men paying their debts by making shoes, and people who were
mentally ill” (p. 42). She observed all of these men cramped in cold rooms without
access to heat or fire. Dix first reported this issue to the warden who refused to build
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Fig. 1.1 Portrait of
Dorothea Dix. Courtesy of
the US National Library of
Medicine (2017)

a fire as it would be dangerous. Besides, he claimed, it did not seem necessary. Dix
would then go to court on this matter. At the time, there was a state law requiring “a
suitable and convenient apartment or receptacle for idiots and lunatic or insane per-
sons, not furiously mad,” (p. 42) which Dix would cite in her arguments for more
humane treatment of inmates at the jail. The courts sided with Dix and ordered the
warden to heat the cells. Quickly, she single-handedly created change, and this
changed her life; this gave her a spark of inspiration and a taste for and reward of
successful advocacy. Over the next few years, Dix would travel across the state
visiting jails and prisons, cataloging what she witnessed. This culminated in a defin-
ing moment as an advocate for social justice for those with mental illness, Memorial
to the Legislature of Massachusetts, delivered on January 19, 1843:

About two years since leisure afforded opportunity and duty prompted me to visit several
prisons and almshouses in the vicinity of this metropolis. I found, near Boston, in the jails
and asylums for the poor, a numerous class brought into unsuitable connection with crimi-
nals and the general mass of paupers. I refer to idiots and insane persons, dwelling in cir-
cumstances not only adverse to their own physical and moral improvement, but productive
of extreme disadvantages to all other persons brought into association with them....I shall
be obliged to speak with great plainness, and to reveal many things revolting to the taste,
and from which my woman’s nature shrinks with peculiar sensitiveness.... I tell what I have
seen - painful and shocking as the details often are - that from them you may feel more
deeply the imperative obligation which lies upon you to prevent the possibility of a repeti-
tion or continuance of such outrages upon humanity.

I proceed, gentlemen, briefly to call your attention to the present state of insane persons
confined within this Commonwealth, in cages, closets, cellars, stalls, pens! Chained,
naked, beaten with rods, and lashed into obedience.

...[Flound the mistress, and was conducted to the place, which was called “the home”
of the forlorn maniac, a young woman, exhibiting a condition of neglect and misery
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blotting out the faintest idea of the comfort, and outraging every sentiment of decency. She
had been, I learnt, “a respectable person, industrious and worthy. Disappointments and
trials shook her mind, and, finally, laid prostrate reason and self-control. She became a
maniac for life. She had been at Worcester Hospital for a considerable time, and had been
returned as incurable.” ...[T]here she stood with naked arms and disheveled hair; the
unwashed frame invested with fragments of unclean garments, the air so extremely offen-
sive, though ventilation was afforded on all sides save one, that it was possible to remain
beyond a few moments without retreating for recovery to the outward air. Irritation of body,
produced by utter filth and exposure, incited her to the horrid process of tearing off her skin
by inches; her face, neck, and person, were thus disfigured to hideousness; she held up a
fragment just rent off; to my exclamation of horror, the mistress replied, “oh, we can’t help
it; half the skin is off sometimes; we can do nothing with her; and it makes no difference
what she eats, for she consumes her own filth as readily as food which is brought to her.”

These words would soon culminate in the increased capacity of the Massachusetts
state insane asylum in Worcester (Worcester State Hospital) as authorized through
state legislation, with broad support by the state legislators. Importantly, the new
laws shifted the care of the idiots, lunatics, and insane persons, not furiously mad,
from local “caretakers” to state specialists with the hopes that this would lead to
“moral treatment” and humane conditions. Dix would continue on to petition other
state governments: New Jersey would open an asylum as ordered by the legislature
in 1845, Illinois—its first—ordered in 1847, and North Carolina ordered in 1849.
All of this eventually surmounted into the Bill for the Benefit of the Indigent Insane,
a Federal bill that would earmark over 12 million acres of Federal land and resources
to address the “newly” identified problem. US Congress would passionately shep-
herd it through the legislation process, only to have then President Franklin Pierce
veto the bill, demanding this issue be relegated to individual states. Dix would end
up traveling abroad after this defeat, continuing her efforts in other countries.

1.1.2 Moral Treatment Thrives and Declines

Yet, the momentum spearheaded by Dix was beyond reproach. Even in her absence,
broad reform continued to develop. Dedicated institutions for individuals with men-
tal illness blossomed in the post-Dix era, particularly those that offered forms of
“moral treatment,” an early progressive treatment modality developed in the
Enlightenment in Europe. The American concept of moral treatment was champi-
oned by Benjamin Rush, a prominent medical doctor in Philadelphia (Trent, 2017).
Rush’s thought was that the root of mental illness was chaos of a modern life that,
theoretically, could be treated in a hospital setting mainly by withdrawing someone
from all of life’s stressors under supervised medical care. While Rush used some
provocative procedures—blood-letting and prolonged restraint in a “tranquilizer
chair” (that he invented) being two of the more controversial—moral treatment was
grounded in medical interventions seeking to soothe a patient in a comfortable set-
ting, engage in exercise and conversation, and explore the individual needs of each
individual under care (Fig. 1.2).
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Fig. 1.2 A negative of Benjamin Rush’s tranquilizer chair (left) and an image of Benjamin Rush
(right), courtesy of the National Library of Medicine. A note from the NLM catalog regarding the
tranquilizer chair: “A patent sitting in a chair; his body is immobilized by straps at the shoulders,
arms, waist, and feet; a box-like apparatus is used to confine the head. There is a bucket attached
beneath the seat”

Even with this progressive modality—which would eventually become a main-
stay in the mental health care of the rich and powerful as it became perfected—the
sciences of psychiatry and psychology were far too nascent to offer substantial care
for this population. Outcomes were abysmal, breakthroughs were few and far
between, and the growing body of mental health research reinforced a sense of pes-
simism. While this may not be surprising, it helps to consider that medical science
figured out that surgical complications and deaths can be drastically reduced by
sterilizing operator’s hands in 1846 (Ignaz Semmelweis), the American Medical
Association was established in 1847, crude medicines like morphine began to show
marked medical utility in the mid-1850s, and the first modern American medical
school (Johns Hopkins University School of Medicine) opened its doors in 1893
(Carter & Carter, 1994; Haller, 1981; Packard, 1901). But, while medicine contin-
ued to progress and grow rapidly, treatment for mental illness was stymied.

Muckenhoupt (2004) suggests that the progress Dix helped to influence hit a
turning point when Pliny Earle published his research on the lack of success of
mental health treatment, only affirming what most medical professionals of the era
already had suspected. Nothing was working. Earle discovered that patients who
were discharged and formally cleared as “sane” were consistently readmitted, cast-
ing doubt on the true number of “recoveries.” This is one reason states began to
divest in mental hospitals, layered with the consistent underlying and persistent
stigma and lack of understanding of mental illness. Asylums gradually became
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overcrowded, dilapidated, and disorderly. Working in these state institutions never
gained the prestige as did being a professional in the other medical sciences—any
other medical science. Thus, the administrators of these facilities were not typically
the best and brightest.

One can easily argue that this is the point where America has come full circle in
the manner it treats the idiots and lunatics or insane persons and that policy simply
changed the setting in which “treatment” was given—from jails and prisons to
prison-like asylums. Further, these prison-like asylums, or “hospitals,” concentrated
stigma and rapidly became a place for a “new” class of people. It would not be a
stretch of the imagination to conceive that this concentration of the problem of the
mentally ill in these ghastly institutions only helped the eugenic movement of the
early twentieth century to target this class of people for sterilization or complete
elimination from the gene pool. Thankfully, this is not the path history takes us.

1.1.3 The Miracle Drugs

Finally, over a 100 years into this American story, a breakthrough occurred; research
on chlorpromazine, known for its trade name Thorazine®, began to surface in the
1950s (see Fig. 1.3). The drug launched quickly from laboratory, to trial use, to
widespread use, all during that same decade. Physicians quickly knew Thorazine®
as a wonder drug for its abilities to breakthrough psychotic symptoms, so much that
when they saw marked improvements in their patients, mental hospital doctors

BACKTOWORK THORAZINE
Tabsdets

RPROMAZINE ' -
of the HO

Hack to work. She wont bnlo the hospital maknlonance troatment, Thorazing' offers
ncy but loft more  effective antipsychotic therapy with 18 con-

llicimations. aed  vunlont dossge forms and stresgths, This

symptoss offectively  moans you can procisely tailor dosags bo tha

. And Thorazing'  Individual pationt's meods—Increasing
kewp her oot of the or docreasing as the situation demands.

“Thoraxine’. The mest widely tested and

Biighly Pexsbila antipsych today.

Fig. 1.3 Thorazine® advertisement in the Journal of American Psychiatry in 1980. Courtesy of
GSK. Reproduced with permission
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would release them in droves—even without knowing the long-term efficacy or
potential pitfall of these decisions. Just think, Thorazine® was first produced in a
laboratory in 1950, showed significant promise in animal studies in early 1951, was
released to physicians as a research drug in the late spring of 1951, and was docu-
mented to produce dramatic improvement in psychotic symptoms by the end of the
year (Healy, 2009). By late 1957, psychiatrists Kris and Carmichael (1957) observed
that “modern drug therapy has brought about a considerable increase in the number
of patients returning to the community” in their follow-up study of 160 patients
released from the New York metro area hospitals.

This New York study, as many others like it, vetted the viability of using drug
therapy to treat diagnoses such as schizophrenia, “manic-depressive” or “manic dis-
orders,” alcohol psychosis, and “involutional psychosis.” The prognosis seemed
positive with the following caveats: (1) patients must be reevaluated by profession-
als often “not only in order to avoid unpleasant complications, but also to vary the
dosage according to individual needs, taking into account increased stress situations
which (sic) have to be faced by these patients outside the hospital,” (2) patients with
“enduring” conditions (e.g., chronic and severe mental illness) must receive mainte-
nance dosages of Thorazine® to prevent recurrence of symptoms once the drug is
discontinued, (3) physicians must ensure compliance with doctor’s orders (particu-
larly with taking the correct dose at the recommended intervals), and (4) physicians
must evaluate the social situations that may trigger a return to the hospital. The last
point they make is interesting regarding the social situations that may trigger relapse;
Kris and Carmichael go on to suggest that Thorazine® may be the most potent and
valuable “weapon’ against mental illness, yet they want to make clear that when it
fails to treat someone effectively, social factors should be to blame, not the drug.

Drugs like Thorazine® thrived in this scientific environment so eager for a break-
through after decades of slow progress toward finding effective treatments for dis-
eases that we were only beginning to understand. In fact, the drug revolution brought
arenaissance of psychiatric treatment of mental illness, helping to vastly expand our
knowledge of the topic at a quickened pace. In his history of therapeutic medicines,
Healy noted, “the 1955 meeting of the American Psychiatric Association (APA)
should have been dominated by Thorazine®. But while Thorazine® was on stage, the
whispers in the wings were of an even newer drug, Miltown® (meprobamate) which
was launched in the second half of 1955....By any reckoning, therefore, while
Miltown® might never have made a splash elsewhere (outside of the United States),
Thorazine’s time at the center stage in American psychiatry should have been short.
The fact that it survived the inroads of Miltown® and remained at the center of the
scientific stage is compelling testimony to the recognition that chlorpromazine truly
was a different drug” (98-99). He goes on to describe the amazement some experts
had with Thorazine®; for example, one professional was so impressed that he took
equity out of his house to buy stock in the pharmaceutical company manufacturing
the drug.

Thus, Thorazine® exploded onto therapeutic use in the United States, and
American practitioners were more eager than their European counterparts to push
the limits of the drug, increase dosage, and begin pursuing advancing outpatient
care in the community now that severe symptoms were being significantly allayed.
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And while there were many success stories, it truly took science over 40 years to
understand the psychopharmacology of what would be known as a broader class of
drugs—the antipsychotics 1.3.

1.1.4 Deinstitutionalization

Thorazine® and the first-generation antipsychotic family of drugs—called the phe-
nothiazines—thus sparked the deinstitutionalization movement. Plainly, deinstitu-
tionalization refers to the shift of caring for individuals with severe mental illness in
state mental hospitals to community centers and outpatient services from the 1950s
arguably through the date of this writing. Torrey (1997) calls this shift “one of the
largest social experiments in American history” as he opines over the sheer magni-
tude of this change as demonstrated by the numbers of patients residing in state
mental hospitals from the 1950s. Torrey cites that in 1955, state hospitals had a
population of 558,239 persons; yet, by 1994, this population was reduced to 71,619
nationwide. The exact numbers often vary in the literature; however, three key
sources have reliably documented the dramatic changes over this period—the
National Institute of Mental Health, the Center for Mental Health Services, and
individual states. A summary of CMHS data can be found in Fig. 1.4.

Residents at End of Year, Admissions, Net
Releases, Additions and Deaths

600,000 — Residents
at End of
Year
450,000 —— Admissions
—— Net
Releases
300,000 —— Additions
- Deaths
150,000
: .__--———-—--...____-\____
1950 1960 1870 1980 1990 2000 2010
Year

Fig. 1.4 Number of hospital residents, admissions, net releases, additions, and deaths, using
CMHS data presented in a national report entitled, “Funding and Characteristics of State Mental
Health Agencies, 2007 (SAMHSA, 2007) with year 2010 added from “Behavioral Health United
States, 2012 (SAMHSA, 2013)
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Further, psychiatry had progressed as a science enough to broadly define the
types of diseases facing this population: roughly half had a diagnosis of schizophre-
nia, about 10-15% were diagnosed with manic depression (now, bipolar disorder)
or “severe” depression, another 10—15% had mental health issues due to organic
brain disease, and the remainder had diagnoses such as mental retardation with
psychosis, childhood disorders, and brain disease in conjunction with an addiction
(Torrey, 1997). Was it possible to effectively treat these issues outside of a hospital
setting? For over 100 years, establishing effective treatments for these diagnoses
eluded mental health professionals. Real change was finally happening, but was it
positive change?

As these questions were being wrangled with, political pressure from various
sources was pushing states to decrease the size of state mental hospitals. It was
certainly easier to acquiesce to these pressures with the broader adoption of the
phenothiazines; however, the combination of the Community Mental Health Centers
Act of 1963 with the enactment of Medicaid and Medicare (via Title X VIII and XIX
of the Social Security Act, signed into law by Lyndon B. Johnson) cemented the
trend of treating mental illness outside of hospital settings (Torrey, 1997; SAMHSA,
2007). In particular, the Community Mental Health Centers Act was put in place to
develop a network of community mental health centers at the local level, reversing
the trend that Dorothea Dix promoted. Medicaid and Medicare helped to cover the
cost of using these centers for patients. This shift may have led to positive results if,
in fact, the nationwide mental health network could prove successful. This would
mean that the system ensures that people with mental illness receive medication,
rehabilitation services, and aftercare to ensure ongoing treatment compliance, yield-
ing the best chances for personal success with treatment. Unfortunately, this great
experiment is absent of success stories. In later decades, the narrative of mental
health would become entangled in another failing policy shift of the twentieth cen-
tury—American criminal justice reform, including its war on drugs.

1.1.5 The Media Coverage of Hospital Conditions
and Homelessness and Social Awareness

As the Federal government pushed forward with policies favoring treatment of men-
tal illness in local communities over state-run institutions, additional forces added
to the momentum—or, at minimum, aided to continue to reduce the size and scope
of state mental hospitals. The most potent of these forces is the effect of mass media
coverage of the hospitals, which have become dilapidated and chaotic messes as
their resources continued to dwindle in these years. For example, Life Magazine
published Albert Q. Maisel’s (1946) photo essay on the horrors of state-run mental
hospitals, “Bedlam 1946: Most U.S. Mental Hospitals Are a Shame and a Disgrace.”
The impact of visualizing the suffering in photographs was certainly palpable, with
the captions reading “NEGLECT. In Cleveland Hospital’s bare wards a patient lies



10 1 Mental Illness, Then and Now

unnoticed and unattended on stone floor,” “RESTRAINT. This woman wears a
camisole with sleeves tied behind her. Ulcers on leg are bandaged,” “USELESS
WORK. At Massillon Ohio State Hospital barefoot patients polish splintered
wooden floor in 1890 building - a poor substitute for occupational therapy,” and so
on with explicit photographs depicting “NAKEDNESS... OVERCROWDING...
FORCED LABOR... IDLENESS... [and] DESPAIR.” The 13-page spread dedi-
cated to the issue began to raise awareness on a growing problem, a problem that
seemed intractable, until pharmaceutical and policy intervention. This copyrighted
work—including its shocking visceral images—is available online at the time of
this writing, easily searchable by the article’s title.

This was certainly not the only instance of mass media’s contribution to the con-
versation. One of the most iconic exposés of this era that brought these issues into
the public spotlight was Geraldo Rivera’s work on Willowbrook State School in
Staten Island, New York, called “The Last Great Disgrace 1972.”

When Dr. Wilkins slid back the heavy door of B Ward, building No 6, the horrible smell of
the place staggered me. It was so wretched that my first thought was that the air was poison-
ous and would kill me. I looked down to steady myself and I saw a freak: a grotesque cari-
cature of a person, lying under the sink on an incredibly filthy floor in an incredibly filthy
bathroom. It was wearing trousers, but they were pulled down around the ankles. It was
shinny. It was twisted. It was lying in its own feces. And it wasn’t alone. Sitting next to this
thing was another freak. In a parody of human emotion they were holding hands. They were
making a noise. It was a wailing sound that I still hear and that I will never forget. I said out
loud, but to nobody in particular, “My God, they’re children.” Wilkens looked at me and
said, “Welcome to Willowbrook.” (Rivera, 2017)

There are some very notable contrasts and similarities of Rivera’s words to Dix.
First, the stark contrast each observer’s characterization of the mentally ill is stag-
gering: Dix refers to the vulnerable people she witnessed as idiots and lunatics,
acceptable early medical labels for the mentally ill in that era, while Rivera uses the
stigmatic word freak. Yet, the message was essentially the same. How was it possi-
ble for the government, at any level, to treat the vulnerable in such an inhumane
way? In today’s terms, the exposé€ would go viral. One cannot underestimate the
impact of photojournalism and documentary-style exposes in their potential to elicit
a grassroots and/or policy response; at minimum, the ongoing and visceral reporting
on the issue of mental illness reinforced the political sentiment of the era to increase
resources for mental health services in communities while divesting in state-run
institutions, and many would argue with convincing evidence that this sets the stage
to defund almost all state mental hospitals by the end of the twentieth century.

At this point in history, the issue becomes much more complex, and the follow-
ing forces are at play: the mass media, professional medical organizations, the phar-
maceutical industry, policymakers and political figures, and a growing socially
aware populace with broader access to political influence. Deinstitutionalization has
triggered the process of reintroducing a sizeable population of individuals with
severe mental illness to the public, whereas in the past, this group was kept vastly
segregated and out of sight. This was done largely without a scientific assurance that
individuals with mental illness could live successfully, with minimal symptoms, in
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the mental health networks created for their treatment. While the available treatment
would, in fact, work well for some people, it would end up leaving many vulnerable,
without access, and untreated. These individuals would soon become documented
in a growing scientific literature on the failures of deinstitutionalization, namely, for
ending up in the swelling numbers of the homeless or criminally institutionalized in
the nation’s jails and prisons.

Yet, as deinstitutionalization would quietly criminalize untreated mental illness,
American mass media would instead become focused on homelessness. Buck and
Toro (2004) point to several reasons why this occurred in the 1980s. First, Ronald
Reagan’s administration led the initiative of making substantial cuts to social pro-
grams in light of a recession. In response, Reagan’s political opponents aligned with
homelessness activists to begin a media campaign on the issue in sharp rebuke of
the administration with hopes of political fallout. Second, many aging urban centers
were redeveloping and becoming gentrified, leading to fewer affordable housing
options. The combination was proved to be excellent kindling for a crisis with a
political environment to keep this story in the news. The previous issue of vagrancy,
an often-stigmatized term with a lengthy negative history, would become homeless-
ness. Tramps and hobos would become the homeless.

In their 2004 study, Buck, Toro, and Ramos evaluated these trends in print cover-
age from 1972 (well before media interest began on the issue) to 2001 (well after the
issue attracted front covers) in four leading newspapers: The New York Times, The
Washington Post, The Los Angeles Times, and The Chicago Tribune. These research-
ers took 500 randomly selected articles and identified four distinct time periods,
labeled pre-interest (1972—-1980), rise and peak (1981-1987), decline (1988—-1993),
and plateau (1994-2001). They argued that the rise and peak time period seemed to
be “the most revealing.” It is during these years that the media departed from their
previous view of the homeless and would, generally, cast a more sympathetic light
on these individuals. But, while the media reported on mental health as a contribut-
ing factor and tied deinstitutionalization and related structural issues to the broader
homelessness problem, Buck and Toro found that most of the coverage failed to talk
about services or long-term programs to address homelessness, noting that few ser-
vices or programs existed during that time. In the decline years, negative reporting
returned in greater frequency, often bringing back stereotypes of skid row alcohol-
ics and drug addicts, with the addition of the mentally ill and dangerous stigma. It
is not that the media completely turned their backs to the plight of the homeless;
instead, Buck, Toro, and Ramos argue that the American public grew to understand
that homelessness is complex and the media coverage of the time reflects that by its
broad coverage of the issue.

Instead of a broad compassionate policy response as seen in previous eras, men-
tal illness was on a collision course with criminal justice reform. For many with
mental illness, deinstitutionalization increased the risk of substance use and abuse
(called co-occurring disorders—more on this later) and illegal behaviors (some may
be contributed directly to the illness). Many were left vulnerable and without a
safety net as the community mental health networks never became comprehensive
enough to effectively treat the population previously served by state-run mental
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hospitals. The war on drugs began with Richard Nixon’s administration; but it was
the Reagan administration and the 98th (1983-1985) and 99th (1985-1987) US
Congress that initiated the criminal justice reforms that would rapidly accelerate the
growth of the rate Americans incarcerate their citizens. This trend would continue
into the administrations of George H.W. Bush and Bill Clinton with the full support
of Congress. With a fragmented mental health treatment network as the only option
for many vulnerable people, their fate amounted to a different iteration of the incar-
ceration faced by those in state-run mental hospitals. Except, this time, their experi-
ences would be much worse as American jails and prisons were hardly prepared to
care for this population.

1.1.6 The Impact of the War on Crime and the Incarceration
State

The primary drivers of moving individuals with mental illness in the community
into jails and prisons are substance use and abuse and untreated or undertreated
symptoms. Just as Kris and Carmichael may have predicted, untreated or under-
treated symptoms would produce a return to the state hospital—except that these
hospitals had shuttered, with remaining facilities having vastly reduced capacities
and a bare-bones operation that would only serve the most severe cases. Further, the
struggles facing this vulnerable population do not occur in isolation; in other words,
poverty, homelessness, substance use and abuse and self-medication, violence and
victimization, and frayed social support, to name a few, can all influence each other
and influence one’s mental health to deteriorate or symptoms to appear—again, a
theme that was foreshadowed by Kris and Carmichael’s Thorazine® study. Figure 1.5
lists the policies, the timing of the policies, and their effects on mental health and
criminal justice.

The “Tough on Crime” movement has led to dramatic changes. Foremost, jails
and prison populations have increased exponentially. While fotal numbers are dif-
ficult to come by for this entire time period, the Bureau of Justice Statistics (BJS)—
an agency within the Department of Justice tasked with collecting data on the
operation of justice systems among all levels of government—maintains a dataset
called the National Prisoner Statistics Program that has followed the State and
Federal prison population since 1925 (Bureau of Justice Statistics, 1982). While it
excludes data on local (jail) inmates, the dataset clearly shows stability of the prison
population around 100 per 100,000 persons in the United States until the mid-1970s
(Fig. 1.6). By all accounts, this figure trended aggressively upward through the
1980s, 1990s, and into the new millennium—exceeding 500 per 100,000 persons.
Yet, to truly understand the impact of deinstitutionalization apart from the “Tough
on Crime” movement, one would also need to observe changes in all segments of
the justice-involved population. Justice involved is a broad term that refers to indi-
viduals in State and Federal prisons, in community corrections (e.g., State and
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Federal probation and parole), and in local jails either awaiting trial or serving time.
Unfortunately, since consistent and reliable data on all segments of the justice-
involved population only began to be collected in the late 1970s, it is truly difficult
to follow the impact of deinstitutionalization on justice involvement.

The newly available data from the Bureau of Justice Statistics certainly suggests
the use of the criminal justice system as a broad intervention tool for substance use
and abuse and “criminality.” Starkly, the reach of the criminal justice system peaked
in 2008 at 2405 per 100,000 adult Americans involved in the system in some way,
up from 800 per 100,000 in 1980 (Bureau of Justice Statistics, 2017a, b). Put another
way, that amounts to just over two per every 100 adults in the United States were in
prison or jail or on probation or parole, in 2008. Many of these individuals were
swept up into the system for nonviolent drug offenses as a direct result of the “Tough
on Crime” movement, which focused so much of its efforts on drug policy. As
Jonathan Rothwell (2015) points out, while 1 in 5 state prisoners are incarcerated
for drug offenses on average, there were three million admissions (just above 30%
of all admissions) to both state and Federal prisons for this type of offense from
1993 to 2011, far more than any other type (e.g., violent crimes, property crimes,
and all other crimes). Quite simply, drug crimes continue to be the main driver of
imprisonment, even in current times.

Yet, many questions still remain—how many of those adults are mentally ill?
What was the true impact of deinstitutionalization? If deinstitutionalization trends
began in 1955, how can one effectively explain why prison populations did not trend
upward until the mid-1970s? The capacity to answer how many justice-involved
persons have mental illness is growing, and the true impact of deinstitutionalization
mostly relies on anecdotal conjecture as consistent and reliable data identifying
justice-involved individuals with mental illness only has recently become routine.
After all, a scenario may exist that the proportion of mentally-ill, justice-involved
persons has stayed consistent, with just the total population ballooning; yet, all
available evidence does not bear this out.

Many observers, such as Lamb and Weinberger (2005), have argued that mental
illness has effectively become criminalized over this time period. The exact num-
bers are still elusive to this date; however, there are a few ways to estimate the
number of individuals with mental illness in the current justice-involved popula-
tion. One way, Lamb and Weinberger suggest, is to take the estimation of the per-
centage of individuals in jails and prisons who could be diagnosed with serious
debilitating mental illness (e.g., major depression, schizophrenia, bipolar disorders,
and various other psychotic disorders) as published in current scientific literature,
which at the time, ranged from 16% to 24%. Using a conservative approach, Lamb
and Weinberger use the 16% for the year 2000 and estimated 113 per 100,000 indi-
viduals in jails and prisons to be severely mentally ill. “Severely mentally ill indi-
viduals who formerly would have been psychiatrically hospitalized when there
were a sufficient number of psychiatric inpatient beds are now entering the criminal
justice system for a variety of reasons. Those most commonly cited are: (1) deinsti-
tutionalization in the terms of limited availability of psychiatric hospital beds; (2)
the lack of access to adequate treatment for mentally ill persons in the community;
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(3) the interactions between severely mentally ill persons and law enforcement per-
sonnel; and (4) more formal and rigid criteria for civil commitment (Fig. 1.7).”

Taking a more liberal approach, two BIJS statisticians—James and Glaze
(2006)—analyzed personal interviews with prisoners and local jail inmates in two
surveys performed just a few years prior in a special report. In their analysis, James
and Glaze were able to decipher individuals with mental health problems by one of
two ways to gain better insight into this population: (1) recent history (within the
last 12 months) of a clinical diagnosis and/or treatment by a mental health profes-
sional and (2) exhibiting symptoms of a mental health disorder as determined by
targeted questions on the two surveys. The results were staggering: 705,600 (56%)
state prisoners, 78,800 (45%) Federal prisoners, and 479,900 (64%) local jail
inmates met criteria for having a mental health problem, amounting to just over half
of the total population. These figures differ considerably from the first comprehen-
sive accounting of mentally ill subpopulation by the BJS performed only a few
years prior in 1999. At that time, BJS statistician Paula Ditton had access to survey
questions asking participants directly if they suffer from a mental illness or if they
had stayed overnight in a mental hospital. This line of questioning resulted in esti-
mates of 283,800 individuals with mental illness in jails and prisons, with 16% of
state inmates, 7% of Federal inmates, and 16% of local jail inmates self-reporting
mental illness in this manner. The differences between these two undertakings are
essentially underscoring the potential undiagnosed mental health problems endemic
to this justice-involved population. More on this in later chapters.
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The updated report also included a more comprehensive description of mentally
ill, justice-involved individuals, giving supporting evidence to the anecdotal descrip-
tions of this population in the literature at the time: state prisoners and jail inmates
with mental health problems are more likely to report being incarcerated three or
more times relative to those who do not report mental health problems; female
inmates reported mental health problems more than male inmates; about three quar-
ters of the individuals reporting mental health problems also met criteria for sub-
stance use disorder or abuse; nearly two-thirds of these individuals used drugs in the
month prior to their arrest; and state prisoners with a mental health problem were
twice as likely to be homeless and twice as likely to be injured in a fight since
admission relative to individuals who did not (James & Glaze, 2006). There is little
doubt that a sizeable portion of the people who need mental health services have, at
minimum, a higher likelihood of contact with the criminal justice system since
deinstitutionalization.

1.2 Current Policy

While the prognosis may appear grim, policy efforts to address the fallout from the
“Tough on Crime” movement are ongoing. Further, a functional network of
community-based mental health services is possible; in fact, these networks are
already in place for those who have access through private health insurance. Much
of the innovation for the vulnerable populations discussed above—the homeless,
individuals with mental illness, and/or those with addiction—stems from the Second
Chance Act of 2007 and Justice Reinvestment Initiative legislation. Briefly, the
Second Chance Act was a bipartisan law easily passed under the George W. Bush
administration that earmarked funding to invest in programs to reduce recidivism
while ensuring public safety. To date, over $475 million has been invested in prom-
ising programs via grants, marking a formal start to the “Reentry” movement. A
primary caveat to receive these funds at the local or state level is to initiate programs
or services that are evidence based. Two Second Chance Act programs are specifi-
cally relevant here—Targeting Adults with Co-occurring Substance Abuse and
Mental Health Disorders and the Statewide Adult Recidivism Reduction Strategic
Planning Program. The first of the two has further refined our knowledge of what
works to help individuals with mental illness return to the community and reduce
their chances of being re-incarcerated, while the latter has enabled states to develop
the policy initiatives to help drive this sort of change for state prisoners and local jail
inmates alike.

The Justice Reinvestment Initiatives are currently a collaborative project with
states and localities and the Pew Charitable Trusts, with funds authorized by
Congress in 2010 via the Bureau of Justice Assistance. These initiatives require
broad participation by stakeholders in each location to participate in a comprehen-
sive analysis of their criminal justice system in order to define which evidence-
based strategies could be put in place to reduce recidivism and cost while maintaining
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Table 1.1 Participants SCA programming Number served
served by SZ(:)COOQnd2 glhsance Act Co-occurring 9048
programs, =02 Family-based 8375
Mentoring 25,573
Technology careers 6632
Reentry demonstration 61,105
Reentry court 2595
Overall 113,328

Courtesy of the Bureau of Justice Assistance

public safety. Generally, these initiatives tend not to put direct focus on mental
health issues; however, many initiatives have better defined the problems facing
justice-involved individuals with mental illness and have generated plans to miti-
gate these problems (Table 1.1).

The key of both of these strategies is to promulgate evidence-based practices and
services that are proven to reduce recidivism while further vetting promising prac-
tices and services that may lead to beneficial results. For justice-involved individu-
als with mental illness, this means provision of adequate care in all settings—jails,
prisons, and upon return to the community. This means that a comprehensive review
of these settings is beginning to take shape or has been completed since 2002.
Progress is beginning to take shape across the United States, and never has American
justice and mental health policy been closer to the ideal of providing mental health
services in the least restrictive manner (Atkinson & Garner, 2002; World Health
Organization, 1996)—that is, fewer locked doors, less incarceration or commit-
ment, fewer shackles, chains, restraints, and so on.

It also should be noted that both strategies placed substantial focus on overall
cost reduction of criminal justice as overall expenditures were getting out of hand,
particularly during times of recession. This emphasis on “smart” cost savings has
enabled broad support for policies that are affecting change since the beginning of
the century. While change has been slow to come, its momentum continues to
expand the array of services available to the very same vulnerable population cast
aside since the days of Dorothea Dix. One recent example was the passage of the
Twenty-First Century Cures Act—a bipartisan effort signed into law by Barack
Obama at the end of his last term. Within the legislation, the 114th Congress embed-
ded previous iterations of the Helping Families in Mental Health Crisis Act as
Division B of the Cures Act. This section is dedicated to completely revision mental
health services in the United States. Key provisions of the Act include creating an
assistant secretary for Mental Health and Substance Abuse and an assistant secre-
tary of Planning and Evaluation within the Substance Abuse and Mental Health
Services Administration; creating a biennial report to tabulate progress and devel-
oping a strategic plan—all to bolster leadership and accountability of mental health
services; encouraging the development of evidence-based programs and services
and other innovation via grants, prioritizing development of services based on need,
and disseminating this information—to ensure these efforts keep up with the best



18 1 Mental Illness, Then and Now

and current science on mental health and substance abuse; supporting state
innovation via block grants; and promoting access to mental health services via
grants for homeless populations, jail populations, integration of primary and mental
health care, revisioning suicide prevention, and much more.

Throughout the Cures Act, there are several mentions of expanding the use of
inpatient beds in a strategic fashion. One priority is to use technology to better
understand the availability of inpatient resources, their utilization, and their fit in a
broader continuum of care by region and across the country. Thus, this reimagina-
tion of mental health care is a key, and bold, effort since deinstitutionalization poli-
cies to address this persistent need of a vulnerable class of citizens. Notably, it
expands Medicaid to cover a broader array of mental health services to stymie the
use of jails and prisons as the new asylum for individuals with mental illness. Yet,
these institutions will remain an important component of the “new” system of care
it envisions.

1.3 Key Problems Today

The four following problem areas need to be introduced early in this text: stigma,
trauma, co-occurring disorders, and cost of services. Together, they represent per-
sistent barriers to successfully address mental health care in the United States. In
fact, “stigma” is directly addressed 4 times in the Cures Act, “trauma” 27 times,
“co-occurring” 37 times, and “cost” 98 times. Recall that cost is the glue that makes
the effort to re-envision mental health care possible; thus, any innovation will only
prove to be viable if it can prove cost savings. Always keep this in mind when con-
sidering the advances of science in future years.

1.3.1 Stigma

Davey (2013), writing for Psychology Today, has a great description of mental
health stigma and both the outward discussion as well as internal: “Mental health
stigma can be divided into two distinct types: social stigma is characterized by
prejudicial attitudes and discriminating behaviour directed towards individuals with
mental health problems as a result of the psychiatric label they have been given. In
contrast, perceived stigma or self-stigma is the internalizing by the mental health
sufferer of their perceptions of discrimination, and perceived stigma can signifi-
cantly affect feelings of shame and lead to poorer treatment outcomes” (Davey,
2013; emphasis as in original; citing Link, Cullen, Struening, Shrout, & Dohrenwend,
1989; Perlick et al., 2001). The stigma associated with mental illness can be a bar-
rier for many to seek treatment in the first place; in other words, people’s resistance
and reluctance to be labeled mentally ill—officially or unofficially—often makes
them think twice about reaching out for help, even to those they trust. Also, friends
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and family members often struggle with overcoming stigma and stereotypes to
remain supportive to those suffering from mental illness. Increasingly concerning,
as with many illnesses, lack of treatment leads to worsening of symptoms and sever-
ity. Typically, better outcomes are tied to addressing an illness as early as it can be
detected—mental health included. This is the basis of why the concept of stigma is
so important, and it is vital to understand why it endures.

The typical stereotype of mental illness is a “crazy” person who commits acts of
violence and could be a harm to themselves or others (Angermeyer, 1996; Nunnally,
1981; Pescosolido, Monahan, Link, Stueve, & Kikuzawa, 1999; Penn, Kommana,
Mansfield, & Link, 1999). In reality, most individuals with mental illness are not
violent. One widely cited study by Link, Phelan, Bresnahan, Stueve, and Pescosolido
(1999) details the power of this misconception through an experiment with five
vignettes placed on a massive social science survey in 1996 (the General Social
Survey). The vignettes were written about people with mental illness in a nonclini-
cal way to gauge people’s reaction about (1) alcohol dependence; (2) major depres-
sion; (3) schizophrenia; (4) drug dependence; and (5) a “troubled person.”
Importantly, the “troubled person” vignette represented a person experiencing a
rough time in their life, but did not meet any criteria for mental illness, giving the
researchers a basis for comparison. For example:

John is a [ETHNICITY] man with an [EDUCATIONAL LEVEL] education. Up until a
year ago, life was pretty okay for John. But then, things started to change. He thought that
people around him were making disapproving comments and talking behind his back. John
was convinced that people were spying on him and that they could hear what he was think-
ing. John lost his drive to participate in his usual work and family activities and retreated to
his home, eventually spending most of his day in his room. John was hearing voices even
though no one else was around. These voices told him what to do and what to think. He has
been living this way for six months.—the vignette for schizophrenia

The results from 1444 survey participants detail the depth of the issue of stigma and
the stereotype of the dangerousness of mental illness. When directly asked, “In your
opinion, how likely is it that [NAME] would do something violent toward other
people—very likely; somewhat likely; somewhat unlikely; very unlikely,” the aver-
age responses indicated that people viewed cocaine dependence as the most danger-
ous (87% of respondents either chose very or somewhat likely), followed by alcohol
dependence (71%), and schizophrenia (61%). This reaction is in the face of volumes
of empirical evidence consistently finding that only a minority of individuals with
mental illness become violent. Perhaps even more telling, when Link and his col-
leagues asked whether the people surveyed would be willing to live next to this
person, spend an evening with them, work closely with them, and react to them mar-
rying a relative, most respondents sought to distance themselves from the person in
the vignette. The results were in line with perceived dangerousness—the vast major-
ity of people surveyed would distance themselves from cocaine dependence (90%),
alcohol dependence (70%), and schizophrenia (63%). Even the individual depicted
as having major depressive disorder would be isolated by many respondents (47%).

Importantly, the researchers also felt as though the respondents felt hesitant to
use the term “mental illness” when asked about the people in the vignettes.
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Specifically, when respondents were asked if they believed the person detailed in
the vignette was experiencing a mental illness, most, but not all, responded affirma-
tively. This was especially the case with major depressive disorder (69% of respon-
dents thought the person had a mental illness), alcohol dependence (49%), cocaine
dependence (44%), and a troubled person (22%). Yet, when confronted with the
specific condition of the people depicted in the vignettes, the vast majority of
respondents were convinced that the individuals had alcohol dependence (98%),
cocaine dependence (97%), major depression disorder (95%), and schizophrenia
(85%). The differences in responses here show the weight of the words “mental
illness.”

Stigma, social distancing, and labels are incredibly powerful interrelated and
complex concepts. Not only do these concepts shape the experience of mental ill-
ness, the science in this area details the interconnectedness of deviance (including
drug use/abuse), crime and criminality, vulnerability and victimization, homeless-
ness, and mental illness with stigma as a central component. Thus, it is important to
fully explore stigma and its role in the lives of people with mental illness.

1.3.2 Trauma

Trauma is often related to a significant untoward and problematic event in a person’s
life (SAMHSA, 2017b, 2014). It is more common than one may expect and is not
bound by age, gender, race, ethnicity, socioeconomic status, or other difference
between people. While many people can persevere through traumatic events with-
out experiencing lasting negative outcomes, a broadening array of research is
revealing the importance of early treatment intervention. Individuals with a support
system and those who have never or rarely experience trauma are typically more
resilient, but not always. Unfortunately, this trauma can linger and become a larger
problem, perhaps in the form of mental illness and/or substance abuse—especially
when the trauma is persistent and/or occurs with increased frequency. Furthermore,
it is important to note that the negative effects of trauma are magnified when they
occur during childhood. Thus, children and teenagers are at most risk for develop-
ing lasting conditions such as substance abuse disorder (including smoking ciga-
rettes and drinking alcohol) and mental health problems (including depression,
anxiety, and post-traumatic stress disorder) or engage in risky behaviors such as
self-injury and risk taking.

Trauma may be the result of harm, violence, and victimization from a variety of
experiences. In fact, SAMHSA offers toolkits (2014) that offer an excellent sum-
mary across the broad domains of experiencing trauma and helpful resources that
can help both laypersons and professionals link up with evidence-based treatments
to address these sources of trauma. Broadly, these domains include sexual abuse or
assault; physical abuse or assault; emotional abuse or psychological maltreatment;
neglect (e.g., failure of a caretaker to provide care, food, shelter, and other basic
necessities); serious accident, illness, or medical procedure; victim of or witness to
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domestic violence; victim of or witness to community violence (e.g., gang violence,
racial conflict, police-citizen confrontations, and riots); historical trauma (e.g., trau-
matic experiences tied to a group or culture, e.g., American slavery, Jim Crow, and
post-Jim Crow); school violence and bullying; natural or man-made disasters;
forced displacement; war, terrorism, or political violence; military trauma (e.g., for
military members and their families as a result of deployment and/or military ser-
vice); victim of or witness to personal or interpersonal violence; traumatic grief or
separation; and system-induced trauma and retraumatization. While this list may
not be exhaustive, it does offer a structure to begin to investigate the sources of
trauma.

Further, a great deal of recent research has been focused on early life trauma,
called adverse childhood experiences (ACEs). This research has clearly shown that
these events pose a significant risk factor for the development of mental health dis-
orders in later life (in particular, substance use disorders) and can have an impact on
future prevention efforts (SAMHSA, 2017b). This research was kick-started by a
collaborative effort between of the Centers for Disease Control and Prevention and
Kaiser Permanente; in 1998, these entities published their research on ACEs in
17,337 participants studied across two waves in the American Journal of Preventive
Medicine outlining. Their findings were remarkable: (1) ACEs are common (28% of
participants reported some form of physical abuse and 21% reported some form of
sexual abuse); (2) ACEs tend to occur in clusters or in multiples (i.e., 40% of partici-
pants reported a history of two or more ACEs and 12.5% experienced four or more);
and (3) ACEs predict health problems with strong, positive statistical relationship
(or, in other words, the more ACEs one experiences strongly predicts the risk of a
variety of health problems in later life, including substance use and co-occurring
disorders) (see Fig. 1.8; read the next section for a definition of co-occurring
disorders).
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The reason why trauma is considered a key problem here is that the effects of
trauma can be tricky to diagnose and treat, and without addressing this root cause of
mental health and/or drug abuse problems, symptoms, and negative outcomes can
persist and can confound prevention efforts. For example, if an underage drinking
prevention program with a proven track record of success is adopted in a high-risk
community, it may not have the same level of success or any success if the program-
ming does not address adverse experiences. Or, alternatively, if this program has the
ability to recognize the signs of ACEs, it may link with other programming that can
address coping skills, dysfunction in the home, the effects of divorce, and so on.

1.3.3 Co-Occurring Disorders

Co-occurring disorders, once known as dual diagnosis, exist when a person has both
mental health and substance use disorders at the same time. According to the
National Survey on Drug Use and Health in 2014, more than 7.9 million Americans
had co-occurring disorders. With this large number, adding on issues related the
criminal justice system can only further complicate recovery for individuals.

One of the major hurdles with co-occurring disorders is establishing high-quality
and appropriate treatment. Treatment for this type of disorder lends itself to the
“chicken or the egg” adage—does the mental health diagnosis occur before the sub-
stance use disorder or does substance misuse/abuse occur before other mental ill-
ness? The answer to this question can radically shape an appropriate treatment
protocol in one direction or another very different direction. Even further, clinicians
need to ask, do the mental health concerns fuel the struggles with substance use, or
does the substance use struggle fuel the mental health concerns? From the clinician’s
perspective, the signs and symptoms of both mental health and substance use disor-
der can be difficult to separate, which leads to further difficulty in treating the disor-
ders adequately. Clinicians may require longer periods of time to document and
diagnose these issues, perhaps delaying the delivery of the best treatment to address
these compounding symptoms. Yet, the system of care for mental health services in
many locations may not allow for optimal care and treatment; many treatment pro-
grams may only treat one disorder while not addressing the other which often does
not help in the overall wellness and health of the individual. For example, a person
may suffer from bipolar disorder and cocaine use disorder. With bipolar disorder, the
individual can experience both depressive episodes and manic episodes. Cocaine is a
stimulant, so in this scenario, it could be difficult to differentiate between symptoms
from the manic episode from bipolar disorder versus the “highs” of the cocaine use
disorder. Additionally, the idea of “self-medicating” can be often brought up in the
clinical discussion regarding co-occurring disorders. For example, a person suffering
from depression may use alcohol to “self-medicate” and mask negative feelings
when experiencing tough times. In this way, alcohol will also fuel the depression and
symptoms. Therefore, in both of these examples, treatment professionals may have
difficulties with treatment plans. Often, to fully realize the true nature of the mental
illness side, the person must fully detox from the substance(s).
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Additionally, and further complicating matters for mental health professionals,
the level of severity of co-occurring disorder can vary wildly across and within
individuals. For example, both of the following may fit the “co-occurring” defini-
tion: (1) a person experiencing mild anxiety who misuses alcohol to help with sleep
by engaging in frequent binge drinking and (2) a person diagnosed with schizophre-
nia who may abuse opiates to avoid or shut out the hallucinations they may be
experiencing. The intensity and frequency of the issues depicted here can vary in
one’s life depending on stressors, life circumstances, and so on. Since either the
mental illness or the substance use disorder can develop first, it often can be difficult
to determine which is fueling the other. Substances can pose a problem by also
worsening or, at times, creating problems with a person’s mood and throwing off
one’s brain chemistry leading to behavior issues. Therefore, most treatment options
for co-occurring disorders involve an integrated approach.

According to information provided by the National Alliance on Mental Illness,
“about a third of all people experiencing mental illnesses and about half of people
living with severe mental illnesses also experience substance abuse” (NAMI, 2015).
That is a significant number of people impacted by these illnesses, and these figures
are important to keep in mind from a treatment perspective. In particular, helping
the person and their loved ones understand how both mental illness and substance
abuse interact and impact their daily life is important for transformative change.
Further, “in the substance abuse community, about a third of all alcohol abusers and
more than half of all drug abusers report experiencing a mental illness” (NAMI,
2015). It is also important to note that men are more likely to develop co-occurring
disorders than women. Also, those of a lower socioeconomic status, people with
more medical illnesses, and military veterans are more likely to be at risk of co-
occurring disorders.

SAMHSA literature points out that “the consequences of undiagnosed, untreated,
or undertreated co-occurring disorders can lead to a higher likelihood of experienc-
ing homelessness, incarceration, medical illnesses, suicide, or even early death”
(SAMHSA, 2016). In the criminal justice system, many people have co-occurring
disorders, and using integrated treatment is essential to success. Further, appropriate
screening to identify co-occurring disorders is important to ensure inmates are
receiving the proper care within the system. Addressing both mental health and
substance use both during and after incarceration can also reduce the likelihood of
recidivism.

1.3.4 Dollars and CentsSense

One of the biggest obstacles, and one major common theme throughout this book,
is funding. Recall that the most recent landmark mental health law, the Cures Act,
mentioned cost more than any other concept; thus, this is not only a theme for this
book, it is the top driving force for American policy decision-making. At the more
localized level, budgets for jails and state prisons are being cut substantially, primar-
ily due to the overuse of incarceration as a solution for social problems (largely,
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drug problems). Incarceration is a very expensive solution to maintain at current
levels; the addition of any financial strains, such as from the fiscal pressures of
recession, has resulted in cutting services to bare minimums in many circumstances.
Further, expenses related to the justice and mental health services are more vulner-
able (if not the most vulnerable) to cuts as lawmakers tend to be more protective
over services that directly affect their constituents—such as schools, roads, parks,
and local community services. Divestment in justice and mental health services lead
to not only increases in need but decreases in jobs and quality options. If funding for
treatment is cut, then jobs and options for treatment providers are also diminished,
making for a bleak outlook. Burnout and frustration in the workforce will also
heighten; think—if our criminal justice and behavioral health systems were over-
whelmed before budget cuts (as they have tended to be historically)—how are they
professionals in the aftermath of divestment?

One struggle with lack of mental health treatment options is the waste of the little
resources involved primarily due to the inefficiency of the system; many critiques of
the system do not account for this. Professionals often know of “frequent flyers,” or
individuals who are well known for returning to facilities with recurrent symptom-
atology because their care is often incomplete. Their treatment is likened to a person
with an open wound who is treated with a Band-Aid and an over-the-counter pain
reliever instead of full ambulatory care (think stitches, antibiotics, and follow-up to
ensure that an infection has not occurred). In other words, providing effective treat-
ment for an individual suffering from mental illness costs a finite amount of
resources, which depends on the type of treatment (inpatient, outpatient, etc.), med-
ication, doctor visits, follow-ups, counseling services, and so on. Consider then, like
any other illness, prolonging treatment by lack of options, resources, long wait
times, or access to medication can often worsen the condition and time to achieve a
healthy outcome—and cost volumes more in the long run. Further, the traumatizing
experience of incarceration because one’s symptoms cause legal problems can cre-
ate additional negative mental health outcomes and may complicate treatment in the
long run and cost even more money.

Incarcerating a person in need of treatment puts the financial burden onto the
criminal justice system, thus creating a different problem. In this case, the criminal
justice system now bears the burden of housing and treating a person with mental
illness. Currently, the system is overcrowded and underfunded. Adding more people
to the situation only furthers the burden while also complicating matters with their
illness. Utah, like many other states, has seen an increase of deaths in jails, specifi-
cally to suicide. In one county alone, Weber County, there have been 31 deaths in
the jail since 2000 and 14 of those were to suicide.

1.4 Rethinking Mental Health

Removing the stigma associated with mental illness and treating it as any other
concern is one of the major needs of our society. However, more central to funda-
mental change are the interconnected linkages that need to be built throughout a
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comprehensive system of care. This system must be able to communicate
effectively across its entire footprint, including those tangibly involved or providing
services but are not formally connected with the system.

What if mental illness was treated the way that cancer or diabetes is treated? If it
was even viewed in a similar light, the outcomes could drastically be different. For
example, with cancer, primary care physicians commonly are knowledgeable about
how to refer patients out to specialists—at times, high-profile specialists at the
Moffitt Center or MD Anderson—and ensure that patients’ follow-up to be seam-
lessly handed off to their specialists for treatment. This treatment can involve imag-
ing, labs, consultants with specialists, and so on. Each of these appointments can
also be made seamlessly, often with reminders that occur automatically. What if we
put this practice into commonplace mental health care?

1.4.1 A Continuum of Care

The continuum of care is a difficult but essential element of the process to ensure the
health of an individual. The continuum of care refers to all of the steps and actions
involved in the overall care cycle for a person—including all the key players at and
between each point of contact and between the “system” and patient. For example,
an individual exhibiting symptoms of depression may make an appointment with
their primary care doctor. During their visit, the primary care doctor may refer the
person to a psychiatrist. Upon seeing a psychiatrist, the individual may be pre-
scribed an antidepressant medication and/or referred to a therapist to begin talk
therapy. In an ideal situation, the psychiatrist and therapist would discuss that
patient/client’s treatment on a regular basis to ensure the wellness of the person
continues throughout the span of their care.

In the criminal justice realm, there are many more professionals involved, which
can often lead to many more options for problems or issues “falling through the
cracks.” The care and obstacles depend on many variables: is this person incarcer-
ated in a jail or prison? If prison, is it state or federal? Has this person been treated
before for mental illness or is their onset within jail/prison? (Fig. 1.9)

The term continuum of care, also known as organized delivery systems, has cer-
tainly become a “buzz” word in the health-care delivery industry. As it progressed
to include first responders, law enforcement, courts, and jails, the continuum of care
is a complex concept that focuses on a simple outcome—that no patient or client
falls through the cracks of a complex care system. In other words, as a patient enters
the health-care system, this person will be properly triaged and evaluated and
referred to the best source(s) to handle the next steps in his or her care, and if further
care is needed, follow-ups occur, further referrals are given, treatment is delivered,
and this continues until the issue bringing this person into the system is resolved.
Additional aftercare is delivered to ensure that success continues. With first respond-
ers, correctional officers, officers of the court, and more professionals being pulled
into a broader continuum of care for many individuals, this has set the American
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Fig. 1.9 The continuum of care protractor, courtesy of SAMHSA (2017a). Note that diagnosis
occurs between prevention and treatment

mental health-care system on a new paradigm to reevaluate previous conceptualiza-
tions of continuums of care across the nation—this includes the criminal justice
system as a starting point or referral point into health-care delivery systems.

1.5 Conclusion

With problems of awareness, in prevention, and with stigma, people will continue
to suffer in their mental illness—particularly the vulnerable. Unfortunately, this can
magnify the risk of contact by law enforcement and lead to the involvement in the
criminal justice system. Further complicating the problem, mental health resources
are scarce in most segments of the criminal justice system—whether it being federal
or state prison, in local jails, or within community corrections. These institutions
lack funding for programming and staff to fully attend to the needs of mental health
inmates. Substance abuse often can further complicate mental health symptoms,
creating an endless cycle of negative experiences for a vulnerable population.

This population was first brought into the public consciousness by Dorothea Dix.
She brought compassion to a suffering class of people and sought to bring about the
moral treatment of individuals with mental illness. While her efforts shifted people
with mental illness from jails and prisons to state hospitals, most of these institu-
tions ended up devolving into prisons themselves—with often “patient” treatment
being worse than inmate life. This system continued until the abuses of the new
system were brought to light by a new and powerful media. At the same time, psy-
chiatric medicine (or psychopharmacology) experienced its most important break-
through in the development of antipsychotic drugs. This enabled symptoms to be
treated in what would be known as the least restrictive setting—often this means
treatment in the community setting. From this moment through today, the ideal goal
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for the majority of special interests and advocacy groups alike was to enhance
American communities to build the capacity to address mental health by setting up
full systems of care. Thus, a trend sets in to divest from state mental hospitals with
hopes of setting up a comprehensive network of community mental health treatment
services. After many decades of development, many gaps continued to exist to
effectively treat many of those in need. At first, the most vulnerable have ended up
homeless and, at times, in jail; and then, after the significant criminal justice policy
shifts in the 1980s, an exponential increase of individuals with mental illness has
occurred in jails and prisons. This has caused a notable strain on the criminal justice
system, further complicating the overall system of care.

One solution is to develop a comprehensive continuum of care that involved both
the public behavioral health and criminal justice systems. Professionals working to
seek this change use data and evaluation methods to examine points in the system
can be the most successful in intervening in mental health episodes or crises. This
can be an encounter with a law enforcement officer, upon intake into a jail, at the
emergency room, at a community clinic, and even can begin with a call to 911, crisis
hotlines, or resource lines. This solution does not try to eliminate the criminal jus-
tice system as earlier advocates have pioneered; it includes it as one segment of
many intervention points. In a perfect world, it would be the point of the last resort.
In many circumstances, justice intervention can be a very salient one, however. As
researchers and professionals acknowledge this, it can lead to stronger partnerships
and better outcomes for the vulnerable.

Finances and investment will continue to be an impendent toward progress, espe-
cially in dire fiscal times. Both behavioral health and criminal justice services take
higher priorities for lawmakers when they consider budget cuts. It is important to
note that this trend is no longer absolute. With the 21st Century Cures Act, legisla-
tors have signaled an impetus for change. It dedicates resources, gives direction, and
provides a template for progress. This progress may be incomplete without
comprehensive criminal justice reform; however, progress will still occur without it,
albeit at a slower pace and in fewer places across the country.
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Chapter 2
Size and Scope of Justice-Involved
Mental Illness

Research on mental health epidemiology shows that mental health disorders are common
throughout the United States, affecting tens of millions of people each year, and that, over-
all, only about half of those affected receive treatment.—National Institute of Mental
Health (2018).

Before starting a discussion on just how many justice-involved individuals have a
diagnosable mental illness, what those diagnoses tend to be, their severity of symp-
toms, and their rates of relapse, it will be helpful to keep a few caveats in mind.
First, diagnosing mental illness can prove difficult as it impinges on the full coop-
eration of the patient. This cooperation may be influenced by stigma; varying levels
of acceptance of mental health care by gender, race, and culture; and, likely, the “us
versus them” relationship of medical staff to inmate, probation and parole officer to
client, drug court case manager to client, and so on. Second, there is evidence of
moderate amounts of malingering in the justice-involved population; in other words,
justice-involved individuals are known to feign illness, including mental illness, if
doing so will provide a benefit, such as getting out of assigned work duties, obtain-
ing higher-quality meals, to get out of their jail or prison cell, to be able to be in an
air-conditioned facility, or just to feel the reward of gaining a privilege or advantage,
no matter how trivial it is to an average person. Last, there is considerable variation
in applying mental health screening tools in professional circles, and, further, there
can be dynamic differences in how mental health professionals apply diagnoses
over time, by place or region, or given other factors (that will be discussed later). To
make the long story short, there is a substantial amount of gray area when trying to
estimate the prevalence of mental illness among the justice-involved population.
This chapter will discuss the most current prevalence estimates—or the overall rate
of mental illness among each segment of the justice-involved population.
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32 2 Size and Scope of Justice-Involved Mental Illness
2.1 What We Know: It’s Complicated

To begin, and most importantly, there has been no comprehensive record keeping of
mental illness for justice-involved individuals. Further, the epidemiological track-
ing systems on mental health for all Americans are addressed by the Centers for
Disease Control; yet, the organization only recently began its first deep assessment
in 2011 by piecing together data from several of its monitoring programs (Center
for Disease Control and Prevention, 2017a). Ideally, one centralized source would
build the capacity to collect data on the extent of mental illness in the United States
as well as within the subpopulation of justice-involved individuals; but instead,
existing data on the topic comes from a series of special governmental reports, state
reports, and sporadic independent research endeavors. This persistent problem was,
in fact, acknowledged by the Twenty-First Century Cures Act. For example:

e Section 14015, entitled “Improving Department of Justice Data Collection on
Mental Illness Involved in Crime,” requires the US Attorney General to gather
and report data on homicides (including homicides of police officers), serious
injuries, assaults, serious injury or death by law enforcement officers “with
respect to the involvement of mental illness in such incidences, if any.”

e Section 14016, entitled “Reports on the Number of Mentally Il Offenders in
Prison,” includes a mandate to the Comptroller General to estimate the cost of
imprisoning individuals with “serious mental illness by the Federal Government
or State or unit of local government.”

While these efforts of expanding our tracking systems are ongoing and are
beginning to be fleshed out, it is important to understand our most current tools. As
a helpful resource, William Reeves (2013) of the Centers for Disease Control offers
a comprehensive summary of the American mental health surveillance systems.
Reeves begins by defining seven key public health functions of these systems,
which underscores the importance of this section. First, the public health surveil-
lance systems are put into place to inform interventions with the benefit of data to
help shape decision-making. In other words, the systems are set up in a way that
allows for trends to be monitored, providing an easy mechanism to discover, iden-
tify, and describe changes—or potential signs of problems—and act on them.
Second, these systems provide a way to estimate the impact of health conditions,
including mental illness. Third, surveillance provides an ability to experts to follow
the progression of health conditions and how our responses and treatments shape
outcomes. This “natural history” offers a learning tool to help professionals refine
future responses and treatments. Fourth, they aid in providing a big picture descrip-
tion of how conditions are distributed in society and how often they occur. Fifth,
and related to the second function above, these systems provide structure for
hypothesis creation and seeds research ideas. Sixth, they further allow for the evalu-
ation of prevention efforts and control measures. Last, they help professionals plan
programs strategically.
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As Reeves describes it, surveillance is accomplished through a diverse
multilayered approach deployed in unison to give us “a complete mosaic” of the
health issues being explored. Specifically, three broad types of surveillance systems
exist that collected data on mental illness: population surveys, health-care surveys,
and vital statistics. Each provides a slice of information that assist in the triangula-
tion of data. According to George Rutherford and his colleagues, “public health
triangulation is a process for reviewing, synthesizing, and interpreting secondary
data from multiple sources that bear on the same question to make public health
decisions” (Rutherford, McFarland, Spindler, White, Patel, Aberle-Grasse, Sabin,
Smith, Tache, Calleja-Garcia, & Stoneburner, 2010). In fact, triangulation goes
deeper than this; in other words, surveillance systems use different research meth-
odologies and/or sampling strategies to access information in unique ways. The key
triangulation is to look for convergence and divergence in the data for further
exploration.

2.1.1 Population Surveys

Population surveys examine health issues of all citizens (or a subpopulation)
through the use of representative samples of the American public at the national,
regional, state, and local levels. This survey technique relies heavily on self-reported
information to determine the occurrence of mental illness in the wider population.
While there is not any one population survey that solely deals with mental health,
the US Department of Health and Human Services embeds an array of mental health
surveillance into a suite of ongoing programs. For example, the National Survey of
Drug Use and Health (NSDUH—administered by SAMHSA) has been tracking
mental health since 1994; this survey tool is an annual, nationally representative,
self-report survey of Americans aged 12+ designed to capture a broad array of data
on substance use and abuse as well as general and mental health. It has become a
leading tool for surveillance and has led to an array of special governmental reports
and independent research on overall mental health trends in the United States. As
such, it can easily be considered the flagship mental health population survey tool at
this time. Specifically, it was equipped with the ability to track two key mental ill-
ness measures in 2008, both at the state and national level: (1) severe mental illness
and (2) any mental illness (SAMHSA, 2013). The drive for this upgrade to the
NSDUH in 2008 was, in fact, made over 15 years earlier when Congress passed the
Alcohol, Drug Abuse, and Mental Health Administration Reorganization Act, thus
showing how slowly innovation can occur after policy shifts.

The NSDUH currently utilizes sets of questions, called scales, to determine
whether a survey respondent has severe mental illness or any mental illness. Such
scales include psychological distress and functional impairment, which largely
makes up the clinical interview section of the survey—the Structured Clinical
Interview (SCID-I/NP; includes mood, anxiety, eating, impulse control, substance
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use, and adjustment disorders as well as a screen for psychotic symptoms). In addition,
the NSDUH includes questions on thoughts of suicide and depression within the
last year, and these questions help shape the estimations of both severe mental ill-
ness and any mental illness in the population. Using the most up-to-date methods
available, the survey estimated that 4% of American adults have a serious mental
illness (17.9% have any mental illness) in 2015 (SAMHSA, 2017). Importantly, this
prevalence is not impacted by diagnoses—that is, this information is gathered in a
way that does not require a diagnosis if the scales deployed in the NSDUH have
been vetted properly and are sufficiently reliable. Ongoing research is being done to
ensure that these estimations are reflective of the American reality of mental illness.
In fact, these most recent estimations were recently recalibrated in the 2011 edition
of the NSDUH in a collaboration project between SAMHSA and the National
Institute on Mental Health (NIMH). These recalibration efforts will continue to be
ongoing as our understanding of mental illness evolves. For example, in October
2015, the American Psychiatric Association released its newest Structured Clinical
Interview (First, Williams, Karg, & Spitzer, 2016). As such, it is important to
remember that there will be a lag of ability to receive the latest intelligence of men-
tal health prevalence on the American population using population surveys. It is also
important to remember that the diagnostic criteria for many mental illnesses do not
change substantially over the years. In other words, there will be relatively negligi-
ble amounts of error in the population data collected. It still is important to note the
shortcomings of each data type, especially when trying to account for changes in
mental health conditions over time (Fig. 2.1).

Additionally, it is also important to note that the NSDUH reaches respondents
who have a physical address. While this can include some “noninstitutional group
quarters” such as shelters, boarding houses, university dorms, migrant worker
camps, and halfway and quarter houses, NSDUH does not reach many homeless or
transient Americans who do not consistently seek shelter. Most importantly for the
current discussion, NSDUH further excludes individuals in jails and prisons, nurs-
ing homes, state mental health hospitals, and individuals in long-term care facilities.
In other words, it excludes a wide swath of the vulnerable populations we are inter-
ested in studying. These vulnerable populations must be accounted for in some
other way; but, we also should consider the prevalence of mental illness will always
be underestimated when reviewing the findings of the NSDUH results each year.

To expand and refine mental health surveillance further into states, and more
importantly, down to the county level, the Centers for Disease Control and
Prevention have relied on the Behavioral Risk Factor Surveillance System
(BRFSS). This effort began in 1984 to annually interview a representative sample
of Americans in all states to record and track information on health-related risk
behaviors, chronic health conditions, and the use of local preventative services. It
has since become one of the largest routine health surveys in the world with over
400,000 participants each year. In regard to mental health, the BRFSS has histori-
cally used some core questions to ascertain number of mentally unhealthy days and
has since 2007 included optional modules (with states given the option to opt-in)
for anxiety and depression as well as mental health and stigma. For the areas that
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Fig. 2.1 Latest prevalence of mental health and serious mental health illnesses in American adults,
reported in 2015 by SAMHSA
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Table 2.1 Prevalence of mental health problems among prison and jail inmates (James & Glaze,
2006); note the levels of individuals with mental health problems

Percent of inmates in —

State prison Local jail

With mental With mental
Selected characteristics problem Without problem Without
Criminal record
Current or past violent offense 61% 56% 44% 36%
3 or more prior incarcerations 25% 19% 26% 20%
Substance dependence or abuse 74% 56% 76% 53%
Drug use in month before arrest 63% 49% 62% 42%
Family background
Homelessness in year before arrest 13% 6% 17% 9%
Past physical or sexual abuse 27% 10% 24% 8%
Parents abused a alcohol or drugs 39% 25% 37% 19%
Charged with violating facility rules® 56% 43% 19% 9%
Physical or verba: Assault 24% 14% 8% 2%
Injured in a fight since admission 20% 10% 9% 3%

Includes items not shown

opt-in to examine mental health issues, the BRFSS can provide basic information
about the prevalence of mental health issues at the local level. It can also assist
mental health professionals in realizing the capacity of services in the local area or
estimate the numbers of underserved individuals needing mental health care. This
will become important for justice-involved populations as states and communities
begin seeking alternatives to jails and prison and need the data to inform change.
In 2007, the BRFSS mental health module was delivered in almost half of the
United States: Alaska, Arkansas, California, Connecticut, District of Columbia,
Georgia, Hawaii, Illinois, Indiana, Iowa, Kentucky, Louisiana, Minnesota,
Mississippi, Missouri, Montana, Nevada, New Hampshire, New Mexico, Puerto
Rico, Rhode Island, South Carolina, Vermont, Virginia, and Wyoming. In 2009,
only eight states opted-in to receive follow-up data.

Reeves (2013) further points out that additional in-depth population surveys occur
sporadically, typically at near 10-year intervals. Examples of these include the
National Comorbidity Surveys and the National Epidemiologic Survey on Alcohol
and Related Conditions. This also includes the special editions of surveys performed
by the Bureau of Justice Statistics to expand this surveillance into the justice-involved
population, the 1996/2002 Survey of Inmates in Local Jails, and the 1997/2004
Survey of Inmates in State and Federal Correctional Facilities. The most recent spe-
cial editions of these surveys mimic the methodology of the NSDUH by utilizing a
modified clinical interview (for the DSM-IV). The findings, not surprisingly, are very
different from the general public. About 56% of state prisoners, 45% of federal pris-
oners, and 64% of local jail inmates indicated any mental health problem, with many
symptoms being severe in nature (James & Glaze, 2006). The latest surveys also
disentangled substance dependence (or abuse) from mental health problems. When
doing so, the results show just how enmeshed these problems are (Table 2.1).
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The special report (James & Glaze, 2006) entitled “Mental Health Problems of
Prison and Jail Inmates” provides a summary of the findings from the special edi-
tions of the Survey of Inmates in Local Jails (2002) and Survey of Inmates in State
and Federal Correctional Facilities (2004). The modified clinical interview in these
surveys reliably estimated 23% of state prisoners and 30% of jail inmates had symp-
toms of major depression, and 15% of state prisoners and 24% of jail inmates had
symptoms of a psychotic disorder. Notably, while a substantial portion of prisoners
and inmates had a recent history of mental illness (24% of state prisoners, 21% of
jail inmates, 14% of Federal prisoners), many more exhibited symptoms of mental
illness (49% of state prisoners; 60% of jail inmates; 40% of Federal prisoners).
More troubling, very few receive services to address these issues (33% of state pris-
oners who exhibited mental health problems, 17% of jail inmates who exhibited
mental health problems, 24% of federal inmates who exhibited mental health prob-
lems). Much more detail will be provided in subsequent chapters on the nature of
these findings:

* Roughly one in four of state prisoners and jail inmates with a mental health prob-
lem served three more prior incarceration periods relative to state prisoners and
jail inmates without mental health issues.

* Female inmates exhibited higher rates of mental health problems relative to male
inmates (73% of female State prisoners compared to 55% male; 75% of female
jail inmates compared to 63% male).

» State prison inmates who exhibited a mental health problem were about twice as
likely to experience homelessness relative to those without a mental health issue.

These issues are central to this text and will be explored into great depth. At this
point, consider the value of this type of research and surveillance tool in understand-
ing mental illness, particularly within vulnerable populations.

2.1.2 Health-Care Surveys

Health-care surveys are only recently gaining more significance in the surveillance
of mental illness. The reason for this is that the data comes directly from health-care
and insurance providers; historically, mental health professionals use the Diagnostic
and Statistical Manual of Mental Disorders, or DSM, to diagnose a patient whereas
hospitals, medical providers, and insurance companies use the International
Statistical Classification of Diseases and Related Health Problems as managed by
the World Health Organization or ICD. The latest edition of the DSM—the
DSM-5—nhas only recently been aligned with the ICD, which is now in its 10th revi-
sion (ICD-10). While mental health is yet to be effectively tracked in this manner, it
is only a matter of time before the professions adjust to report on more indicators
than it has been able to reliably track in the past. To date, suicide is one of the few
reliable indicators being tracked by this system of surveillance (Reeves, 2013).
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Table 2.2 Primary diagnosis at office visits, classified by major disease category in 2013
(NAMCS; Center for Disease Control and Prevention, 2017b)

1. Supplementary classification (follow-up care, including routine care) 18.2%
2. Diseases of the musculoskeletal and connective tissue 10.1%
3. Diseases of the circulatory system 9.0%
4. Symptoms, signs, and ill-defined conditions 8.4%
5. Diseases of the nervous system and sense organs 8.1%
6. Diseases of the respiratory system 8.1%
7. Mental disorders 6.7%

One prime example of a health-care survey is the National Ambulatory Medical
Care Survey, again led by the CDC. This survey, conducted annually since 1973,
randomly selects physicians providing direct patient care to participate. It has since
been expanded to cover community health centers in 2006. Specifically, the survey
tool asks physicians to provide information on roughly 30 patient visits in a ran-
domly selected 1-week time frame. Mental health-related questions have been asked
in a few different ways since the 2001. Other examples of health-care surveys
include the National Hospital Discharge Survey and the National Nursing Home
Survey (Table 2.2).

To date, there has not been any survey to medical providers in jails or prisons that
replicates these surveillance techniques. Even if most of these providers wanted to
engage in a surveillance program, the lack of resources proves to be a significant
roadblock in doing so. For example, medical records may not be kept electronically,
or if they were, the systems in which the information is kept may be out of date and
incompatible with modern surveillance systems. It is for these reasons that reports
of this nature are limited to states with well-resourced criminal justice systems.

2.1.3 Vital Statistics

Vital statistics generally include births, deaths (and fetal deaths), marriages, and
divorces. For the current discussion, deaths are the important component of public
health surveillance. Suicide is the leading mental health indicator that can easily be
tracked by current surveillance methods. As of 2016, suicide is the second to acci-
dents as the leading cause of death for Americans aged 15-19 and the tenth leading
cause of death in all Americans (Center for Disease Control and Prevention, 2017c¢).
Another notable indicator that can be included among vital statistics is substance
use disorder. For example, medical examiners or coroners can determine that sub-
stance abuse contributed to a decedent’s cause of death, such as in a case of a long-
term cocaine abuser who died from a heart condition. It could very well be
determined that this user’s heart was damaged by chronic cocaine use, which is very
possible with the stimulant family of drugs. Yet, it is important to note here that
death investigation systems are quite varying across the United States. It is true that
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the vast majority of deaths (99% according to the CDC) are recorded, not every
jurisdiction has equal access to a comprehensive death investigation system. As
such, many deaths many not be classified correctly or completely. In the same
example of a long-term cocaine abuser, it may be that his death is simply recorded
as cause of death, myocardial infarction (immediate cause), and manner of death,
natural without any mention to cocaine dependence as a mechanism of death. Thus,
the heart attack would not be noted as a direct consequence of the long-term cocaine
use on a death certificate and in vital records.

Suicide has been the leading cause of death for jail inmates for quite some time
(deaths in custody was first tracked by the Bureau of Justice Statistics in 2000, so
certainly since then, Noonan, 2015). About one-third of jail inmate deaths are attrib-
uted to suicide (or 46 suicides per 100,000 inmates), with deaths from heart disease
close behind. Compare this to 5.5% of prison inmate deaths attributed to suicide
(or 15 suicides per 100,000 prisoners), and the vulnerable population becomes
clear—much more about this will be discussed in later chapters.

2.1.4 Putting It All Together: A Summary of Mental Health
in America Today

The National Alliance of Mental Illness, a leading advocacy organization for mental
health, keeps an array of easy-to-follow briefs on the most up-to-date compilation
of mental health statistics available to aid in spreading its message. For example, in
their most recent Mental Health Facts in America infographic, the following facts
are the most salient:

e 43.8 million American adults experience mental illness in any recent year; that is
one in five adults in the United States.

e A subset of these Americans—ten million, or close to 1 in every 25 adults—Ilives
with a serious mental illness.

e Half of all chronic mental illness begins to occur by age 14, with the average
delay between the onset of symptoms and initial intervention being 8—10 years.

e Depression is the leading cause of disability worldwide.

* Serious mental illness is estimated to cost the United States $193.2 billion in
earning losses each year.

* 90% of those who commit suicide have an underlying mental illness; suicide is
the tenth leading cause of death in the United States.

e The majority of adult American living with mental illness—60%—did not
receive mental health services in the previous year; half of youths (aged 8-15)
with mental illness did not receive services in the previous year.

e Black and Hispanic Americans are half as likely to seek and use mental health
services compared to their white American counterparts; Asian-Americans uti-
lize mental health services even less, about 1/3 the rate of their white American
counterparts.
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In their most recent Mental Health Facts: Multicultural infographic, these points
are also crucial to summarize here:

* American Indian or Alaskan Native adults have the highest prevalence of mental
illness at 28.3%, almost three in every ten adults, followed by white adults
(19.3%), black adults (18.6%), Hispanic adults (16.3%), and Asian adults (13.9%).

e Individuals who identify as LGBTQ are more than twice as likely to have a
mental health condition relative to those who identify as straight/heterosexual;
LGBTQ youth are two to three times more likely to commit suicide than straight
youth.

This information largely draws from the National Institute of Mental Health
resources and is updated frequently to promulgate the latest intelligence on mental
health in the most user-friendly way.

2.2 What We Don’t Know

With only five targeted population surveys on justice-involved individuals, the two
most recent being much more comprehensive than the previous ones, we still may
not know the “true” size and scope of justice-involved mental illness. Also discon-
certing, the latest available data dates to 2004—over a decade ago—and much has
changed since then. In particular, a steady stream of Federal investment in evidence-
based practices and programming has shown the potential to ameliorate the issues
being discussed here; on the other hand, a perfect storm was also brewing for mas-
sive cutbacks in criminal justice and mental health within the same time frame: (1)
the level of mass incarceration crested at a peak of 506 inmates and prisoners per
100,000 citizens in 2007-2008. (2) This coincides perfectly with a substantial eco-
nomic recession, the so-called Great Recession, beginning December 2007.
Consider these findings from a recent SAMHSA, (2016) review of behavioral health
spending and use: the broad trend in mental health spending from 1986 to 2014
indicated a deeper divestment in inpatient and residential treatment coinciding with
an increase in the use of and expenditures in outpatient treatment; during the same
time frame, Medicare, Medicaid, and private insurance use increased, while out-of-
pocket expenditures decreased; conversely, decreases in Medicaid (26 to 25%) and
local spending (16 to 14%) occurred from 2008 to 2014. If one were to dig deeper
into these expenditures, they would find a mix bag of successes and failures—with
the successes masking the failures when observing this summary data.

For example, the National Alliance on Mental Illness (2015) published its results
of an annual survey on state legislation on, and investment in, mental health. In this
study, NAMI cites a loss of $4.35 billion in state cuts to mental health-care systems
since the recession. From the initial results of this survey published in 2013, many
states have begun to reinvest in these systems upon recovery, yet some states have
been unable to reform, while others have been in decline. Perhaps more troubling,
the results in 2015 show slowed growth and progress relative to previous years for
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states that were able to make headway. Alaska, North Carolina, and Wyoming are
cited by NAMI to be in states of steady decline, with signs of problems occurring in
Kentucky, Arkansas, Iowa, Kansas, Ohio, and the District of Columbia. While not
mentioned directly in the narrative of the study’s findings, Louisiana also has been
struggling to reform; in fact, its state constitution will only allow for cuts to higher
education and health care during non-budget legislative sessions (e.g., every other
year). While other states may not be so restrictive, mental health and criminal jus-
tice are often higher on the chopping block for cuts than other essential services.

Thus, information about the level of need that exists for mental illness and sub-
stance use disorder treatment, or both, is ill defined. What is clear is that the number
of individuals in jails and prisons who requires treatment far exceeds the number
who receives it—the latest justice-involved population surveys verified this.
Specifically, “over 1 in 3 State prisoners and 1 in 6 jail inmates who had a mental
health problem received treatment since admission” (James & Glaze, 2006). In
other words, 66% of prisoners and 83% of jail inmates do not get the mental health
treatment that they need according to the most up-to-date and comprehensive inves-
tigation into the justice-involved mental health population. Remember, these bleak
figures were obtained before mental health systems were further stressed by the
recession.

Not knowing much more beyond this is a barrier to progress. Recall that Reeves
(2013) describes seven key functions of public health surveillance systems: (1) to
inform interventions with the benefit of data, providing an easy mechanism to dis-
cover, identify, and describe changes—including signs of problems—and act on
them, (2) to estimate the impact of health conditions, (3) to provide a natural history
of health conditions and how our responses and treatments shape outcomes, (4) to
provide a big picture description of how conditions are distributed in society and
how often they occur, (5) to structure hypothesis creation and seeds research ideas,
(6) to enable thorough evaluation of prevention efforts and control measures, and,
perhaps most importantly, (7) to help professionals engage in strategic planning.
Without further investment into mental health surveillance, these functions become
much more difficult to achieve. One truth in all of this is that, historically, the United
States has prioritized mental illness behind other matters.

2.3 What We Know We Don’t Know: Hidden Mental Illness

It is entirely possible—in fact, it is very probable—that not all illnesses are
addressed, while an individual is incarcerated. Further, these illnesses may not be
addressed in time to help the patient, fully addressed in the best way possible, or
diagnosed in a way to offer the best treatment. On that last point, proper diagnosis
may require several visits and observations by a mental health professional, all of
which may benefit greatly by comprehensive medical records for the current pro-
vider to understand prior assessments, treatments, and so on. Often, for many rea-
sons, a person’s medical history may be disjointed and/or lack current information.
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Consider visiting a doctor as an adult and being asked for a complete medical
history from childhood. Even for a person with little to no medical history, it may
be difficult to recount all that is needed for a current report. Now, imagine this sce-
nario again from someone who has felt stigmatized many times for a mental health
concern and criminal history. The mental illness alone may have prompted denial or
a reluctance to report symptoms. Add in a criminal history, all the more reason for
a person to fear stigma. Further, the chain of information is broken after incarcera-
tion and return to society. Often, this continues to repeat again and again resulting
in stagnation for the individual in the process of recovery and health.

Broadly speaking, inmates may not disclose their illness for fear of discrimina-
tion, negative treatment, or just plain lack of knowledge. Often, individuals feel
shame surrounding their mental health. Mental health concerns are often seen as a
sign of weakness—a label that is perhaps one of the most problematic for inmates—
which only further perpetuates the stigma. Masking the signs and symptoms of
depression or anxiety, or any other psychological disorder, can be a major setback
for a person as these issues will go untreated, potentially leading to significant prob-
lems, decompensation, and higher risks of bad outcomes (e.g., suicide, drug over-
dose, violent confrontations, and so on). Seeking help as soon as symptoms arise is
important to the health of the person affected, yet this has not historically been the
case for jail inmates or prisoners, thanks largely to the effects of stigma. Additionally,
knowing one’s own triggers is essential for future prevention and proactive efforts
to remain healthy.

Taking that ideal a step further, mental illness in a male prison, there is less likeli-
hood of disclosure of mental illness and seeking of treatment. According to the
World Health Organization (2017), there are differences in both prevalence of men-
tal health and substance abuse as well as reporting by gender. This gap is supported
by a stream of literature; for example, Doherty and Kartalova-O’Doherty (2010)
published their analysis of the HRB National Psychological Wellbeing and Distress
Survey in 2010. The data in this telephone survey revealed significant gender differ-
ences between males and females that influence seeing general practitioners for
mental health concerns. In particular, an array of sociodemographic and psycho-
logical factors (such as feelings of limited physical activity and social activity, edu-
cational level, employment status, marital status, self-reported physical health,
self-reported quality of life, and whether these men live in a rural or urban setting)
influenced male visits to general practitioners, while females were only influenced
by social factors (e.g., feeling like mental health limits social activities) and access
to health care (e.g., price), thus leading to broader differences among the genders in
seeking mental health help from practitioners. The main point here is that we gener-
ally know less about individuals who do not seek help or are not willing to seek help
and that the rate of untreated mental illness is likely higher in some groups relative
to others, gender being a prime example.

Another issue surrounding the idea of prisons or jails as it relates to mental health
is time. The intake process is limited, and only a small amount is spent addressing
the immediate needs of the incoming inmate as well as acclimating them to the poli-
cies and procedures of the prison. Also, keep in mind the mindset of the individual
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being brought into the facility. Obviously, none of this is ideal for the typical
psychosocial interview. In a hospital setting, a trained mental health professional
would complete a psychosocial interview upon intake with a patient. This interview
would include questions regarding background and history on both physical and
mental health in order to gain a baseline for the individual. This allows the treatment
staff to have somewhat of a comparison for behavior. Additionally, this information
is kept in the patient’s medical record for future use if needed. If the same patient
returns for treatment, the staff would then be able to review past notes and informa-
tion to best treat the person. Jails and prisons, however, do not have similar pro-
cesses in place (oftentimes), leading to an utter lack of knowledge about the people
within these facilities. Thus, mental health diagnoses often remain undiagnosed,
yielding to a lack of ability to adequately describe the issues within justice-involved
populations. Other than the few major surveys of jail and prison inmates, which
offer limited glimpses into the “true” picture of mental health within these facilities,
there is a major disadvantage in the lack of ability to track issues over time, track the
emergence of new problems, understand the impact of policies on mental health,
and so on.

2.3.1 Marginalized Groups and Cultural Differences

Marginalized groups struggle within the criminal justice system as they do in regu-
lar society. Persons of different races, religions, sexual orientation, etc. often experi-
ence difficulties in seeking help, maintaining treatment regimes, or even being
considered for treatment services (e.g., in the case of justice-involved transgender
individuals). These groups often experience higher rates of victimization, isolation,
stigmatization, and so on and often are less likely to report mental health concerns
and seek treatment. Without knowing the full picture and extent of these issues with
relevant data, it is difficult to intervene in the lives of these vulnerable individuals.
This certainly can add to their trouble receiving help. Without factual information to
support the need, most facilities cannot justify providing further programming—
particularly when trying to justify costs. And unfortunately, with little to no infor-
mation and data being collected on these vulnerable subpopulations (let alone, on
individuals with mental illness, generally), it is difficult to assess the extent of the
problem(s) in the first place. Part of the lack of information lies in the lack of under-
standing of different marginalized groups or cultures even outside of the criminal
justice system. Even further, without research and information, it is also difficult to
determine any further disparities that may exist; most research suggests this to be
the case.

For example, recent stories of violence against transgender persons have emerged
as a widely publicized issue in late 2016 and early 2017. With recent national atten-
tion on issues of this population, advocates are helping to aid in equality for trans-
gender persons in criminal justice settings as well by tapping into this surge of
attention. The National Center for Transgender Equality (NCTE)—a leader in this
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movement—*"continues to press for stronger protections and accountability and
create new tools for advocacy focused on transgender and gender non-conforming
people’s interactions with the criminal justice system with local, state and federal
law enforcement officials and public at-large” (2017). Within the literature found on
their website, the NCTE makes reference to the daily humiliation, increased risk of
physical and sexual abuse, and fear of harm if individuals use legal solutions to
report these problems. In particular, the Prison Rape Elimination Act (PREA) was
designed specifically to include dedicated provisions to help protect incarcerated
transgender individuals against sexual assault. However, prisoners (and staff) often
lack respect for the PREA process, with many left thinking that it could be consid-
ered “a joke” or just a window dressing on the realities of prison life (Khey, unpub-
lished research).

Mental health professionals are trained on cultural competencies to work with
different cultural groups, particularly with an understanding of the issues described
above to encourage sensitivity to the deficiencies primarily caused by the social
realities of vulnerable populations. The dilemma, as mentioned many times within
in this book, often rests with a lack of professional staffing to accommodate all
inmates within a jail or prison. This means, that despite adequate training for mental
health professionals, there being one person for an entire jail or prison means that
there may not be the means to assess all inmates to ensure proper care and adher-
ence to cultural etiquette. At that point, administrators tend to focus their efforts on
meeting and maintaining what is currently understood as the constitutionally accept-
able level of mental health services. Much more on this concept will be explored in
subsequent chapters; however, it is important to understand that typical levels of
mental health services throughout American corrections tend to only allow for crisis
care and exigent problems as they may present themselves. Vulnerabilities can often
be magnified in criminal justice settings, including those inherent in cultural
differences.

To be sure, there are many various cultural barriers that may exist within society
that also are relevant within the criminal justice system. For example, language bar-
riers can be difficult to overcome in everyday life, let alone the difficulties that
language barriers can present when entering a jail upon arrest. A language barrier
can particularly exacerbate the issue of obtaining proper and accurate information
(of special note: health information). Also, it is further important to recognize that
certain cultures are far less likely to adhere to American cultural norms. Some peo-
ple of Asian descent tend not to make eye contact, which to some may be perceived
negatively or disrespectful—or more notably in this instance—may be a sign of
deception for some trained law enforcement and corrections personnel. In addition,
in some Asian cultures, as well as in others such as Orthodox Hasidim, it is wholly
inappropriate to have any interaction between females and males who are not mar-
ried. With this in mind, consider the harsh environment of a jail or prison; if a male
inmate were to be approached by a female corrections officer and who subsequently
avoids eye contact and does not respond, there could be potential trouble (e.g.,
insubordination). The inmate would be doing this as a sign of respect to his culture,
but for the officer and other staff, this would be viewed as disrespect and could lead
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to possible infractions inside the jail/prison. Furthermore, different races, religions,
and other cultural subgroups may have other barriers and specific behaviors.
Consider differences among Islamic inmates, women of color, American Indians,
and so forth.

On a final note, it is often important to consider one’s perceived social status
when discussing mental health outcomes. In other words, it may not be enough only
to consider membership in a vulnerable subpopulation or class (e.g., transgender
male prisoner) in isolation. Importantly, mental health problems may be attenuated
by one’s own perception of being marginalized. In research published by Friestad
(2010), male Norwegian prisoners were surveyed to understand how perceived
social status in prison affected potential inequalities in health (and mental health).
As expected, prisoners who perceived that they were marginalized exhibited
increased odds of experiencing mental health problems. More work needs to be
done in this area to better understand the impacts of vulnerable individuals, particu-
larly at the point when these individuals are set to reenter society.

2.4 Conclusion

Many professionals suspect that most mental illnesses are underreported. In fact,
this chapter remains brief as the American epidemiological understanding of mental
illness continues to take a back seat to other, less- or non-stigmatized problems.
This is truly the result of the lack of investment in mental health research relative to
other American priorities. There appears to be a shift in this trend, however. The
twenty-first Century Cures Act was recently enacted into law; it sharply responds to
this problem through policy, by earmarking funds, and by shifting governmental
agencies in a way that will enable progress in this area. While it is not exactly clear
when these changes will start producing results, changes have already started to
occur to ensure transformation in America’s struggle with mental health.

One key issue that is not always discussed or even thought of in regard to the lack
of mental health treatment options is the waste of the resources earmarked for this
purpose. This waste can take many forms. Consider then, like any other illnesses,
the effect of prolonging/delaying treatment in that this can often result in an increase
the cost/investment necessary to achieve a healthy outcome. Further, the traumatic
experiences of incarceration, one of America’s primary responses to mental health
diagnosis, often serves to only push vulnerable people toward further or compound-
ing negative outcomes. Therefore, if treating the person in the community early in
the disease process could be given a certain dollar amount, it most certainly would
be monumentally less than the amount necessary when the cost of incarceration is
factored in for those individuals that fall in the cracks of this safety net. Incarcerating
a person in need of treatment has placed a large financial burden onto the criminal
justice system, thus creating a different problem. To date, this problem has been
largely ignored; yet, progress is slowly occurring in the form of broad partnerships
and fresh ideas to address this problem.
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Chapter 3 )
The Front Line: EMS, Law Enforcement, oo
and Probation and Parole

Mental health continues to be a topic people would rather ignore, especially manage-
ment.—Survey Respondent, National Association of Emergency Medical Technicians
(2017)

First responders—which typically include emergency medical services (EMS),
“line” (or patrol) law enforcement officers, and firemen—are workers who are dis-
patched to crime scenes, accidents, and emergencies. Aside from bystanders and
witnesses, they are often the first to encounter people in crisis and even more likely
to be the first to engage with these individuals. These professionals routinely
encounter the turmoil, panic, and pain in its rawest form and thus are often dealing
with difficult and serious situations—perhaps even daily. In regard to confronting
mental illness, the primary concern lies in the lack of relevant training for the vast
majority of these professions. For example, EMS personnel commonly have some
level of training to enhance their ability to work with individuals experiencing men-
tal health crises and/or who have a mental illness (diagnosed or undiagnosed); on
the other hand, law enforcement officers commonly have little to no required train-
ing in mental health-related topics. This training deficiency is beginning to be
addressed as some departments are moving to require officers, or a subset of law
enforcement agencies’ patrol units, to be trained to serve on Crisis Intervention
Teams (CIT), but this is not yet universal. Therefore, it is imperative to carefully
consider the unintended consequences of having citizens routinely encountering
professionals who are not properly trained to work with individuals experiencing
mental health crises when emergency services are dispatched. While many urban
and suburban areas have created a mobile crisis unit that provides immediate ser-
vices in the event of a mental health crisis, these units are often underfunded or
work in isolation. Ideally, these mobile crisis units work together with local law
enforcement when emergency services are called. This chapter discusses the current
picture of first responders’ work with individuals with mental illness and citizens
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experiencing mental health crises. It further identifies probation and parole officers
as part of the first responder definition as these professionals confront the very same
issues as do their colleagues in patrol law enforcement and EMS.

3.1 Know the Role

Dealing with people who are ill day in and day out can be difficult for almost any-
one. Much like any other illness (in particular, chronic illness), those with mental
illness also may seek treatment repeatedly with varying levels of success (and fail-
ure and/or setbacks). Also, many illnesses can progressively worsen over time par-
ticularly with lack of treatment, including undertreatment. Seeing the same person
over and over as a first responder or treatment provider—often colloquially called
frequent flyers—can take its toll. Imagine, if you perceive that whatever you do on
your job, that very little of it seems to be helping or that you feel like you are simply
“doing the motions” without anything to show for it.

“Helping professionals” often get into the business directly due to a passion or
desire to want to help people. For example, on a top police news and blogging site—
PoliceOne.com—a recent post entitled “7 reasons I'm still a police officer”
explained that the unnamed author cherished “protecting those who cannot protect
themselves,” and “getting help to someone who needs it” as his or her main reasons
for continuing to serve while the recent political climate seems to have given rise to
a downturn in confidence in American law enforcement officers (PoliceOne, 2016).
With a broken continuum of care and a consistent lack of systematic resources,
protecting vulnerable citizens and proving help to those who need it can be a very
difficult and often frustrating task. If you factor in the bureaucracy of local, state,
and federal government, one can begin to envision a series of roadblocks that can
often demotivate American first responders, leading to further unintentional conse-
quences. For example, these barriers commonly lead to burnout, and this burnout
leads to mental health concerns for these helping professionals and first
responders.

Unfortunately, these concerns have become self-evident in the amount of sui-
cides within these professions. In a recent study by the Centers of Disease Control
and Prevention, “protective service” professionals including law enforcement and
firefighters were found to have the sixth-highest suicide rate and will over double
the national average suicide rate of that year (30.5 per 100,000 versus 12.6 per
100,000 average for American Adults, both in 2012; McIntosh, Spies, Stone, Lokey,
Trudeau, & Bartholow, 2016). Even more stark, female protective service profes-
sionals experienced the highest suicide rate relative to other adult females in any
other occupation (14.1 per 100,000).

It is far from clear what level of impact deinstitutionalization has had on the
mental health of these professionals themselves; however, it is clear that deinstitu-
tionalization has starkly increased the interaction of helper professions with indi-
viduals with mental illness and/or individuals at high risk to experience mental
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health crises. On its website, the National Alliance on Mental Illness strongly
suggests that “law enforcement agencies have increasingly become the de facto first
responders to people experiencing mental health crisis” while citing indirect evi-
dence to support this claim. From the evidence presented in the last chapter, this
bold claim appears to have a lot of truth to it in the absence of direct study; either
way, it is certain that these interactions are common, frequent, and have an impact
on both responders and respondees in ways we are yet to completely understand.

Probation and parole officers also struggle with these very issues yet have been
largely forgotten in the growing research in this area. Further, probation and parole
officers often have to contend with increased caseloads and decreased resources due
to the nature of recent justice reforms and policies set in place to decrease prison
overcrowding/populations. As revealed in the previous chapter, the vast majority of
individuals in need of services are not receiving them in jail or prison settings. At this
point, the vast majority of treatment resources continue to remain in the communities
probationers and parolees return to; however, connecting these individuals with ser-
vices often remains challenging. Research is direly needed in this area as probation
and parole officers often have caseloads that include individuals with varying degrees
of mental illness and co-occurring disorders who may require routine care.

For supervisees with serious mental illness, community corrections agencies
have often adapted a special agent role or “unit” to address “extreme” cases and thus
focuses training resources on agents with the most challenging caseload (Lurigio,
2001). Yet, the job also demands that all agents confront individuals when they are
having mental health crises. Relative to patrol police officers, it appears that many
in community corrections have broader experiences with individuals with mental
illness and/or at risk of experiencing mental health crises. A litany of research ques-
tions arise from these interactions and are yet to be explored.

For example, probation and parole officers aid in the success of individuals in
lieu of incarceration or post-incarceration. The transition of leaving jail, prison, or
court-ordered treatment can be the most difficult period for person; in fact, a wide
array of literature focuses on this transitional period as a particular moment of high
risk of problems (most likely, relapse, recidivism, rearrest, and/or re-incarceration;
Begun, Early, & Hodge, 2016; Jacob & Poletick, 2008; Stewart & George-Paschal,
2017). Consider that the mission of community corrections agencies often high-
lights and prioritizes the assurance of accountability among their supervisees to
promote successful outside of jail and prison facilities and to ensure public safety.
One must rhetorically consider, then, the level of accountability to be placed on
individuals with mental illness and co-occurring disorders. Perhaps the following
question should be carefully considered: how should probation and parole officers
respond to supervisees who are in violation with their conditions of supervision or
release directly due to mental illness and/or substance abuse?

The front lines of first responders are people who truly get to be pillars of support
in times of crisis. They often help those in need when the worst has happened,
quickly becoming the worst moments in people’s lives and memories. The level of
empathy and concern for others is truly a remarkable feat that often gets overlooked
when assessing the problems of tending to individuals with mental illnesses.
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3.1.1 EMS and Trained Firefighters

Emergency Medical Services (EMS) refers to the medically trained professionals
(and their agencies) who are dispatched to incidents of medical emergencies to pro-
vide acute out-of-hospital care, triage, and transportation services to medical facili-
ties for further assessment and treatment (District of Columbia Department of
Health, 2017). They include (1) paramedics—highest level of training and licensure
of their class, paramedics are skilled in ambulatory medicine delivery, heart moni-
toring, intubation, establishing an airway when it is occluded, and other advanced
life support procedures (e.g., defibrillation); (2) emergency medical technicians
(EMT) of varying levels of training and expertise including EMT-Intermediate (one
step lower in training relative to paramedics—to be phased out in upcoming years),
Advanced-EMT (limited range of ambulatory medicine delivery, yet fully trained in
advanced airway procedures and set to replace the EMT-I level of certification), and
EMT-Basic (limited range of emergency care procedures, yet include the most
important such as defibrillation, procedures in case of potential spinal injury, and
oxygen therapy); and (3) ambulance personnel (who are, at times, cross-trained in a
certification listed above). As mentioned earlier, EMS personnel work closely with
law enforcement and fire departments when responding to various types of emer-
gencies. In fact, in most major metropolitan areas, when EMS is run as a public
venture, it often falls under fire services in organizational charts. Further, EMS has
been increasingly privatized as noted in a recent The New York Times expose enti-
tled “When you dial 911 and Wall Street answers” (Ivory, Protess, & Bennett, 2016),
leading to new challenges yet to be adequately researched and assessed.

As with most medical-related occupations, EMS personnel do receive some
training as it relates to mental health, albeit minimal at this time. Most critically, it
should be noted that EMS personnel and firefighters have consistently and histori-
cally retained a medical orientation to care coming from a non-law enforcement
perspective. In other words, as first responders to incidents featuring mental illness
and/or mental health crises, law enforcement professionals have been criticized for
their paramilitary orientation and approach which often is contraindicated for these
types of incidents. So, while the level of training may not be substantially different
in the certification and licensure process (and re-certification process) for law
enforcement and EMS personnel, the orientation should theoretically produce sig-
nificantly different results on the street.

In Florida, training often consists of lectures relating to excited delirium (e.g.,
symptoms of bizarre and aggressive behavior, psychomotor excitement (high rate of
breathing and feelings of “on edge”), paranoia, panic, and potential violence), com-
bative patients, and the use of restraint and drugs such as ketamine. In all actuality,
these topics are covered within broader lectures on interfacing with patents, often
lasting a few hours (at best; Strate, 2017). In New Orleans, similar coverage was
confirmed with a local training manager and community liaison (Belcher, 2017). As
such, the majority of the EMS and firefighter workforce remain critically under-
trained in mental health across the nation. Further, there is a dearth of literature on
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the impact of privatization of these services on the quality of care given to individu-
als with mental health concerns. This is a critical issue as privatization has become
more prevalent since the economic downturn and recession in the United States in
2008. Anecdotally, it appears that there is a great potential for more problematic
interactions between private sector EMS personnel and firefighters; The New York
Times expose detailed worsening response times, failing and faulty equipment, and
poor service that have led to the death of at least two patients (Ivory, Protess, &
Bennett, 2016).

3.1.2 Law Enforcement

The vast majority of “line” law enforcement personnel across the country attend
standardized training, called Peace Officer Standards and Training (POST). The
POST standards are created and maintained by state-level commissions and vary
across state. As such, the level of mental health training police cadets receive varies.
For example, in California, cadets attending POST-certified police academies across
the state will receive at least one module that addresses the following: (1) an intro-
duction to the laws put into place that protect people with mental illness and dis-
abilities, (2) training in recognizing the behaviors that can be a red flag or serve as
indicators of mental illness or disability, (3) training in de-escalation skills, (4)
training in responses that are appropriate to differing situations that include indirect
referrals for the individual and direct referrals to community partners, and (5) edu-
cate cadets in mental health and disability stigma to ensure reduction in stigma
(California Commission on Peace Officer Standards and Training, 2017). This con-
tent was developed in partnership with the National Alliance on Mental Illness,
local mental health professionals, and POST subject matter experts to ensure best
results; and while the hours of training dedicated to this module may vary, mostly
this Regular Basic Course receives a minimum of 664 h of training (yet most acad-
emy average over 850 h of overall training, signifying that most academies go above
and beyond the minimum to ensure adequate training of new cadets).

In 2017, California leads the United States in the development of this type of
embedded training in POST academies. This is directly due to state legislation that
was signed into law in October of 2015. California Senate Bill 11 created a statutory
mandate directing the Commission on Peace Standards and Training to include
“adequate instruction in the handling of persons with developmental disabilities or
mental illness, or both...[and] to establish and keep updated a continuing education
classroom training course relating to law enforcement interaction with developmen-
tally disabled and mentally ill persons” (2015). As time passes, it will be interesting
to see if other states follow suit, take an alternative approach to ensuring better train-
ing practices, or remain stagnant. At this time, most law enforcement training mir-
rors the status quo for EMS personal explained above. This status quo tends to focus
on “containment and transportation” (Strate, 2017). Such training can include tac-
tics of restraint, which again, can be contraindicated in some situations. To, at
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minimum, make mention of how to approach encounters with individuals with men-
tal illness and/or citizens experiencing a mental health crisis, law enforcement train-
ing may include de-escalation skills in the form of “Verbal Judo” or something quite
similar. Verbal Judo is training program developed by George Thompson (whose
doctorate was in English and was further trained in rhetoric) that focuses on the
power of persuasion and verbal communication to redirect behavior. It remains
empirically unclear whether these tactics show statistical improvement in outcomes
when encountering individuals with mental illness and/or citizens who are experi-
encing a mental health crisis. Yet, Verbal Judo remains incredibly popular as a train-
ing option for developing crisis intervention skills in the United States and abroad.

The most concentrated and promising investment in affecting change among law
enforcement, EMS, and trained firefighters has been in building Crisis Intervention
Team (CIT) programs and its related training. This in-service training has become
robust, evidence-based, and is thought to be the leading solution to the current state
of affairs of underserving vulnerable mental health populations and individuals with
disabilities. CIT is explained further below.

3.1.3 Probation and Parole

Probation and parole officers face a different challenge working with individuals
post-conviction and post-incarceration. The agent’s role involves supervising indi-
viduals who have been arrested of a crime and are sentenced to a probationary
period or individuals who are being released from incarceration. Typically, supervi-
sion involves case management, frequent and (often) random drug tests, and regu-
lar visits and/or check-ins. Policies can differ across states as well as with the
federal approach; however, the basics and routines are essentially very similar
(United State Courts, 2017).

In urban areas with adequate resources, special units within community correc-
tions have been created to address the mental health caseload that these agencies
may have. For example, in New York City, the New York City Probation offers a
forensic mental health unit to “help their clients adjust to probation supervision
while also addressing...mental health needs..., [including] working individually
with clients and tracking their progress, sometimes through periods of hospitaliza-
tions and homelessness” (2017). This is a relatively new unit, with mandates to
begin forming in 2008 after a formal review gaps in services performed by
New York City. It is difficult to determine the effectiveness of this type of program;
yet, it does appear that it and others like it deploy evidence-based practices and
services designed to show improvements in outcomes for this target population.
Much more research on the effectiveness of these programs are slated to emerge in
upcoming years.

One recent study, by Wolff and her colleagues, shows that there is great promise
in deploying specialized mental health caseloads (Wolff, Epperson, Shi, Huening,
Schumann, & Sullivan, 2014). This study used a mixed-methods approach to first
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ensure that trained special agents in New Jersey were staying true to their training
and evidence-based approaches while also following up to observe any potential
differences in outcomes among probationers with mental illness who are supervised
on a specialized caseload versus those who are not. Their findings show that the
special caseloads were deployed with rigor and probationers who received these
special services had statistically improved criminal justice and mental health out-
comes (e.g., fewer violations of probation resulting in arrest and jail days, improved
mental health symptoms, better quality of life, etc.) relative to those who were not
placed on a special caseload (although they did qualify). This study is robust, yet the
researchers urge future researchers to examine special caseloads with a random
control treatment design to be able to understand whether other potential confound-
ing factors are interfering with these results.

Probation and parole officers will be as important as first responders in managing
mental health in American communities in the upcoming years. In fact, there will
likely be more burden directly placed on their shoulders to be on the front lines of
this response.

3.2 Common Interactions

The vast majority of interactions between first responders and individuals with men-
tal illness and/or experiencing a mental health crises are often perceived as negative.
Textbooks, advocacy groups, and research often use a lens of the perspective of
individuals with mental illness, which is compelling and offers great insight into the
plight of this target population. This text does make light of this perspective, often
heavily, to ensure adequate assurance of busting myths that plague this topic, to
improve understanding in the area, and to help make sense of the broken nature of
our mental health care systems. Yet, exploring these interactions from this perspec-
tive alone will only be able to depict a smaller part of the broader problem. To gain
better understanding into and compassion for the issues explored in this text, it will
be important to understand both sides of the interaction.

3.2.1 Frequent Flyers: An Example of Typical and Common
Interactions (and Frustrations)

In Austin, Texas, Travis County Emergency Medical Services grew curious about a
number of repeated calls to 911, often from the same patients time and time again
(Plohetski, 2008), a common occurrence experienced by EMS professionals across
the country (Belcher, 2017; Strate, 2017). One such example described a man call-
ing emergency dispatchers three times in 1 day, resulting in three separate trips to
local hospitals. Further research into this same case uncovered that over the course
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of 2 years, paramedics were called to this man’s home 290 times (an average near-
ing three times a week). As a result of such cases, Travis County began to track
these data in order to better serve the community and identify a better solution for
such patients with extraordinary need. In particular, this study found:
* Ten patients made up more than 1 percent of the system’s 130,000 contacts with patients
in two years. Their most common complaints were stomach or chest pain, injuries or
respiratory problems. Paramedics also responded to calls when the patients exhibited
behavioral problems.
e Nearly all of the patients went to a hospital emergency room each time, sometimes
crowding into already overflowing facilities.
* The patient who was seen 290 times in the two-year period was evaluated by paramedics
twice on 36 days and nine times in a separate seven-day period.

This new tracking system and database has allowed for Travis County EMS to
take a better look at their processes and where their time and resources were being
spent (and wasted). For example, and at that time (in 2008), Travis County was
spending $300 on labor, gasoline, and medical equipment costs for the average call
and was putting in more than an hour of time commitment. The cumulative drain
repeated and unsuccessful calls for service have on the system had become a critical
issue with regard to the quality of services for the entire service area. Adding to the
emerging crisis, cutbacks were occurring contemporaneously to Austin’s mental
health centers and hospitals, resulting in increased activity in emergency rooms
(and, by default, emergency medical services) in addition to the lack of resources
and reduced quality care available in the area at the time.

Common problems arise in situations where these inefficiencies in the system
promulgate. In other words, frequent flyers in the system can cause a ripple effect.
For example, patients may end up in emergency room beds for too long, possibly
even days or weeks without medical history or medication information. The emer-
gency room, particularly at hospitals serving the vulnerable and underserved popu-
lations, can also have less capacity to provide thorough treatment or assistance for
patients experiencing mental illness. In Travis County’s case, local stakeholders
were compelled to search for alternatives after this critical introspection into its
mental health-care system’s inefficiencies in order to overcome these obstacles and
have even attempted to resolve things directly with patients in need. They have since
explored better triage plans and policies for mental health patients by EMS, adding
anurse to emergency services dispatch to assess patients over the phone, who appear
to have mental health concerns, and developing a community health paramedic
position. In one instance, Travis County EMS actually met with a patient and her
caregiver directly to discuss ways to help and avoid frequent calls/hospital trips. The
effort was successful temporarily until the patient was arrested and, upon her
release, the cycle of frequent calls began again. Yet, the willingness to explore out-
of-the-box options is now on the table for many jurisdictions dealing with the very
same issues.

“Frequent flyers” are common jargon among first responders (Belcher, 2017).
Interventions with particular focus on the emergency room have been created and
tested and show promise (Michelen, Martinez, Lee, & Wheeler, 2006). For example,
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arelatively recent study of in New York City showed that an emergency department
diversion program featuring health priority specialists and community health work-
ers successfully reduced the return rate to the hospital. It appears that many areas
are exploring broader community partnerships to engage on fixing this problem
rather than having an approach spearheaded from a sole source (such as EMS like
in Travis County or by a hospital, such as in this case in Manhattan).

3.3 Common Problems

The Treatment Advocacy Center is a nonprofit working to safeguard for the “effec-
tive treatment of severe mental illness” by removing barriers to services and care;
this nonprofit also clearly documents the common problems facing American men-
tal health services today (Treatment Advocacy Center, 2017a, 2017b, 2017c).
Relevant to this discussion, the center recently released a study discussing the inter-
actions between law enforcement and individuals with mental illness. The study
laid out some alarming statistics initially to drive its focus; for example, “people
with untreated mental illness are 16 times more likely to be killed during a police
encounter than other civilians approached or stopped by law enforcement” (Fuller,
Lamb, Biasotti, & Snook, 2015). This particular study, entitled “Overlooked in the
undercounted: The role of mental illness in fatal law enforcement encounters,”
explores additional data angles and alternative sources for estimates when data is
unavailable to continue its point. Using publicly available data, Fuller, Lamb,
Biasotti, and Snook uncover that while only a few individuals shy of 1 in 50
Americans are said to have untreated and severe mental illness, this segment of the
population seems to be involved in at least a quarter of fatal shootings by law
enforcement. In fact, their estimates put this statistic closer to half of these shoot-
ings involve this particular segment. When looking deeper, these researchers esti-
mate that roughly one in ten citizen-police encounters also involve this segment.
While it may be tempting to also assert that these statistics are being sourced by an
advocacy group who may be well served by articulating these problems in the most
negative light to get a reaction or to seed change, the report clearly recognizes its
close partnership with the National Sheriffs’ Association in evaluating these issues
facing law enforcement.

Recall our discussion above about frequent flyers as well. Imagine having 10%
of your workload (roughly) dedicated to citizens who have untreated severe mental
illness, many of whom you (and/or your fellow coworkers) routinely encounter.
Also imagine feeling powerless to do anything about it as your training offers you
few options, certainly fewer options that work. The viewpoint of the center is to
develop a strategy to scale down confrontations between individuals with mental
illness and law enforcement in order to diminish the number of fatal police shoot-
ings; it has worked closely with law enforcement over the years to begin promulgat-
ing solutions. Coauthor and Executive Director John Snook makes his point
clear—“By dismantling the mental illness treatment system, we have turned from a
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Table 3.1 Summary of undercounted: The role of mental illness in fatal law enforcement
encounters (Treatment Advocacy Center, 2017c)

Overview: This study reviews law enforcement homicide reporting, examines the role of mental
illness in the use of deadly force by American law enforcement, and recommends practical
changes in policy to aid in reducing fatal police shootings

Findings

* The risk of being killed while being approached or stopped by law enforcement in the
community is 16 times higher for individuals with untreated serious mental illness than for other
civilians

* By the most conservative estimates, at least one in four fatal law enforcement encounters
involves an individual with serious mental illness. When data have been rigorously collected and
analyzed, findings indicate as many as half of all law enforcement homicides ends the life of an
individual with severe psychiatric disease

e The arrest-related death program operated by the Bureau of Justice Statistics within the US
Department of Justice is the only federal database that attempts to systematically collect and
publish mental health information about law enforcement homicides. The program was
suspended in 2015 because the data available to the agency was not credible enough to report

Recommendations to policymakers

* Restore the mental illness treatment system sufficiently that individuals with serious mental
illness are not left untreated to the point that their behavior results in law enforcement action

e Accurately count and report the number of fatal police encounters in a reliable federal
database

e Accurately count and report all incidents involving use of all deadly force by law
enforcement, not only those incidents that result in death

» Systematically identify the role of mental illness in fatal law enforcement encounters

Since the study

* The twenty-first century cures act, passed by congress and signed by President Obama in
December 2016, included a mandate for the US attorney general to collect and report data on
the role of serious mental illness in fatal law enforcement encounters

* The Bureau of Justice Statistics overhauled its system for collecting law enforcement
homicide data and, in December 2016, resumed reporting arrest-related death statistics. Using
the new methodology approximately doubled the number of arrest-related deaths that were
verified and reported by the Department of Justice. The role of mental illness in them has not
yet been reported

mental health crisis from a medical issue to a police issue. This is patently unfair,
illogical, and is proving harmful to both the individual in desperate need of care and
the officer who is forced to respond.” To address these concerns, the report recom-
mends (1) a reinvestment and “restoration” of mental health-care services, particu-
larly for individuals with severe mental illness; (2) to establish a centralized (at the
federal level) tracking and reporting system of police use of deadly force, even if
these incidents do not result in death; and (3) to assure that any data collection has
the capacity to identify the role when law enforcement utilizes use of deadly force.
See Table 3.1 for a summary of the report.

While death is the most extreme result of problematic encounters between law
enforcement and an individual with mental illness, this remains a very rare event
and relatively uncommon. It could be said that these events are becoming increas-
ingly common; however, it is the goal of this section to emphasize routine results
from these often problematic encounters. This is explored further below.
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3.3.1 Police-Citizen with Mental Illness Encounters

Unfortunately, with the prevalence of mental health and dwindling treatment
options, come the prevalence of conflicts, as made clear with the Treatment
Advocacy Center report. These issues have since clearly spilled over into the public
consciousness as partially evidenced by recent incidents in the news involving law
enforcement and those suffering from mental illness—particularly when these
encounters turned deadly. For example, there was the incident in July 2016 with
social worker of an autistic man being shot by police in Miami that reverberated in
news cycles around the country, with shares on social media with links to Internet
sources rehashing the incident (Rabin, 2016). Perhaps the level of attention this
story received sparked some conversations about the real issue: fear and misunder-
standing as it relates to mental illness. Was this a case of fear and misunderstanding?
With all of the officer-involved shootings and social unrest as of late, has the fear of
violence led to more aggressive response by police? Would understanding autism
have helped to ensure everyone’s safety in this situation?

In this Miami incident, police were dispatched to a scene with the information
that a man was on a city street threatening to commit suicide with a gun. This turns
out to be not the case. After the chaos settled, police learned that a 23-year-old man
with autism was holding a toy truck. When the officers reached the scene, they
rightly identified the man who created the disturbance that prompted the call to
911; yet, this man was not responding to their orders. A caretaker from a nearby
mental health facility attempted to intervene and explain the nonthreatening situa-
tion. Somehow the situation escalated to the point that the officers on the scene
fired upon the autistic man and his caretaker and both were injured. Bystander’s
cell phone video was delivered quickly to the local media, which depicted the
caretaker laying prone, hands clearly in the air, next to the man creating the distur-
bance who was sitting Indian style with an object in his hand. The caretaker’s
attempts to intervene were obviously unsuccessful. This bystander-shot video is
one of the many recently shared on the Internet that have been a potent tool of
critique of law enforcement tactics. These videos can also be a useful training tool
and conversation starter on common problems that have been long simmering
beneath the surface of public scrutiny.

Law enforcement officers hold difficult jobs for many reasons, as it is the nature
of the position and the need for quick, split-second thinking that can have consider-
able consequences. Further, complicating police use of force decisions described
above is an instance colloquially called “death by cop” or “suicide by police.” In
this scenario, an individual provokes and intends to be shot and killed by a police
officer. This is not only disturbing for the individual involved but also by law
enforcement. For example, in the suburban and rural areas just north of New
Orleans—an hour’s drive away from the city—two citizens recently confronted law
enforcement with the intent of having officers end their lives by forced execution
(within 2 days of each other; Rodrigue, 2017). In one case, officers attempted to
engage in a traffic stop for a simple violation; the man in the car began to speed
away and led officers on a high-speed chase. This resulted in a crash, with the man
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leaving the car with a machete and subsequently yelling at officers to “shoot me,
just shoot me.” In the second case, a woman in a rural area armed with a gun was
engaging in similar behaviors when police were called to her house. In both cases,
police were successful in de-escalating the situation and able to connect these “sus-
pects” with mental health services in lieu of arrest. These starkly different outcomes
from Miami story versus the one out of the New Orleans area are striking. The case
where no deadly weapon was found to be in play turned out to be potentially fatal
for two citizens, while the cases where deadly weapons were clearly identified
resulted in no one being harmed. Actually, the latter resulted in real help for the two
individuals that needed it.

Maybe further investing in SWAT (or Special Weapons and Tactics team) train-
ing can help in these situations. According to the National Tactical Officers
Association (NTOA, 2008), “A Special Weapons and Tactics (SWAT) team is a
designated law enforcement team, whose members are recruited, selected, trained,
equipped and assigned to resolve critical incidents involving a threat to public safety
which would otherwise exceed the capabilities of traditional law enforcement first
responders and/or investigative units.” These teams are often used on missions
including “hostage rescues, barricades, snipers, high-risk warrant service and high-
risk apprehensions, dignitary protection, terrorism responses, special assignments,
and other incidents which exceed the capability and/or capacity of an agency’s first
responders and/or investigative units.” Here, both law enforcement and emergency
personnel train and work together to complete the missions of the specialized team.
Also, as one would assume with the term “high risk,” these missions can involve
some potentially life-threatening or violent scenarios. For instance, take high-risk
warrant service and apprehensions. Often these involve a person who is wanted for
murder or a violent crime. The SWAT team would be engaged and briefed on the
mission to serve the warrant and apprehend the wanted individual prior to going out
in the field. Then, the team would travel to the location and attempt and ideally suc-
cessfully apprehend the individual. Obviously, much of this process involves poten-
tially risky engagement. It is possible that the wanted individual is armed and
willing to “put up a fight” if needed. Additionally, there may be a group of individu-
als armed with weapons at the location of interest. Also, if the individual does resist
arrest in any way, the SWAT team may use force, including deadly force. All of
these potential scenarios put the law enforcement, medical personnel, wanted
individual(s), and even bystanders/witnesses at risk of injury or death.

Yet, the often-aggressive tactics and appearance of SWAT are almost certainly
contraindicated in most cases discussed here. A simple Internet search of SWAT and
mental health uncovers some signs of trouble regarding the use of SWAT for indi-
viduals with mental illness. For example, an expose of the Chicago Police
Department’s use of SWAT for mental health-related events revealed at least 38
clear cases that met these criteria, some with tragic outcomes (Lazare & Southorn,
2017). In fact, it appears that Chicago Police Department’s use of SWAT in these
situations is increasing. A Boston Globe reported recently featured a heartbreaking
interview with a father in Hingham, Massachusetts, who lost his son in a mental
health-related SWAT raid. On July 8, 2017, Austin Reeves locked himself in his
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bedroom with his dog and a gun and told his family he needed some time alone.
Leading up to this situation, Austin, age 26, was speaking with his ex-girlfriend on
the phone. He was reeling from their recent breakup and he was clearly distraught—
to the point she hung up with Austin and quickly called the police to check on his
welfare. As a result, the police had called the Reeves’ house phone and got a hold of
Russell Reeves, Austin’s father. Learning about what was going on, Russell checked
the guns in his house and found that they were all locked, as always. Austin arrived
at the family house shortly thereafter and was met by his father explaining the situ-
ation and asking if he was okay. Austin grew upset when he learned the police had
called the house, which he fled to his bedroom to be alone as a result. Russell, feel-
ing out of options, called the police back asking for help. This escalated over a
period of 10 h from the moment two uniformed police arrived to a full SWAT
response and standoff with the police. How did a routine call about a family in dis-
tress turn into SWAT response? His father pleaded with police just to leave the fam-
ily alone at that point, yet the police did not stand down. Eventually, the SWAT team
infiltrated his bedroom and shot Austin, resulting in his death. To further intensify
the pain of the Reeves family, the Hingham Police Department left a message on the
family answering machine sometime after the standoff that was intended for the
neighbors also impacted by this event: “Hello, this is a message from the Hingham
Police Department. The Hingham Police Department would like to thank you for
your cooperation this morning and notify you that the incident on Edgar Walker
Court has been resolved. Thank you” (Russell, 2017).

Can some of the SWAT training can be applicable to or hinder decision-making
when officers are serving on their regular duties? Many SWAT training materials
cover crisis response, but it is unclear exactly how much (if at all) mental health is
referenced in SWAT training receive across the country. Much more research is
direly needed in this area to address these emerging and potentially more common
interactions, particularly as these trends are perceived to be on an upward trend.

3.3.1.1 Baltimore, Maryland: A Model Story for Systemic Failure
on the Front Line

The Baltimore Police Department (BPD) has been in the news a number of times,
unfortunately most have been for extremely negative circumstances and events
relating to mental illness (Young, 2016). According to the US Department of
Justice’s (DOJ) Civil Rights Division report on the BPD:

* BPD’s use of force against individuals with mental health disabilities or experi-
encing crisis violates the Americans with Disabilities Act.

* BPD’s officers routinely use unreasonable force against individuals with mental
health disabilities or those experiencing a crisis in violation of the Fourth
Amendment. Additionally, by routinely using unreasonable force against indi-
viduals with mental health disabilities, BPD officers repeatedly fail to make rea-
sonable modifications to void discrimination in violation of Title II of the
American Disabilities Act of 1990.
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e Since 2004, BPD has provided some specialized training to its new officers on how
to interact with individuals with disabilities and those in crisis. But this training has
not been provided to all officers (United States Department of Justice, 2016).

In many investigated situations, officers have assaulted vulnerable citizens, many
of which have not committed a crime. Some of these assaults escalated into the use
of unnecessary nonlethal force (e.g., deploying a Taser device) and lethal force
resulting in at least one death. According to a recent Baltimore Sun article, “ACLU-
Maryland reports that of the 109 people who died in police interactions from 2004-
2014, 38 percent (41 people) were likely individuals with mental health and/or
substance abuse issues” (Young, 2016). Again, these conflicting statistics under-
score the need of monitoring such practices as indicated in the Treatment Advocacy
Center report highlighted earlier in this chapter.

The BPD is only one department with clear and substantiated evidence of
“engag[ing] in systemic disability-based discrimination” despite the many investi-
gated across the nation done by DOJ. This is extremely disheartening for many
reasons since these issues include both concerns with regard to individuals with
disabilities as well as race concerns. The article discusses further that the police
being the first responders to mental health calls is part of the overarching problem in
not only Baltimore but the criminal justice system as a whole. Community responses
have begun to offer suggestions to overcome the struggles of those with mental ill-
ness in the area. Those responses begin with the idea of addressing this issue as a
“health-care matter” rather than a criminal justice/law enforcement issue. As stated
over and over in this book and research surrounding this topic, the outlook by both
the community and the DOJ is to gear toward more community care to those with
mental illness. The goal here is not only to reduce individuals re-entering the crimi-
nal justice system but also to avoid entry to begin with in the first place. Baltimore
is in dire need of a crisis response team to help with the increasing problem of caring
for those with mental illness. This would not only take the burden from the police
department but also ensure those who need would receive proper care.

3.3.1.2 Not All Is Lost: Positive Law Enforcement Interactions

A little training can, in fact, go a long way. Consider an expose featured on Vox,
entitled, “How America’s criminal justice system became the country’s mental
health system,” which details the story of Kevin Earley of Fairfax County, Virginia.
At the time the article was published in 2016, Kevin was 37, and the interviews of
himself and of his father shed light on the struggles he has had with his own mental
health and how this has subsequently intersected with law enforcement. Both Kevin
and his father, Pete, share multiple experiences with police in Kevin’s time of crisis
with his mental illness. In one instance, Kevin explains his experience with a police
officer during an encounter that resulted in his arrest and further paranoid, while in
his last serious encounter is much more positive:

One encounter began shortly after a psychotic episode that briefly landed him in an emer-
gency room in 2002. Within 48 hours, Kevin wrapped tinfoil around his head, claiming that
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the CIA was reading his thoughts. He slipped out of the house and broke into a stranger’s
home to take a bubble bath, and eventually several officers and a police dog arrested him
and took him into custody.

[Yet, in] Kevin’s last serious encounter with police in 2006, he was staying at a safe
house, where people with mental health problems could relax for a night. There, he took off
his clothes — thinking it made him invisible — and walked outside. A police officer, with
training for mental health crises, approached Kevin. Kevin was scared, remembering the
last time police approached him (and tased him). But this officer talked softly, reasoned
with him, and, finally, convinced him to get into the car — no violence necessary. The cop
didn’t take Kevin to jail — he took him to a hospital. There, Kevin got a case manager. She
fended off criminal charges, got Kevin into a “housing first” program for aid, and helped
him sign up into a jobs program where he learned to become a peer-to-peer support special-
ist. (Lopez, 2016)

This last encounter with police in Fairfax County significantly changed Kevin’s
life situation. For the past 10 years, he has not had any negative police contact and
has been under proper medication and care for his illness. Just a change in the
approach taken by first responders can have lifelong positive outcomes. Kevin’s
story is a success story. He and his father believe that his final encounter resulted in
transformative change as he was treated as a mental health patient and not a crimi-
nal. He was approached in a different manner by professionals who understood his
illness and were focused on providing help in his time of need. While the systemic
changes needed for agencies such as the Baltimore Police Department will take
time, the good news is that there are plenty of documented stories of success to keep
the faith that, in time, things can improve with dedicated positive momentum.

3.3.2 Interfacing with the Homeless or Near-Homeless
Population

One interrelated issue worth mention here is the lack of trust vulnerable populations
have with police and emergency medical services, largely due to years of misunder-
standing, miscues, and problematic encounters. This trust may be further eroding
giving the unresolved issues described above, exacerbating the crisis on the street.
In 2004, Zakrison, Hamel, and Hwang published a study focusing on the trust
homeless people in Toronto who have with local police and paramedics and poten-
tial health-related outcomes. Perhaps their findings are not so surprising; among
their sample of 160 homeless Canadians staying at a local shelter when surveyed,
there was a wide margin of difference in willingness to call the police in times of
emergency relative to emergency medical services (69% of the sample compared to
92%, in the same order as listed). This was surely related to the differences in the
level of trust these homeless individuals had in these professionals (a median of 3
out of 5 for police versus a 5 out of 5 for emergency medical services personnel,
with 1 representing the lowest trust and 5 representing the highest trust). Additional
responses from this sample are quite compelling: about one in ten self-reported an
assault by a police officer in the last year, while none reported such an action by
emergency medical services personnel.
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What if there is no assurance on who would arrive on a scene of an emergency if
emergency dispatch was called? What if, since 2004, these levels of trust have fur-
ther eroded, especially in the United States that does not feature universal health-
care coverage as its neighbor to the north? Answers to such questions still allude us,
as is common theme for this text.

3.4 Evidence-Based Solutions

Great strides have been made in the development of evidenced-based services and
programs to address the ongoing mental health crisis in the United States. For law
enforcement, the Bureau of Justice Assistance (2017) and its partners have pro-
duced the Police-Mental Health Collaboration Toolkit that can educate key stake-
holders and community partners on the most progressive and research-informed
practices available today. The dedicated website for the toolkit features an easy-to-
follow, step-by-step guide to the ten essential elements of police and mental health
collaborations that have been proven to be successful in the jurisdictions that have
implemented it: (1) collaborative planning and implementation; (2) program
design, (3) specialized training; (4) call-taker and dispatcher protocol assessment
and revision; (5) stabilization, observation, and disposition; (6) transportation and
custodial transfer; (7) information exchange and confidentiality; (8) treatment,
supports, and services; (9) organizational support; and (10) program evaluation
and sustainability.

Currently, the website includes the learning experiences and successes of the
Houston, Los Angeles, Madison (Wisconsin), Portland, Salt Lake City, and
University of Florida Police Departments in customizing programming to meet
their needs as well as their communities’ needs. The common features of each are
explored below.

3.4.1 Crisis Intervention Teams: The Preferred Solution

Crisis Intervention Team (CIT) programs “[are] community partnership[s] of law
enforcement, mental health and addiction professionals, individuals who live with
mental illness and/or addiction disorders, their families and other advocates” (Crisis
Intervention Team International, 2017). First developed in Memphis, and some-
times known as the “Memphis Model,” CIT programming offers police-based train-
ing from an inventive first-responder model. The feam aspect of CIT primarily
involves law enforcement and local mental health providers and other related ser-
vice providers. The overarching goal of the partnership is to aid in working with a
person in crisis and route these individuals to medical treatment in lieu of criminal
justice processing that has become so common, creating a seamless flow for indi-
viduals with mental health concerns to receive services in the community. This
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often starts with dispatch flagging calls for service, relaying relevant information
over to officers who receive dedicated CIT training and linking up with profession-
als in the community who are plugged into the CIT partnership to address potential
clients’ needs. Each CIT is customized to the local community and, as such, is
nimble to adapt to changes in the community. The model prioritizes and promotes
the best welfare for people in crisis as well as concretely connecting them with the
best option for success and recovery. Additionally, CIT provides for a safer interac-
tion for law enforcement in the event of a crisis situation.

The National Alliance on Mental Illness and their local affiliates have been key
in promulgating CIT training across the country. These trainings have become stan-
dardized and feature 40 h of training on the following topics:

¢ Learning from mental health professionals and experienced officers in your com-
munity. One of the reasons CIT is successful is that it connects officers with a team of
clinicians and fellow officers who can advise, problem solve, and support them when a
challenging situation occurs.

* Personal interaction with people who have experienced and recovered from mental
health crisis and with family members who have cared for loved ones with mental
illness. NAMI members present at the training, providing officers a first-hand opportu-
nity to hear stories of recovery, ask questions and learn what helps (and harms) when a
person is in a crisis.

* Verbal de-escalation skills. CIT teaches a new set of skills for ensuring officer safety —
the words, approach, and body language that convince a person to get help or defuse a
potentially violent encounter.

e Scenario-based training on responding to crises. With the help of volunteers or
actors, officers practice their skills in common crisis situations and get immediate feed-
back from instructors and classmates. (National Alliance on Mental Illness, 2017)

The standardized curriculum was developed through a partnership of the National
Alliance on Mental Illness, the University of Memphis Crisis Intervention Team
Center, CIT International, and the International Association of Chiefs of Police.
Since implementation, research has shown the difference coordinated training can
make: in Memphis, dispatch calls for “mental disturbances” fell substantially, by
80%; CIT-trained officers surveyed by researchers reveal that they feel they spend
less time on such calls and feel more effective on meeting the needs of people with
mental illness in their community; and CIT makes a clear difference in connecting
citizens to the services that they need (e.g., counseling, medication, and other forms
of treatment) relative to individuals being processed by the criminal justice system
(Deane, Steadman,Borum, Veysey & Morrissey, 1998; Compton, Demir Neubert,
Broussard, McGriff, Morgan, & Oliva, 2011; Dupont, Cochran, & Bush, 1999;
National Alliance on Mental Illness, 2017; Massaro, 2004; Tully & Smith, 2015).
With such enthusiasm and empirical support, many cities are moving toward
positive and proactive measure to help educate local law enforcement and better
help the citizens they serve. One way this is happening is to have officers trained in
mental health practices. For example, New Orleans Police Department (NOPD)
now trains officers regularly in CIT with the hopes to continue with more and more
both new and veteran officers trained. This is a new concept and will hopefully
prove to be effective for the city of New Orleans when dealing with individuals in
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crisis. On the downside, the state of Louisiana continues to have budget cuts that
directly affect the amount of treatment, specifically inpatient hospitals, in order to
treat those with mental illness properly.

Having law enforcement trained in handling individuals with mental illness and
those in crisis is essential because they are often the first to arrive on the scene when
emergency services are called. Also, keeping in mind that not all information provided
by the caller is accurate when a phone call is made for emergency assistance. For exam-
ple, a bystander may call 911 if a person is wandering through a public setting yelling
at strangers. The bystander may have little to no information about the person or the
situation but observes an individual in an irate situation. A police officer is then dis-
patched to the scene with no information regarding the mental status of the irate person.
It is important that the officer approach the scene with caution for many reasons.

3.4.2 Mental Health First Aid

Originating in Australia, the Mental Health First Aid curriculum was developed in
2001 by a nurse with a background in health education, named Betty Kitchener, and
a professor of mental health literacy, named Tony Jorm. It has become known to be
a rigorous yet “light” course that is delivered in 8 h. Mental Health First Aid has
been likened to the mental health equivalent of CPR for non-clinicians when attend-
ing to a heart attack, with the goal of being able to appropriately and effectively
intervene until “the real help arrives”—the trained professionals (Mental Health
First Aid USA, 2017). The curriculum features ways to understand stigma, basic
mental health knowledge, and related topics; however, the main focus of the course
is to be competent in a five-step action plan in cases of a panic attack, suicidality, or
an overdose situation. As such, it gives a practical and evidence-based approach to
tending to these situations when they occur. Further, Mental Health First Aid
appears on SAMHSA’s National Registry of Evidence-Based Programs and
Practices as a promising strategy in improving knowledge, attitudes, and beliefs
about mental illness as well as non-specific mental health disorders and symptoms
(SAMHSA, 2017).

For first responders, Mental Health First Aid appends their knowledge, skillset,
and tools to effectively attend to mental health crises. Anecdotally, this evidence-
based practice is proving effective in these professions. For example, in a recent
article from the Department of Homeland Security First Responder division (for-
merly under the website firstresponder.gov), a fire and rescue captain expressed his
observations of the Mental Health First Aid Curriculum:

Law enforcement is beginning to recognize that some of the situations they have found
themselves in recently have been misjudgments of people with mental health issues...and
if they had been able to recognize certain symptoms, they may not have taken the, you
know, forcible action that they took....[If first responders] don’t have a baseline training for
these guys,... they can only draw on their own experience. And if they don’t have any expe-
rience [dealing with mental illness], then they’re going to come up with their own idea of
whether it’s right or wrong. We’d rather make a decision than not make a decision.
(Department of Homeland Security, 2015)
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The article expresses other first responder leadership’s impression of the training
in a positive light while explicitly suggesting others consider joint investment in
both CIT and Mental Health First Aid. Notably, Mental Health First Aid is much
cheaper and quicker to deploy while also allowing for easily local sustainability
through the form of “train-the-trainer” curriculum. That is, Mental Health First Aid
offers standardized courses for individuals interested in becoming certified instruc-
tors. Thus, if a local jurisdiction wishes to make Mental Health First Aid available
to a wide array of consumers, including first responders, they may simply invest in
an initial round of training while also selecting a subset of trainees to receive instruc-
tor certification. These local instructors would then continue training until the local
goal is met. This is the approach a regional National Alliance on Mental Health
affiliate of Louisiana took in late 2015, continuing on through the current day. As of
this writing, this NAMI office has trained several 100 trainees, including local
judges, law enforcement, probation and parole, emergency medical services person-
nel, jail correctional officers and staff, and so on. While the impact of this initiative
is unknown, the perception of the trainees has been positive (Richard, 2017).

3.4.3 Alternative Destination Pilot Project: North Carolina

North Carolina developed a novel approach to for emergency medical services
working with patients with mental illness—called the Alternative Destination pro-
gram. Rather than transporting the patients to the emergency room and waiting for
a psychiatric evaluation, EMS enabled their personnel to transport them directly to
a psychiatric facility. This was piloted initially in 2009 and has been expanded upon
in recent years. The wait times in North Carolina emergency rooms were looming,
medical professionals were overwhelmed, and resources were strapped. The
Alternative Destination pilot project in Wake County, North Carolina, set out to
alleviate these problems in a smarter way.

The Alternative Destination protocol was strictly defined to focus resources on
those who need it the most yet who are not in exigent need of emergency medical
services: (1) primarily, patients must not be experiencing a mental health crisis to a
point that may require sedation or show an acute change in mental health status, (2)
a patient’s pulse is no more than 120 (e.g., signifying potential agitation or excited
delirium), (3) a patient cannot present with other acute medical symptomatologies,
(4) an extremely liberal blood alcohol content level must be met (up to 0.40, or
anything less than five times the legal limit; note: if this condition is met with a high
BAC while the other conditions presented here are met, this is an indicator of high
alcohol tolerance), (5) each patient must be able to perform the activities of daily
living (ADLs, or self-feeding, bathing, personal hygiene, dressing, using the bath-
room and toilet hygiene, and walking and/or mobility), and (6) a patient must have
a blood glucose level of less than 300 mg/dL. If all of these qualifiers are met, EMS
can redirect the patient to other medical facilities qualified to handle these patients
with available space. To implement this protocol and its strict guidelines, “advanced
practice paramedics” were trained using a 240 h course, including topics such as
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available mental health resources within their own community as well as patient
evaluation and assessment. By 2015, 20 trained advanced practice paramedics were
active in Wake County, with over 30 others trained and ready to activate. Initial
internal evaluations have been compelling: Miller (2015) reports that the pilot proj-
ect has reduced emergency department transports by 20% from 2013 through 2015
by directing 764 patients to other facilities out of 3831 total mental health and/or
substance abuse evaluations by advanced practice paramedics.

Over the length of a year, it was estimated that the program saved $500,000 in
Medicaid costs. Unfortunately, as often in the case with innovative programming,
the pilot has led to some stumbling blocks. For instance, despite the decrease in
costs to Medicaid, the local EMS budget was strained due to reduced reimburse-
ments as premiums are placed on transports to the emergency departments. This
becomes a difficult paradox in that transportation directly to the psychiatric facility
for treatment is best for the patient in need yet does not allow for reimbursement
most of the related activities (including the increased work of the newly trained
advanced practice paramedics), although, in the grand scheme of things, this pilot
program is better for the emergency medical care system as well—and the system
as a whole has been committed to seeing the program work.

The Alternative Destination pilot program appears to be a beneficial option for
individuals who experience mental illness symptoms regularly but are not actively
in the midst of a crisis. Those that may need a medication adjustment have not been
harmed in any way and have or were always not in a panic attack or related moment.
On a positive note, programs like the Alternative Destination pilot program are
beginning to catch the attention of governments and other areas across the nation.
The North Carolina State Government has recognized the program which has helped
to spread information. Similarly, over 260 programs throughout the United States
have begun to implement similar protocols.

3.4.4 Community Paramedic Program: Grady EMS (Atlanta)

Meanwhile, in Atlanta, the Grady County EMS (GEMS) Vice President of
Operations, Michael Colman, began a search for a better option for the mental
health calls in the area. Colman was able to identify that about 6%, or 6410, of the
911 calls to GEMS were determined to be psychiatric or suicide related. He
reviewed the call volume data and was able to further determine that those that
called EMS at least five a month were often made from individuals that had a men-
tal illness. “A financial analysis using a sample of 156 patients from this group
determined that it cost Grady EMS over $100 more than they received in reimburse-
ment for each of these transports. In addition, the emergency department spent over
$400 more on each patient than they received in reimbursement” (Stanaway, 2016).
Consider here this amount is in addition to what is already being reimbursed by
Medicaid, insurance, etc.
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In response to this information, Grady EMS implemented a community para-
medic project. According to the California Emergency Medical Services Authority,
which offers fine details about this model:

e Community paramedicine (CP) is an innovative and evolving model of
community-based health care designed to provide more effective and efficient
services at a lower cost. Community paramedicine allows paramedics to function
outside their traditional emergency response and transport roles to help facilitate
more appropriate use of emergency care resources while enhancing access to
primary care for medically underserved populations.

e Community paramedics are licensed paramedics who have received specialized
training in addition to general paramedicine training and work within a designated
community paramedicine program under local medical control as part of a commu-
nity-based team of health and social services providers. Paramedics are uniquely
positioned for expanded roles as they are geographically dispersed in nearly all
communities, inner city, and rural, always available, work in home- and commu-
nity-based settings, are trusted and accepted by the public, are trained to make
health status assessments, recognize and manage life-threatening conditions out-
side of the hospital, and operate under medical control as part of an organized
system approach to care (California Emergency Medical Services Authority, 2017).

Grady EMS looked to find a solution to help patients experiencing a mental
health crisis other than the typical means. Those in crisis “were routinely subjected
to unplanned physical restraint, chemical restraint, police restraint and even arrest”
(Stanaway, 2016). This is to say that a person experiencing a mental health crisis
were often not able to be de-escalated without the use of physical force and/or medi-
cation. These are also extra costs as well as safety concerns for all involved.

This pilot program was developed in 2012 and put into operations in early 2013.
Grady EMS created a crisis response team which includes a paramedic, a Grady
Health System licensed counselor, a Behavioral Health Link clinical social worker,
and even, at times, a third-year psychiatry resident. This crisis team responded with
the regular EMS staff during the pilot phase of the project. Additionally, the crisis
team could be dispatched at the request of those on scene but did not respond alone
and was only available on weekdays. Their part in the on-scene process was to pro-
vide an assessment and a medical evaluation for the patient in need.

Later, after completion of the pilot phase, the program began implementing the
full program. In the full program, the crisis intervention team was then able to
respond as an independent unit without regular EMS accompaniment. Further,
rather than just the original 40 h per week availability, the program was expanded to
80 h to allow for additional services to be provided. GEMS personnel used the
Georgia Crisis Action Line (GCAL) in the field when the team was not available:

GCAL is the 24/7 hotline for accessing mental health services in Georgia. The Georgia
Department of Behavioral Health and Developmental Disabilities (DBHDD) provides
treatment and support services to people with mental illnesses and addictive diseases, and
support to people with mental retardation and related developmental disabilities. (Georgia
National Alliance on Mental Illness, 2017)
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Community Paramedicine Pilot Sites Testing 7 Concepts

@ Post-discharge (5 sites)
Provide short-term, home-based follow-up care for persons
recently discharged from a hospital due to a sericus health
condition to decrease hospital readmissions within 30 days.

@ Directly observed TB therapy (1 site)
Collaberate with local public health to provide directly cbserved
therapy to persons with tuberculosis (i.e., dispense medications
and observe patients taking them to assure effective treatment)
to prevent its spread,

I ' @ Hospice (1site)
g ' In response to 911 calls, collaborate with hospice agency nurses,
patients, and family members to treat patients in their homes,
according to their wishes, instead of transporting them,

[ ] i f @ Frequent EMS users (2 sites)
v Provide case management services to persons who are frequent
911 callers or frequent visitors to EDs to reduce their use of
@ s g the EMS system by connecting them with primary care,
[ J behavieral health, housing, and social services.

Alternate destination:

@ Behavioral health (1 site) sinel i .'
In response to 911 calls, offer PP Anosle
patients who have behavioral health o0
needs but no emergent medical needs transport
to a mental health crisis center instead of an ED. ‘

@ Medical care (3 sites)
In response to 11 calls, offer patients with low-acuity medical : 2
conditions transport to an urgent care center instead of an ED. e

@ Sobering center (1 site*)
Sereen and transport directly to sobering center instead of an ED.
*This site is approved for inclusion in the project and will begin operation in 2017,

Fig. 3.1 Latest community paramedicine projects offered by the Emergency Medical Services
Authority of California, a leader in community paramedicine innovation

Calling GCAL involves a mental health professional who has the ability to evaluate
a patient via phone contact. This evaluation can take place in a matter of minutes
and results in a number of options with the best interest of the patient upheld. If
necessary, the mental health professional could have the paramedics on scene trans-
port the patient directory to a psychiatric facility. Further aiding in the success of the
program, Grady EMS created a process that allows 911 dispatchers to transfer some
calls directly to the GCAL, if certain criteria are met. GCAL can also call Grady
EMS back if an ambulance is in fact needed to respond (Fig. 3.1).

Coordinated programs like this one have allowed patients who would otherwise
have been arrested or possibly restrained in a most disruptive situation to receive
care in a better manner while also saving money and resources. This can be shown
by the data, “In 2013, Grady EMS dispatch transferred 175 calls directly to
Behavioral Health Line saving Grady EMS about $13,000. The Grady EMS
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Upstream Crisis Intervention Group responded to 20 percent of EMD category 25
calls totaling 1,250 responses. The team obtained 275 refusals/no transports. Many
of those patients were provided with safety plans and outpatient appointments,
which prevented unnecessary emergency department visits totaling about 1,925 bed
hours” (Stanaway, 2016). Michael Colman described the financial aspect of the
changes within the program and has estimated it to be over $140,000 and adding in
the referrals that did not require transports savings of $248,000 for 2013.
Additionally, “In 2014 the psych unit responded to 1778 calls, potentially saving
EMS over $100,000. In 2015, Grady EMS received 7668 calls that were psychiatric
in nature. Of those, the psych unit handled over 20%, again saving EMS over
$100,000” (Stanaway, 2016).

Another added benefit of the program is also the job satisfaction increase for
Grady EMS. As discussed in another chapter, burnout and compassion fatigue are
common occurrences of jobs as first responders often responding to crisis on a regu-
lar basis. According to the program director Tina Wright, staff reported a “higher-
than-normal” job satisfaction as the program kicked into high gear. Wright discussed
that many staff members feel as though they are really making a positive change in
their community which has led to a personal sense of satisfaction.

3.4.5 A Survey of Other Approaches Across the Country

There are many more instances of successful and budding programs being sown
across the United States. Indeed, there does appear to be progress in the disarray of
the current state of the mental health system of care. For example, the state of
California is engaging in 13 community paramedicine projects, adopting this model
to localized needs (California Emergency Medical Services Authority, 2017).
Madison, Wisconsin, is one of the six law enforcement-mental health learning sites
and serves as a model for other sister jurisdictions (City of Madison, 2015).
Statewide efforts have been made in Colorado, Connecticut, Florida, Georgia,
Illinois, Maine, Ohio, and Utah to provide specialized training in police responses
in cases of mental illness and mental health crises (Bureau of Justice Assistance,
2017). In Alabama, the Birmingham Police Department has a number of programs
within their Community Services Division that help to improve the overall relations
between the public and law enforcement. These improvements are sought to be
done through a variety of community services initiatives. One program specifically
works to improve the process of police call outs dealing with individuals with men-
tal illness. The program involved specially trained officers called Community
Services Officers (CSOs) that “provide crisis intervention social services through
direct service, referral and consultation. Their objective is to stabilize a crisis,
attempt to prevent further crises, and enhance their client’s well-being. They net-
work and maintain professional relationships with relative community resources
and strive to provide exemplary crisis intervention services” (Birmingham Police
Department, 2017).
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Much more innovation is occurring in recent years, many of which are smaller
pilots that have promise for broader adoption. One thing is for certain, much of the
innovation is occurring on the local level, as guided by national resources and broader
research trends. While this section does not offer a comprehensive review of the inno-
vations occurring across the country, it is important to note that there has been an
explosion of activity of collaborative projects in recent years. This is likely to continue
for some years to come. Perhaps in the near future, there will be a clearinghouse of
projects similar to other resource databases that have grown popular in recent years.

3.5 Conclusion

A persistent issue presented in this chapter is the lack of awareness and training of
mental illness among those who currently need it the most, American first respond-
ers. This often leads to problematic, and sometimes deadly, police-citizen encoun-
ters. While the American public often only learns of the most troublesome of these
encounters through the media, bystander accounts and video, and so on, there has
been a great deal of innovation to ameliorate the volatility of these encounters
through training, partnerships, policy changes, and strategic alterations of systemic
responses to potential mental health calls for service. With so much focus placed on
law enforcement, it is important to take a step back and take full stock of the col-
laborative nature among medicine, paramedicine, and law enforcement and under-
stand each role for each of their potential to intervene in mental health crisis events.

These collaborative relationships are critical in one of the most comprehensive
and promising models to address the consistent problems regarding mental illness
today—the persistent contact of individuals with mental illness has with the police
and the criminal justice system often without addressing any of the underlying men-
tal health concerns. This model, the Crisis Intervention Team, is increasingly a part
of the solution for many communities looking to address the persistent issues dis-
cussed in this book. Further, this model tends not to be deployed in absence of other
evidence-based solutions to address the underlying problems. Programs such as
Mental Health First Aid and community paramedicine projects are gaining popular-
ity to add additional layers of awareness and system processes to intercept potential
criminal justice concerns with community-based services that typically cost taxpay-
ers much less while offering better outcomes.

Finally, it is important to clearly define the role of probation and parole officers
(e.g., community corrections) in regard to serving individuals with mental health
concerns. These professionals are often overlooked, just when their role appears to
be increasing given the pressures to move away from overutilization of American
prisons and to alleviate overcrowding in these facilities. At the time of this writing,
community corrections have received far less attention in regard to serving Americans
with mental illnesses relative to their first responder counterparts. One exception is
the utility of specialized caseloads or units, which seem to offer promising advan-
tages over mixed caseloads for probationers and parolees with mental illness.
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Chapter 4
Treatment: Intersection with Criminal
Justice

Well, the part I really don’t understand — if you’re looking for self-help [books], why would
you read a book written by somebody else? That’s not self-help, that’s help! There’s no such
thing as self-help. If you did it yourself, you did not help! You did it yourself.—George
Carlin

When hearing the terms “mental health” or “mental illness,” the stereotype is to
think of “crazy.” This stereotypical image is of a person suffering from radical delu-
sions and/or hallucinations, which is also often associated with violence. This com-
mon distortion of the realities of mental illness is certainly one leading reason why
data collection is important. That is, the best way to combat stereotypes and educate
the public on the true face of mental health or mental illness is to gather and deploy
factual information. These facts detailing the actual number of people diagnosed
with a mental illness help with educating the public of problems in their community.
Additionally, friends and families can better understand the needs of their loved
ones. Communities can create ways to address the needs of those with a diagnosis
or help to prevent symptoms before onset occurs.

This chapter addresses a variety of interventions possible and services available
in communities to address mental illness, its symptoms, and the collateral conse-
quences of mental health issues (e.g., family stress and strains, homelessness,
unemployment/underemployment, etc.). Oftentimes, local social service agencies
keep a resource guidebook on hand to assist employees working with clients in con-
necting people with the resources they may need or serve as a self-help tool for
individuals to seek the services which they may feel that they need. The resources
and services listed in this chapter serve as a generic blueprint of the core of the
majority of these resource guides that every student of crime and mental health
should have in their mental rolodex—the essentials of mental health care in
American communities (see Fig. 4.1).
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Fig. 4.1 A screenshot of the online version of NAMI St Tammany’s (Louisiana) resource guide-
book (2017)

4.1 Where Do People Fall Through the Cracks?

Treatment is essential in any health-related area for the overall wellness of an indi-
vidual and for the communities they reside. The justice-involved population is cer-
tainly no exception and is particularly in need of treatment in several ways as it
relates to mental health and, at times, also substance use. The unmet need for treat-
ment is great for persons without a criminal background let alone for individuals
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with more complex mental health histories; this issue lends itself to the crux part of
the problem—how can treatment change so all Americans can remain healthy? How
does a person get help, especially when stigma presents such a roadblock to seeking
help in the first place? How does a community overcome the lack of funding and the
difficulties often present when citizens try accessing services?

Luckily, the conversations regarding change and improvement are happening
across the country. As a society, the United States is beginning to acknowledge the
need for criminal justice reform; further, many communities have taken decisive
strides to address the largest gaps in complex criminal justice systems in which
people tend to fall through the cracks without the help they need to succeed in every-
day life. With that, the idea of working toward more proactive measures to help other
concerns with each individual has and will hopefully continue to be part of the dis-
cussion. Yet it is important to review the critical lapses in mental health-care systems
that persist as policymakers and stakeholders move to address these gaps.

As with most politically relevant topics, especially those critical of government-
run or government-related systems, “cracks,” fault lines, weak points, and gaps seem
inevitable. Specifically, government-run systems and programs often stereotype the
beleaguered nature of complex bureaucracies. This is certainly not to say that all
bureaucracies are problematic. Yet, even well-run bureaucracies can have secondary
problems, such as being difficult to navigate by average citizens unfamiliar with
bureaucratic processes. A popular and fitting example is to pick on state Department
of Motor Vehicles. One recent case known to the authors speaks volumes:

ATTENTION FLORIDA DRIVERS LICENSE HOLDERS WHO DO NOT HAVE CARS:
I just went to local DMV to transfer FL license to [Pennsylvania]. Could not do it--after
three hours of rigmarole-- because my FL license could not be verified by PA. I call FL
DMV, they tell me license is “suspended.” I ask why. They tell me “for lack of car insur-
ance.” I tell them “but I haven’t had a car since 2012, and that’s why I got rid of car insur-
ance.” And I get silence on the phone.

Then I ask how/when was I notified of this suspension, and I get silence on the phone.
They tell me they can fix it on phone since “it has been longer than three years,” but that it
takes 24-48 hours to update system. I ask them if they can send confirmation to PA DMV,
they say yes, we’ll fax it. 45 minutes later, no fax.

This is on top of ridiculous PA ...ID requirements which include the following docu-
ments to be presented in order to transfer license:

Passport, or raised seal birth certificate--note photo ID from Florida NOT acceptable for
ID at PA DMV

TWO of following: tax records, current gun permit, mortgage, lease, w2, utility bill in
my name

ALL addresses must match.

AND social security card

So, gotta hit DMV again in “24-28 hours” I guess. (Khey, unpublished research—
unnamed informant)

Imagine trying to navigate these issues if you did not feel physically well. Similar
comparisons could be made to trying to navigate these issues when not feeling men-
tally well.

In addition, bureaucracies are certainly not easy to change; adjustments to fed-
eral, state, and local law/policy require time, systems need to lay out how to address
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these changes to stay in compliance with the law/policy, and these plans require
action that may take a while to perfect. While the intent of this text is not delve into
complexities of public administration, it may be helpful to highlight some of the
issues in civic processes to answer questions like “why doesn’t someone just change
it?” Of course the answer is that this is easier said than done, but it helps to remind
ourselves why. State legislatures, for example, operate in sessions in which new
bills or amendments to bills can be introduced. One problem lies in the amount of
time it takes for legislation to be reviewed and the number of hands it must pass
through to get approved. This process could take weeks or months and still fail in
the end. Further, it could take years to even develop into a bill worthy of bringing to
the legislature in the first place, let alone the issues of political gridlock and parti-
sanship, the influence of special interests, and so on.

Governmental processes aside, one persistent “crack” in mental health-care sys-
tems lies more in the control of the communities they reside; specifically, and sim-
ply, access to care—and further, quality care—has been a core issue since the early
development of mental health care. Accessibility issues can be borne from seem-
ingly simple barriers, such as the lack of transportation options to seek treatment or
a consumer’s ability to pay. Alternatively, appropriate treatment options for mental
health and substance use disorder patients, much less those that are justice involved,
may not be readily available in some area yielding long waits or even available at
all. While outlining these issues, the former director of the National Institute of
Mental Health (NIMH), Thomas Insel, released a report in 2010 discussing the
changes needed in the treatment of serious mental illness. The report notes:

There are several facts about mental illness in the United states that always seem to surprise
those who are not directly involved:

e Each year, there are nearly twice as many suicides (33,000) as homicides (18,000)

* The life expectancy for people with major mental illness is 56 years (the average life
expectancy in the U.S. is 77.7 years)

* Mental disorders and substance abuse are the leading cause of disability in the United
States and Canada

To this list we can now add another statistic—according to the Treatment Advocacy
Center, and based on an analysis of data provided by the Substance Abuse & Mental Health
Services Administration, people with mental illness are three times more likely to be in
the criminal justice system than hospitals. In some states, such as Nevada and Arizona,
the ratio is closer to 10 times more people with mental illness in jails and prisons (Insel,
2010).

As mentioned earlier in this text, there has been a drastic decrease (about 90%)
in the number of state hospital beds over the past 50 years. Yet, the number of
Americans with mental illness continues to increase as the population expands.
Policy changes have significantly impacted the number of individuals with mental
illness being sent to jails and prisons. As discussed earlier, people with mental ill-
ness are more likely to also have a substance abuse problem. Keeping this in mind,
mandatory sentencing requirements for drug crimes mean that these individuals are
now being incarcerated without any (or at minimum with little) consideration to the
underlying mental health concerns in fueling drug-related offending. “Most of all,
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however, [the] statistic [above] reveals a failure to provide alternatives in the mental
health care system for people requiring hospitalization” (Insel, 2010).

Individuals with mental health concerns begin to fall through the cracks in the
systems of care in American communities. Recall that the National Alliance on
Mental Illness commonly cites an important National Institute of Mental Health
statistic—typically, it takes an average of 8—10 years after the onset of mental health
symptomatology to begin to formally address these mental health concerns (NAMI,
2017a). This does not take into consideration any gender or cultural differences that
may even further delay the time it takes to seek help. Rhetorically, it appears as
though the popular perception of mental illness in the form of a crazy, delusional,
and violent individual aggravates this delay in seeking help; or alternatively, the
lack of mental health awareness blunts our ability to detect mental health concerns
until mental health symptomatology reaches some critical mass. This critical mass
could present itself when an individual winds up homeless, in an emergency room,
or as a jail inmate; yet, it does seem that, many times, these costly issues to remedy
tend to be a starting point in addressing underlying mental health concerns. The fol-
lowing section takes a deeper look into mental health safety net and its continued
inherent problems.

4.2 Common Problems

One leading and pervasive problem is access to services within a local area, particu-
larly among the most vulnerable individuals in our communities. Ex-offenders reen-
tering society post-incarceration certainly fall among this broader class of vulnerable
individuals. Simple gaps in access can be merely transportation (reliable transporta-
tion) to get to treatment services, participate in group and support meetings, travel
to the pharmacy or doctor’s office to obtain medication (even if they were affordable
or free), and so on. Depending on the location in which a person resides, rural ver-
sus urban area in particular, there may be insufficient to nonexistent public transpor-
tation services available. As such, the lack of transportation can be a primary barrier
to treatment, services, and employment — something that most of us would take for
granted. Fortunately, some treatment facilities and new programs (including grant-
funded programs and program streams) are adding in the funding to supply clients
with transportation options, such as taxi reimbursement, gas cards, transit “tokens”
or pre-loaded cards, etc. (Fraze, Lewis, Rodriguez, & Fisher, 2016). For example, a
recent workshop of the National Academies of Sciences, Engineering, and Medicine
recently evaluated the available data and metrics on the value of connecting patients
to transportation services. Of particular value, the experts present at the workshop
opined on the return on investment of these services:

There is stiff competition for limited transportation resources, Ed Christopher said, and
Congress requires justification for the spending of public money to ensure that the money
spent achieves a positive return.... He observed that return on investment is viewed differ-
ently by different stakeholders. For transportation access to care, he said, the questions
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Table 4.1 Summary of the main points of speakers of the workshop on the value of connecting
patients with treatment services, National Academies of Science, Engineering, and Medicine

* Inclusive planning is a key element of success. It is important to directly engage the people
who will be served by community transportation in the planning process and to understand
what their specific needs are

e Education can improve transportation. Transportation providers might not understand what
accommodations the patient needs; health-care providers often do not know the transportation
options available and therefore cannot advocate for patients; and patients are often unaware of or
do not understand how to use the transportation that is available in the community

» Different stakeholders view return on investment differently, depending on their individual
goals

* Cross-sector collaboration will be aided by developing a shared vocabulary and shared
metrics.

e There is an immediate need to make the business case that investing in transportation to care
is of economic value, and there is also a need for longer-term research that demonstrates
improvement in quality of life and the impacts of prevention

revolve around whether the efforts are making people healthier. Lefler noted that return on
investment is difficult to ascertain in health care because it depends on illness, age, income
level, and other factors of the many individuals involved. The ultimate question is whether
quality of life is being improved.... Cronin highlighted the need for new and innovative
cross-discipline research and stressed the need to “speak the language” of those you are
trying to convince. He described some of his early work on return-on-investment calcula-
tions for medically related transportation services. One approach is to calculate cost avoid-
ance (as a result of, for example, reduced ED visits, hospitalizations, or missed days of
work). He said that much of the work at that time was based on assumptions about relation-
ships between transportation and care (e.g., how many trips to care might correlate with
avoidance of a 1-day in-hospital stay). He agreed that medical trips are about quality of life
improvement, but he added that those controlling the funding (i.e., the tax dollars) want to
show that they are generating a financial return (NASEM, 2016).

Often, transportation can be one of the costliest parts on a treatment budget, and this
can have an impact on the treatment quality given the high cost of gasoline, insur-
ance (including liability), motor pool maintenance, and so on; some care providers
may be a great distance from clients, particularly in suburban and urban areas. Or
there may be only one provider in a large area because the funding and options are
based on population rather than size of the area. In these cases, creativity is needed
to ensure proper treatment. For example, some programs offer treatment providers
to go to the clients (e.g., make house calls) rather than the other way around. This is
part of the benefit of “assertive community treatment,” described more in depth in
an upcoming section within this chapter (Table 4.1).

With ongoing budget cuts and political barriers, mental health and substance
abuse services have become increasingly scarce in many communities across the
United States. Less public facilities, less providers (and less quality providers), and
less beds/space available continue to be the primary concerns among mental health-
care leaders. Statistics show that behavioral health needs are increasing but the
availability of treatment is decreasing. This leads to the major focus of this text: the
obstacles described here lay the foundation of the key problem that has existed for
years. Now more than ever, more individuals are using jails and prisons as a means
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to get clean. Families and friends are also encouraging this idea due to the fact that
there are no other options. Ironically, for those suffering from a mental illness, “get-
ting clean” can increase the possibility of mental health concerns surfacing—lead-
ing to a particularly vulnerable moment in people’s lives.

4.2.1 Medical Coverage

A very obvious obstacle to seeking treatment is the lack of insurance, particularly
access to Medicaid, to cover the cost of care. “Medicaid is the single-most impor-
tant financing source of mental health services in the [United States], covering
nearly 27% of all mental health care in [the country] and nearly half of the public
mental health spending, according to SAMHSA” (NAMI, 2017b). Further, if a per-
son is unable to acquire gainful and meaningful employment due to a criminal back-
ground, they are often unable to secure private health insurance of any kind. Without
health insurance, the options for treatment are very limited, require the most severe
symptoms before consideration, often have considerable waitlists, or are completely
unavailable. Fortunately, some states have been moving forward with plans to help
people leaving prison; this change typically comes in the form of adopting Medicaid
expansion under the Affordable Care Act.

Louisiana offers a recent example. In 2016, after a long period of resisting
Medicaid expansion, a bipartisan effort was spearheaded to join over 30 states
which have expansion in place. This policy shift allows for ex-prisoners to be eli-
gible for Medicaid upon release, with the potential of having benefits the moment
these individuals leave prison facilities. While not currently in place, the goal is to
initiate and complete the process to receive Medicaid (as well as other relevant ben-
efits) in the months leading up to release. To do so, the Louisiana Department of
Health (LDH) is collaborating with the Department of Public Safety and Corrections
(DOC) to develop the ability to maintain a “suspended” status on Medicaid benefits
that can be activated on a particular date (e.g., a release date). To date, it is routine
to simply cancel benefits, forcing individuals to handle reapplication on their own
upon reentry; as an interim process, sporadic reentry programs across the state
employ case managers who assist with the application process. Allowing inmates to
gain access to health benefits will hopefully allow improvements in health and
decrease in returns to prison. “LDH and DOC implemented phase one of the prere-
lease enrollment initiative in January for offenders in the seven DOC state facilities.
As of February 27, 2017, 230 offenders have been linked to a health plan, and it is
expected that approximately 2,800 offenders will qualify for coverage annually,
with about 30 percent of these former offenders being eligible for case manage-
ment” (Louisiana Department of Health, 2017).

With the Affordable Care Act, and Medicaid for that matter, in peril due to loud
calls for reform in the current political discourse, it is very difficult to anticipate how
these trends will continue into the intermediate or distant future in regard to indi-
viduals with a criminal record (particularly, felons). While it is easy to cast political
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opponents of Medicaid expansion as adversaries of mental health, bipartisan
political forces seem to be sending mixed messages. For example, the Twenty-First
Century Cures Act continues to receive bipartisan support. Any movement to defund
Medicaid may be supplanted with the support embedded in the Twenty-First Century
Cures Act to some extent. Since the fates of the Affordable Care Act and Medicaid
are still being debated and the policy changes of the Twenty-First Century Cures Act
are being put into place, positive gains in mental health infrastructure appear to be
secure in the near future, with the distant future having a murkier outlook.

4.2.2 Medical Records

Electronic health records (EHR) or electronic medical records are digital copies of
an individual’s clinical history. Hospitals are working to adopt these electronic
records for many reasons. First, the ease of use is highly beneficial in most medical
settings. A doctor can use a laptop or iPad throughout the hospital to have a patient’s
current medical information in seconds. Additionally, the information can be much
more accurate and real-time since staff has the ability to input information immedi-
ately. EHRs allow for less use of resources since there is less need for storage, cop-
ies, and physical transfers of information. On a bigger scale, EHRs can offer access
to information among many facilities, across many areas. If a person moves out of
state, their electronic file can be easily obtained by the new treating physician to
maintain care without any “cracks.” Perhaps the most important reason of any listed
here, EHRs have become required for any organization to seek federally funded
research dollars.

The use of EHRs can be vital in working with individuals with mental illness.
Maintaining accurate history regarding physical issues, medications, or even family
contacts can be difficult with some who suffer from a mental health diagnosis.
Additionally, individuals who have a mental health diagnosis and begin medication
management often stop taking their medication once they “feel better.” Having issues
such as these well documented can empower each provider, stakeholder, and/or part-
ner to engage in informed decision-making with their patient/client. In other words,
EHRSs can be vital in maintaining a continuum of care for an individual, especially
those with mental illness and in the criminal justice system (particularly, those who
are passing from one system to the other and vice versa). Often with mental illness,
and not unlike other illnesses, treatment may not be immediate. Individuals can use
resources like medication management and other therapies to help treat their diagno-
sis. Using electronic medical records, other doctors and treatment professionals can
understand the medical history of the individual being treated. Understanding a per-
son’s medical history can help treatment professionals identify best practices and
hopefully prevent future setbacks. Ideally, jails and prisons will also move toward the
use of electronic medical records to also ensure the best care for individuals involved
in the criminal justice system with a mental health diagnosis. With this process, the
hopes would be to eliminate further “cracks” in treatment.
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SAMHSA discusses the use of health records for patients and their families.
Often, over the course of care, an individual will coordinate with multiple different
providers including doctors, mental health professionals and other service provid-
ers. The use of EHRs will allow for less information to be lost, resulting in better
overall wellness. SAMHSA explains using health information technology, “Health
IT also offers you these benefits:

e Secure access to your personal health information

» Easy care coordination between providers

* Access to remote care from your home

e Self-management tools for you and your caregivers (SAMHSA, 2017)

While the concept of EHRs is far from new, the issue is that health-care systems
have been slow to adopt this tool or have yet to fully integrate this tool into all facets
of each system (Palabindala, Pamarthy, & Jonnalagadda, 2016). Yet, much progress
has been made in the wake of the Health Information Technology for Economic and
Clinical Health Act (enacted 2009; United States Department of Health and
Hospitals, 2017). Data on EHR adoption can be found at the Office of the National
Coordinator for Health Information Technology (https://dashboard.healthit.gov),
which details that the vast majority of American physicians using some form of
EHR and over 90% of critical access hospitals of various sizes throughout the coun-
try (2017). Thus, at this point, the issue is not whether or not the tool is in use but
how it is used. As providers gain more experience using EHRs, the benefits of using
these systems—improved clinical decision-making, better communication among
providers and between providers and patients, and reducing medication errors—can
be fully realized. In addition, and of critical value for mental health professionals,
the quality of case notes placed in EHRs can vary from provider to provider. While
having access to medical histories can provide a rich resource to current providers,
an abundance of poor case notes within an EHR may present a lost opportunity to
make use of previous treatment encounters. For example, a recent review of a local
agency providing mental health services in Louisiana showed considerable varia-
tion in the quality of case notes entered into a popular EHR. One provider working
at the agency tended to use very brief and often repetitive narratives to describe his/
her interactions with clients. As such, the case notes did not offer any individualized
narratives for each client. This finding was shared with the agency’s quality assur-
ance manager as it is highly unlikely that all clients are presenting the same circum-
stances, experiences, and symptoms nearly in the same way (Khey, unpublished
research—Findings from an audit of a local Louisiana mental health provider).

At this time, it is unclear just how much of the narrative type of information placed
in EHRs can be considered valuable and usable. What is clear is that medication his-
tories have been reliable, and EHRs have a proven track record of reducing medica-
tion errors relative to medication errors of patients in systems not using EHRs. This
medication history can also offer mental health professionals clues as to prior treat-
ment decisions and, in conjunction with even moderate-quality case notes, can con-
tinue to be invaluable for making contemporary decisions. As these systems continue
to flourish, their capacity to aid patients will certainly continue to grow.
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4.2.3 Double and Multiple Stigma

As discussed earlier, stigma can be a difficult obstacle to overcome. Within the
criminal justice system, the label of “criminal” can be harsh, misunderstood, and
almost impossible to wipe clean. In the mental health realm, stigma can be just as
harsh and limit or prevent an individual from seeking treatment. Now, imagine the
stigma of incarceration and mental illness together. Having both labels and negativ-
ity piled on can be the catalyst to harmful and tragic outcomes. For example, the
statistics for suicide in both populations are high in isolation, but the compounded
stigma of both being a “criminal” and “crazy” often places these individuals at
greater risk of self-harm and/or suicide.

Double stigma is defined as the presence of two stigmatized qualities present in
one person. This can be a criminal history and mental health concerns. Some
researchers have attributed a double stigma to be present among transgendered indi-
viduals who have mental health concerns, others have argued a double stigma
among Muslim Americans who have mental health concerns, and so on. Beyond
double stigma, multiple stigma is simply the presence of additional stigmatized
qualities in one person. Each stigmatized status arguably confounds and magnifies
each other, leading to poorer and poorer outcomes, and lessens the likelihood of
healthy, “normal” lives.

While this simplistic terminology does not appear in many mainstream sources,
its underlying assertions are clear. This will be addressed more fully in a subsequent
chapter, but it is important to note here that stigma and labels can often be likened
to a snowball effect—in other words, stigma and labels and build off of each other
to knife off potential opportunities the legitimate and pro-social world, pushing
those with stigma away from society and leaving them vulnerable to victimization,
self-medication, homelessness, and much more.

4.2.4 Barriers of Public Housing

Often, individuals with mental illness and/or a criminal background have difficulty
finding housing. This can be as a result of either or both “classifications”—the
mentally ill or the criminal. Family and loved ones may not have the resources
necessary to care for a person with higher needs or may not want to help, particu-
larly with the cumbersome and/or expensive process of securing housing.
Additionally, with stigma for both mental health and crime, shame and guilt can be
factors influencing the involvement of loved ones. Housing difficulties are often the
result of criminal history:

Public Housing Occupancy Guidebook provided by the United States Department of
Housing and Urban Development

Ineligibility Because of Criminal Activity (24 CFR § 960.204) PHAs are required to pro-
hibit admission of families with members:
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Who were evicted from federally assisted housing for drug-related criminal activity for
3 years following the date of eviction (unless the family can demonstrate that the person
who engaged in the drug-related activity has been rehabilitated or is no longer a member
of the household); or

Who are currently engaging in illegal use of a drug; or

Who have shown a pattern of use of illegal drugs that may interfere with the health,
safety, or right to peaceful enjoyment of the premises by other residents; or

Who are subject to a lifetime registration requirement under a State sex offender regis-
tration program; or

Whose abuse of alcohol or pattern of abuse of alcohol would interfere with the health,
safety or right to peaceful enjoyment of the premises by other residents; or

Who have ever been convicted of drug-related criminal activity for manufacture of
methamphetamine on the premises of federally assisted housing.

The Guidebook goes on to discuss in more detail on what would eliminate a person
from eligibility:

Involvement in Criminal Activity on the Part of Any Applicant Family Member that Would
Adversely Affect the Health, Safety or Right to Peaceful Enjoyment of the Premises by Other
Tenants (24 CFR § 960.203(c)(3) and 960.204) PHAs are required to check an applicant’s
history of criminal activity for a history of crimes that would be lease violations if they were
committed by a public housing resident. Before the screening steps are examined, consider
that certain actions and behaviors require a rejection of an applicant:[emphasis added] -
Persons evicted from federally assisted housing for drug-related criminal activities may not
be admitted for three years from the date of eviction. In cases where the statute prohibits
admission for a certain period of time, PHAs may now set a longer period of time for the
prohibition (24 CFR § 960.203 (c) (3) (ii)). - Where the regulations specify a prohibition
period for certain behavior, PHAs can consider the mandatory period and any extension of
the discretionary period. - The discretionary time period for prohibition of admission can
vary based on the type of activity. For example, a PHA may have a policy that an eviction
where the applicant was manufacturing or dealing drugs results in a 5-year prohibition. In
the case of life-time sex offender registrants, a PHA may establish long periods or a lifetime
ban. - Persons engaging in the illegal use of a drug.... (U.S. Housing and Urban
Development, 2017)

Solutions to housing restrictions are described below in the following section.

4.3 Common Resources

Outside of incarcerated settings and in the “free world,” there are a number of treat-
ment options for and resources available to individuals suffering from mental health
concerns. Traditional treatment options often include individual or group therapy and
even family therapy. Individual therapy features regular one-on-one sessions with a
licensed mental health professional and, on its own, offers a light and effective treat-
ment for common mental health symptomatology. Also known as counseling or psy-
chotherapy, individual therapy sessions often occur weekly in the therapist’s office.
Therapists can be licensed professional counselors, licensed clinical social workers,
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and psychologists, and ideally, these mental health professionals would work in
conjunction with a psychiatrist who could potentially prescribe medication to the
patient, if/as needed. Each session generally lasts around 1 hour, with the length
depending on the needs of the client. Sessions can discuss an array of topics includ-
ing social skills, coping skills, and relationships, to name a few.

On the other hand, assertive community treatment (ACT) is considered one of
the most intensive treatment options available for severe mental illness that demands
an “all-hands” approach. ACT is a team-based model designed to treat individuals
on a 24-h-a-day, 7-day-a-week basis while the patient remains in the community.
Described in detail below, an ACT team features professionals across several disci-
plines and perspectives that can aid treatment provision. Thus, there are many dif-
ferent types of treatment that vary depending on the severity of illness, time
available, and, as always, funding. Further, treatment options include a variety of
settings, each with advantages to consider when customizing a patient’s individual-
ized treatment plan.

Additionally, group therapy can be beneficial for some individuals. Group ther-
apy consists of a therapist and a group of clients. The ideal number for a successful
group should be less than 12 clients, but this can vary in different settings. Also,
groups can be topic based as well and range from grief to substance abuse to parent-
ing and beyond. Often, group therapy is most readily available to a majority of
mental health “consumers” due to its relative low cost and effectiveness. More fre-
quently, support groups are also leveraged for the same reasons. In many circum-
stances, support groups lack the lead of a trained clinician; however, and more often,
support groups feature peer support specialists that can aid individuals with mental
illness and/or substance use disorder cope with their disease, learn more about their
triggers, and heal through shared experiences.

Each of these modalities is described below, along with other resources available
in the community to help individuals with mental illness heal, learn to live with their
illness, live comfortably, and live life to the fullest extent possible.

4.3.1 Transitional Housing and Recovery Residences: Halfway
Houses, Sober Houses, and Three-Quarter Houses

For some leaving prison or a secure medical facility, a “halfway house” or other form
or transitional housing is a great option (oftentimes, the only tangible option) that
allows an individual to learn how to reenter society. This type of housing helps to
slowly re-acclimate to everyday life, learn life skills and coping skills, and begin the
process of recovery on solid footing alongside others who can benefit from the group
therapy dynamic. An individual begins to regain their independence while also main-
taining structure and support to ensure ease in the most difficult transition time.
The vernacular for transitional housing varies across the country. Broadly speak-
ing, transitional houses—or recovery residences—refer to an array of housing
options that offer different levels of rule strictness, obligations to attend treatment,
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and structure. For example, halfway houses have stricter rules, often have
requirements of attending AA/NA or other 12-step (or similar) meetings, and
engage in drug testing to ensure abstinence in comparison to three-quarter houses.
In addition, halfway houses may place restrictions on residents in their ability to
leave the house freely as they wish. In reality, a variety of transitional housing
resources exist throughout the country with varying levels of rules, restrictions, and
resources; the goal would be to find a resource that would match the facility to the
needs of the client with the overarching goal, in most cases, to gradually step down
the restrictions on this client until he or she can live independently and healthy and
engage in broad pro-social behaviors.

4.3.2 Detox

Some substance use disorders must be treated immediately with medically moni-
tored detoxification or “detox.” In this process, the patient will be forced into with-
drawal from their drug(s) of choice in the safest way possible, which many times
requires medication to moderate the discomfort of withdrawal symptoms, to stabi-
lize vital signs, and to protect a patient from harm and death directly due to with-
drawal or indirectly due to the psychological effects of withdrawal. Medical detox
is most important for the cessation of chronic alcohol, barbiturates, and opioids; in
particular, the withdrawal syndromes produced by chronic alcohol and/or barbitu-
rates consistently produce life-threatening effects.

To be specific, SAMHSA defines detoxification as “a set of interventions aimed
at managing acute intoxication and withdrawal. It denotes a clearing of toxins from
the body of the patient who is acutely intoxicated and/or dependent on substances
of abuse” (SAMHSA, 2006). Typically, the detoxification process takes place within
an inpatient setting to allow for the proper monitoring of the person by trained medi-
cal staff around the clock. “During inpatient detoxification, a person is monitored
24/7 by a trained medical staff for up to 7 days. Inpatient detoxification is generally
more effective than outpatient for initial sobriety. This is because inpatient treat-
ment provides a consistent environment and removes the person battling addiction
from exposure to people and places associated with using” (NAMI, 2017c).
Importantly, detoxification alone is not sufficient in the treatment and rehabilitation
of substance use disorders (Table 4.2).

It is further helpful for individuals unfamiliar with the inner workings of detoxi-
fication services to note its principles for care as promulgated by SAMHSA. These
nine principles are often mantra-like in the industry, a phenomenon that occurs
often in the treatment business:

1. Detox is not a cure for substance abuse or substance use disorder. Instead, it is
likely to be a first step into drug recovery (and a recovery orientation) and can be
the first entry point into an array of treatment events in one’s life.

2. Substance use disorder can be treated and patients can have hope to progress into
recovery.
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Table 4.2 Guiding principles and assumptions of detoxification and substance abuse treatment
(SAMHSA, 2006)

1. Detoxification alone is not sufficient treatment for substance dependence but it is one part
of a continuum of care for substance-related disorders

2. The detoxification process consists of the following three components:

e Evaluation

e Stabilization

» Fostering patient readiness for and entry into treatment

A detoxification process that does not incorporate all three critical components is
considered incomplete and inadequate by the consensus panel

3. Detoxification can take place in a wide variety of settings and at a number of levels of
intensity within these settings. Placement should be appropriate to the patient’s needs

4. Persons seeking detoxification should have access to the components of the detoxification
process described above, no matter what the setting or the level of treatment intensity

5. All persons requiring treatment for substance use disorders should receive treatment of the
same quality and appropriate thoroughness and should be put into contact with a treatment
program for substance use disorders after detoxification

6. Ultimately, insurance coverage for the full range of detoxification and follow-up treatment
services is cost-effective. If reimbursement systems do not provide payment for the complete
detoxification process, patients may be released prematurely, leading to medically or socially
unattended withdrawal

7. Patients seeking detoxification services have diverse cultural and ethnic backgrounds as well
as unique health needs and life situations. Organizations that provide detoxification services
need to ensure that they have standard practices in place to address cultural diversity

8. A successful detoxification process can be measured, in part, by whether an individual who
is substance dependent enters, remains in, and is compliant with the treatment protocol of a
substance abuse treatment/rehabilitation program after detoxification

3. Substance use disorder is a chronic brain disease that often features relapse. This
disease should not be mistaken for moral weakness.

4. Patients are to be treated with respect and in a dignified manner.

5. Further, patients are to be treated supportively and without judgment.

6. Individualized treatment plans should be made in partnership with the patient
and, as warranted, with his or her support network (e.g., family, friends, partners,
and/or employers).

7. All treatment personal should promote rehabilitation and maintenance activities
at all times, as appropriate, and should be prepared to link the patient with sub-
sequent services immediately after discharge from detox.

8. Active participation and involvement of a patient’s support system should be
encouraged when appropriate while ensuring patient’s privacy, confidentiality,
and HIPAA rights.

9. Treatment professionals must consider differences in background, culture, pref-
erences, sexual orientation, disability, vulnerabilities, and strengths of each
patient when providing care (SAMHSA, 2006). Emphasis must be placed on the
fact that detox often serves as an entry event that begins the path to recovery
(also known as a treatment “career’’) but also may be necessary several times
across one’s substance use “career.”
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Fig. 4.2 Continuum of mental health services, courtesy of the Minnesota Department of Human
Services (2017)

4.3.3 Inpatient Treatment Services

Inpatient treatment can be beneficial and possibly necessary for a person experienc-
ing serious mental illness and/or severe substance abuse. The inpatient setting allows
for 24/7 care in both medical and mental health. Individuals often receive a multi-
tude of complementary treatments, supports, and care while in an inpatient treat-
ment center. An individual receives social support, medication management, medical
care, individual therapy, group therapy, at times recreational therapy, and possibly
art therapy. All facets work together with the overall goal of recovery from mental
illness and substance use. This comprehensive treatment approach can also work to
aid in overcoming past trauma or other underlying causes of the mental illness or
substance use yet is the costliest of options (outside of incarceration; NAMI, 2017c).

The popular culture references to 28-day programs, particularly for substance
use disorder treatment, often colors our perception of inpatient treatment services.
In reality, inpatient treatment is very diverse and includes several types of facilities,
including hospitals. Further, duration of inpatient services is often dictated by abil-
ity to pay and insurance coverage, while also considering a patient’s underlying
mental illness. As has been discussed throughout this text, the capacity to offer
inpatient treatment services has been sharply decreased relative to past decades.
Thus, these services are reserved for severe illness and for mental health crises that
require these services (Fig. 4.2).

4.3.4 Intensive Outpatient (IOP) Treatment

Intensive outpatient treatment or IOP is akin to “partial hospitalization” in that a
person receives treatment on a regular basis in a medical setting but returns home
each night (NAMI, 2017e). In an IOP program, an individual has multiple treatment
sessions each week. This type of treatment is often used in a transition after inpa-
tient and leads to a step-down to outpatient treatment. It can also be coordinated
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with a sober or halfway house for a fuller range of treatment support. Some
programs differentiate between IOP and partial hospitalization in that the former is
the less intensive version of the latter, but essentially, both require attendance during
the day for several days a week and will release patients into the community in the
afternoon or late afternoon.

4.3.5 12 Steps: AA/NA

Alcoholics Anonymous and Narcotics Anonymous (AA/NA) are group support
meetings, not therapy, that take place with a community-like approach to support
recovery from alcohol and drugs. These meetings are run and attended by individu-
als that suffer from addiction. Meetings can be open to the public or closed, specific
groups. Additionally, some meetings can be segregated to just women only. The
purpose of AA/NA meetings is to hold members accountable for their processing of
the 12-steps of the program. As the title implies, group members remain anonymous
in that what is discussed in the meeting is not discussed outside in public.
Twelve-step programs like Alcoholics Anonymous have become ubiquitous in
all treatment systems in the United States and are widely adopted worldwide, in
general. Overall, this support group orientation is effective in promoting recovery:
individuals who attend 12-step programs are twice as likely to remain abstinent
relative to those who do not, and more frequent attendance of 12-step meetings is
statistically correlated with higher rates of abstinence (Kaskutas, 2009). Further,
and perhaps most critically, these programs are incredibly cheap to run (ostensibly
free). These support groups should always be part of a broader individualized treat-
ment plan; however, individuals using AA/NA as their sole source of support and
“treatment” have been successful in improving their progress in recovery (Fig. 4.3).

4.3.6 Assertive Community Treatment (ACT) Teams

Assertive community treatment (ACT) is a multidisciplinary team-based approach
that provides around the clock care to patients in situ (i.e., where the patients are in
the community and not at any particular facility; NAMI, 2017d). Rather than a work
through referral process, ACT provides treatment directly to clients by offering a
team of professionals to handle any would-be referral among the team and not “refer
out.” In other words, any service a patient may need can be handled among team
members immediately, cutting out any “middlemen” of treatment provision. ACT
operates as a 24/7 treatment team just like inpatient services; however, ACT ser-
vices are provided at the location of the client rather than in a hospital/inpatient
setting. The team members are trained on multiple areas of topics including nursing,
substance abuse, social work, psychiatry, and vocational counseling.
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1. We admitted we were powerless over alcohol —that our lives had become unmanageable.

2. Came to believe that a Power greater than ourselves could restore us to sanity.

3. Made a decision to turn our will and our lives over to the care of God as we understood Him.

4. Made a searching and fearless moral inventory of ourselves.

5. Admitted to God, to ourselves, and to another human being the exact nature of our wrongs.

6. Were entirely ready to have God remove all these defects of character.

7. Humbly asked Him to remove our shortcomings.

8. Made a list of all persons we had harmed, and became willing to make amends to them all.

9. Made direct amends to such people wherever possible, except when to do so would injure them or others.
10. Continued to take personal inventory and when we were wrong promptly admitted it.

11. Sought through prayer and meditation to improve our conscious contact with God as we understood Him, praying
only for knowledge of His will for us and the power to carry that out.

12. Ha ving had a spiritual awakening as the result of these steps, we tried to carry this message to alcoholics, and to
practice these principles in all our affairs.

Fig. 4.3 The 12 steps of Alcoholics Anonymous (Alcoholics Anonymous, 1981)

According to NAMI, assertive community treatment began in 1972 as the
brainchild of Arnold Marx, Leonard Stein, and Mary Ann Test at Mendota State
Hospital in Wisconsin. ACT was initially meant to serve as a support system for
patients reentering the community from state hospitals during the early stages of the
deinstitutionalization movement. In particular, these mental health professionals
noted that many gains in mental health quickly tended to devolve after patients
return back into their communities. As ACT services are reaching its half-centennial
of existence, its proven success has earned it the distinction of being an evidence-
based service by SAMHSA.

The key features of ACT are:

1. “Treatment: psychopharmacologic treatment, including new atypical antipsy-
chotic and antidepressant medications, individual supportive therapy, mobile
crisis intervention, hospitalization, substance abuse treatment, including group
therapy (for clients with a [co-occurring disorder] of substance abuse and mental
illness)”

2. “Rehabilitation: behaviorally oriented skill teaching (supportive and cognitive-
behavioral therapy), including structuring time and handling activities of daily
living, supported employment, both paid and volunteer work support for resum-
ing education”

3. “Support services: support, education, and skill teaching to family members, col-
laboration with families and assistance to clients with children, direct support to
help clients obtain legal and advocacy services, financial support, supported
housing, money-management services, and transportation” (NAMI Minnesota,
2017)
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4.3.7 The Value of Compulsory Treatment

Specialty courts are discussed in a different chapter within this book, but there are
other ways that treatment can be required for those involved in the criminal justice
system. In fact, compulsory treatment often leads to the most successful treatment
experiences among patients, particularly when evaluating the likelihood of treat-
ment completion. Importantly, successful completion of treatment is correlated with
lasting success in recovery and healthy lives.

With court-mandated treatment, the added “benefit” of legal ramification with
treatment noncompliance helps to keep patients on the path to successfully com-
plete treatment regimes, often giving them the best chances of future success.
Further, treatment can be an option in lieu of incarceration or prosecution, which
also aids in giving people reason to stay clean, compliant, and out of trouble.
According to the NIDA, “most studies suggest that outcomes for those who are
legally pressured to enter treatment are as good or better than outcomes for those
who entered treatment without legal pressure. Individuals under legal pressure also
tend to have higher attendance rates and remain in treatment for longer periods,
which can also have a positive impact on treatment outcomes” (2017).

4.4 Treatment Settings

Treatment can be provided in a number of settings and locations. The settings
depend on the goals and recovery process of the individual seeking treatment. The
benefit of multiple options is that there can be multisystemic approach. In other
words, what works for one person may not work for another, so trying different set-
tings to find the “right fit” may be best.

Private practice for a therapist is similar to a doctor’s office. Often a therapist has
their own office or is with a group in a building. This setting lends to a more open
environment that is designed and decorated by the therapists themselves rather than
a more hospital-type vibe. Typically, if in a group, each therapist has their own
office in which to meet with clients. Insurance can be used in private practice set-
tings to help offset the cost of sessions. Individual, family, and group sessions can
take place in private practice offices. The following sections offer a review of other
treatment settings available to patients in the community setting.

4.4.1 Community Mental Health Centers

Community mental health centers (CMHC) provide mental health services to the
public. Generally, those visiting a community mental health center receive Social
Security disability and/or Medicaid benefits (Centers for Medicare and Medicaid
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Services, 2017). Local governments of the parish or county operate these centers,
which offer a variety of services to the public. Those services can include outpatient
treatment, group therapy and/or support groups, medication management, and case
management, and some offer specific substance abuse addiction services. CMHCs
can be very helpful in that they can offer referrals to other treatment providers and
useful programs in the community. Most people who seek help at a CMHC experi-
ence a severe impact of symptoms on their activities of daily living. This can range
between a variety of needs which result in a variety of referrals from day programs
to longer-term inpatient supportive housing.

4.4.2 Emergency Rooms and Hospitalization

As with certain medical situations, there are times when an emergency arises and
immediate treatment is needed for mental health as well. Additionally, in times of
suicidal ideations or homicidal ideations, seeking emergency help is in the best
interest for safety of the individual and/or others. A person can be brought to the
emergency room for immediate attention for a mental health concern. As NAMI
describes, “Situations that might require a trip to the emergency room include: a
suicide attempt, assault or threatening actions against another person, hearing
voices, paranoia, confusion, et cetera, or drugs or alcohol escalating to a person’s
mental health issue” (2017e). Often, going to an emergency room, whether volun-
tarily or involuntarily (loved one, ambulance, law enforcement, etc.), can be the first
step in beginning the process of treatment. Luckily, many emergency rooms in
major metropolitan areas have psychiatric areas specifically used to treatment-
emergent situations with a mentally ill person. Also, the staff is trained to handle a
psychiatric crisis and make the best decision for continued care.

4.4.3 Group Homes

At times, a group home may be a necessary type of supportive housing for a person
who needs more attention and care. For individuals who are in need of medication
management, but not in mental health crisis, a group home can be an option (NAMI,
2017f). As SAMHSA describes, “research literature documents that persons with
serious mental illnesses, and substance use disorders die younger than the general
population—mainly due to preventable risk factors (e.g., smoking) and treatable
conditions (e.g., cardiovascular disease and cancer)” (SAMHSA, 2012, p. 7). Part
of the measures taken to work to overcome these risk factors includes improving
access to primary care. In some cases, that care can be provided “in-house” while a
person is living in a group home or supportive housing, in collaboration with medi-
cal partners in the community. Individuals who are chronically ill can have access
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to both medical and mental health treatment within the setting of the group home or
be transported by the group home to attend appointments for these services in the
community. Additionally, individuals can live with other peers and work toward
social improvements. Group homes often offer the opportunity to learn skills and
activities all with the extra care.

4.5 Federal/National Resources

The federal system for criminal justice and health-care changes with each change
in administration. These changes can be both good and bad. First, the instability
on the system and all involved every 4-8 years can be a struggle. Additionally,
each administration can vary wildly in regard to views and ways to handle the
needs of the country, including by setting priorities and funding schemes to match
these priorities (particularly among major federal grant-funding agencies).
Fortunately or unfortunately, each state in the United States operates differently
on some systems. There are federal standards to adhere to for hospitals and levels
of treatment, but with other matters, policies can be changed or adjusted by state
government. Further, the issue of treating mental health as a separate issue allows
for more “flexibility” with treatment and funding at the state level. State govern-
ments make decisions about the allocation of money to each different entity, like
public-run hospitals. If a state is in need of making financial adjustments, they can
choose to defund those programs and even hospital. The following sections fea-
ture nationwide or federal resources that offer support to the issues documented in
this book.

4.5.1 SAMHSA

The Substance Abuse and Mental Health Services Administration (SAMHSA) is a
federal government agency that oversees many programs related to both mental
health and substance abuse. Under the umbrella of SAMHSA include many differ-
ent programs, campaigns, and initiatives including advisory councils to lead behav-
ioral health policymaking; strategic initiatives “to help provide treatment and
services for people with mental and substance use disorders [and support their fam-
ily]”; social media campaigns; literature for professionals, individuals, and families;
and current data on substance use and abuse as well as mental illness. Additionally,
SAMHSA offers opportunity for funding via grants for state governments, local
governments, and other related agencies (e.g., NAMI). These grants can offer
opportunities for agencies, localities, and states to develop and expand existing pro-
grams or innovate to create new programs (Table 4.3).
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Table 4.3 SAMHSA-funded programs (2017)

Grant program

Program description

State Pilot Grant Program
for Treatment for Pregnant
and Postpartum Women

“supports family-based services for pregnant and postpartum
women with a primary diagnosis of a substance use disorder,
including opioid disorders; 2) help state substance abuse agencies
address the continuum of care, including services provided to
women in nonresidential-based settings; and 3) promote a
coordinated, effective and efficient state system managed by state
substance abuse agencies by encouraging new approaches and
models of service delivery”

Cooperative Agreements
for Expansion and
Sustainability of the
Comprehensive
Community Mental Health
Services for Children with
Serious Emotional
Disturbances

“This cooperative agreement will support the provision of mental
health and related recovery support services to children and youth
with SED and those with early signs and symptoms of serious
mental illness (SMI), including first episode psychosis (FEP), and
their families...The SOC Expansion and Sustainability Cooperative
Agreements will build upon progress made in developing
comprehensive SOC across the country by focusing on sustainable
financing, cross-agency collaboration, the creation of policy and
infrastructure, and the development and implementation of
evidence-based and evidence-informed services and supports”

State Targeted Response to
the Opioid Crisis Grants

“The program aims to address the opioid crisis by increasing access
to treatment, reducing unmet treatment need, and reducing opioid
overdose related deaths through the provision of prevention,
treatment and recovery activities for opioid use disorder (OUD)
(including prescription opioids as well as illicit drugs such as
heroin)”

Cooperative Agreement
for the Provider’s Clinical
Support System—
Medication Assisted
Treatment Supplement

“Program purpose is to expand on the Drug Addiction Treatment
Act (DATA) of 2000 and continue SAMHSA’s currently funded
PCSS-MAT initiative...This supplement will provide additional
support to the current PCSS-MAT grantee by enhancing/expanding
medication assisted treatment (MAT) training and educational
resources to health professionals on evidence-based practices for
preventing, identifying, and treating opioid use disorders”

Promoting Integration of
Primary and Behavioral
Health Care

“The purpose of this cooperative agreement is to: (1) promote full
integration and collaboration in clinical practice between primary
and behavioral healthcare; (2) support the improvement of
integrated care models for primary care and behavioral health care
to improve the overall wellness and physical health status of adults
with a serious mental illness (SMI) or children with a serious
emotional disturbance (SED); and (3) promote and offer integrated
care services related to screening, diagnosis, prevention, and
treatment of mental and substance use disorders, and co-occurring
physical health conditions and chronic diseases”

Grants for the Benefit of
Homeless Individuals

“The purpose of this program is to support the development and/or
expansion of local implementation of a community infrastructure
that integrates behavioral health treatment and services for
substance use disorders (SUD) and co-occurring mental and
substance use disorders (COD), permanent housing, and other
critical services for individuals (including youth) and families
experiencing homelessness”

(continued)
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Grant program

Program description

Cooperative Agreement
for the Historically Black
Colleges and Universities
Center for Excellence in
Behavioral Health

“The purpose of this program is to continue to enhance the effort to
network the 105 HBCUs throughout the United States to promote
behavioral health, expand campus service capacity, and facilitate
workforce development. The HBCU-CFE seeks to address
behavioral health disparities among racial and ethnic minorities by
encouraging the implementation of strategies to decrease the
differences in access, service use, and outcomes among the racial
and ethnic minority populations served and trained by the program.
The goals of the HBCU-CFE are to promote student behavioral
health to positively impact student retention; expand campus
service capacity, including the provision of culturally and
linguistically appropriate behavioral health resources; facilitate best
practices dissemination and behavioral health workforce
development; and increase awareness of the early signs of
emotional distress and resources for early intervention”

Comprehensive Addiction
and Recovery Act:
Building Communities of
Recovery

“The purpose of this program is to mobilize resources within and
outside of the recovery community to increase the prevalence and
quality of long-term recovery support from substance abuse and
addiction. These grants are intended to support the development,
enhancement, expansion, and delivery of recovery support services
(RSS) as well as promotion of and education about recovery”

Grants to Expand
Substance Abuse
Treatment Capacity in
Family Treatment Drug
Courts

“The purpose of this program is to expand and/or enhance
substance use disorder (SUD) treatment services in existing family
treatment drug courts, which use the family treatment drug court
model in order to provide alcohol and drug treatment (including
recovery support services, screening, assessment, case
management, and program coordination) to parents with a SUD
and/or co-occurring SUD and mental disorders who have had a
dependency petition filed against them or are at risk of such filing.
Services must address the needs of the family as a whole and
include direct service provision to children (18 and under) of
individuals served by this project”

The Substance Abuse and
HIV Prevention Navigator
Program for Racial/Ethnic
Minorities Ages 13-24
Cooperative Agreement

“The purpose of this program is to provide services to those at
highest risk for HIV and substance use disorders, especially racial/
ethnic males ages 13-24 at risk for HIV/AIDS including males who
have sex with other males (MSM). The program will place a
particular emphasis on those individuals who are not in stable
housing in communities with high incidence and prevalence rates of
substance misuse and HIV infection. It will provide opportunities to
enhance outreach to the population of focus and assist them in
receiving HIV medical care”

(continued)
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Table 4.3 (continued)

Grant program

Program description

Resiliency in
Communities After Stress
and Trauma

“The purpose of this program is to assist high-risk youth and
families and promote resilience and equity in communities that
have recently faced civil unrest through implementation of
evidence-based, violence prevention, and community youth
engagement programs, as well as linkages to trauma-informed
behavioral health services. The goal of the ReCAST Program is for
local community entities to work together in ways that lead to
improved behavioral health, empowered community residents,
reductions in trauma, and sustained community change”

Cooperative Agreements
to Implement the National
Strategy for Suicide
Prevention

“The purpose of this program is to support states in implementing
the 2012 National Strategy for Suicide Prevention (NSSP) goals
and objectives focused on preventing suicide and suicide attempts
among adults age 25 and older in order to reduce the overall suicide
rate and number of suicides in the U.S. nationally”

Grants for the Benefit of
Homeless Individuals

“The purpose of this program is to support the development and/or
expansion of local implementation of a community infrastructure
that integrates behavioral health treatment and services for
substance use disorders (SUD) and co-occurring mental and
substance use disorders (COD), permanent housing, and other
critical services for individuals (including youth) and families
experiencing homelessness”

Cooperative Agreement
for the Historically Black
Colleges and Universities
Center for Excellence in
Behavioral Health

“The purpose of this program is to continue to enhance the effort to
network the 105 HBCUs throughout the United States to promote
behavioral health, expand campus service capacity, and facilitate
workforce development. The HBCU-CFE seeks to address
behavioral health disparities among racial and ethnic minorities by
encouraging the implementation of strategies to decrease the
differences in access, service use, and outcomes among the racial
and ethnic minority populations served and trained by the program.
The goals of the HBCU-CFE are to promote student behavioral
health to positively impact student retention; expand campus
service capacity, including the provision of culturally and
linguistically appropriate behavioral health resources; facilitate best
practices dissemination and behavioral health workforce
development; and increase awareness of the early signs of
emotional distress and resources for early intervention”

Comprehensive Addiction
and Recovery Act:
Building Communities of
Recovery

“The purpose of this program is to mobilize resources within and
outside of the recovery community to increase the prevalence and
quality of long-term recovery support from substance abuse and
addiction. These grants are intended to support the development,
enhancement, expansion, and delivery of recovery support services
(RSS) as well as promotion of and education about recovery”

(continued)
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Table 4.3 (continued)
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Grant program

Program description

Grants to Expand
Substance Abuse
Treatment Capacity in
Family Treatment Drug
Courts

“The purpose of this program is to expand and/or enhance
substance use disorder (SUD) treatment services in existing family
treatment drug courts, which use the family treatment drug court
model in order to provide alcohol and drug treatment (including
recovery support services, screening, assessment, case
management, and program coordination) to parents with a SUD
and/or co-occurring SUD and mental disorders who have had a
dependency petition filed against them or are at risk of such filing.
Services must address the needs of the family as a whole and
include direct service provision to children (18 and under) of
individuals served by this project”

The Substance Abuse and
HIV Prevention Navigator
Program for Racial/Ethnic
Minorities Ages 13-24
Cooperative Agreement

“The purpose of this program is to provide services to those at
highest risk for HIV and substance use disorders, especially racial/
ethnic males ages 13-24 at risk for HIV/AIDS including males who
have sex with other males (MSM). The program will place a
particular emphasis on those individuals who are not in stable
housing in communities with high incidence and prevalence rates of
substance misuse and HIV infection. It will provide opportunities to
enhance outreach to the population of focus and assist them in
receiving HIV medical care”

Resiliency in
Communities After Stress
and Trauma

“The purpose of this program is to assist high-risk youth and
families and promote resilience and equity in communities that
have recently faced civil unrest through implementation of
evidence-based, violence prevention, and community youth
engagement programs, as well as linkages to trauma-informed
behavioral health services. The goal of the ReCAST Program is for
local community entities to work together in ways that lead to
improved behavioral health, empowered community residents,
reductions in trauma, and sustained community change”

Cooperative Agreements
to Implement the National
Strategy for Suicide
Prevention

“The purpose of this program is to support states in implementing
the 2012 National Strategy for Suicide Prevention (NSSP) goals
and objectives focused on preventing suicide and suicide attempts
among adults age 25 and older in order to reduce the overall suicide
rate and number of suicides in the U.S. nationally”

4.5.2 National Alliance on Mental Illness

The National Alliance on Mental Illness or NAMI is a mental health organization
created to help improve the lives of people suffering from mental illness. The goals
of NAMI include educating and advocating on topics related to mental illness.
Additionally, the organization works to promote awareness with events including
NAMIWalks as well as offer help and support with the NAMI HelpLine. For col-
leges and universities, NAMI on Campus is a campus club that works to end the
stigma associated with mental illness as well as help to make connections for ser-
vices and needs for students on campus. NAMI offers a startup packet and support
to create a club on campus for those interested.
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As an example of a NAMI local office, NAMI New Orleans offers a prime
example of a vibrant NAMI operation working in collaboration with community
partners to advance its mission. NAMI New Orleans operates two offices in the
greater New Orleans area and provides a variety of services for the community.
Adults living with severe mental illness in the area can receive services like coun-
seling, Community Psychiatric Support and Treatment (CPST), Permanent
Supportive Housing Services, psychosocial rehabilitation skills training (PSR), and
even a drop-in center.

The Drop-In Center provides groups weekly as well as educational courses that last for
10 weeks regularly. These groups are run by peers trained by the NAMI Peer-to-Peer pro-
gram. “The Peer-to-Peer program helps [an individual]:

* Create a personalized relapse prevention plan

e Learn how to interact with healthcare providers

e Develop confidence for making decisions and reducing stress

» Stay up-to-date on mental health research

e Understand the impact of symptoms on the person’s life

» Access practical resources on how to maintain the journey toward recovery” (NAMI,
2017g)

Programs like these are important in that an individual with mental illness can
receive support and help from others who understand their situation. Additionally,
and importantly, individuals can learn to advocate for themselves in their own lives,
especially in relation to medical needs. Ultimately, support and confidence can aid
in the overall recovery and wellness for the person with mental illness.

In addition to services provided directly to the individuals in need in the com-
munity, NAMI also provides programming for family members and caretakers of
those with mental illness. These programs can beneficial to understand the illness of
a loved one, understand their role in recovery and wellness, help to reduce stigma
and boost awareness, and finally aid in reduction of burnout and compassion fatigue.
NAMI New Orleans provides Mental Health First Aid, Mental Healthcare Navigation
Team, Family Education and Support, Peer Education and Support, Advocacy and
Community Education, and Advance Directive for Mental Health Treatment.

The Family Education and Support programs vary from structured multi-week
courses taught by trained professionals to the Survivors of Suicide Loss support
group which “is a free peer-led support group for adults whose lives have been
impacted by the loss of a loved one to suicide, whether recently or in the past”
(NAMI New Orleans, 2017).

4.6 Example of Innovation in Available Resources
and Emerging Technology: Mobile Health (mHealth)

The use of applications or apps by many has grown for all sorts of options. From
shopping to language skills and everything in between, “there’s an app for that.”
Now, there are also apps for therapy and treatment. Talkspace is a web-based treat-
ment platform that can be used on a computer or cell phone. The process involves
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an initial assessment and then a matching process (not unlike online dating) to
establish a positive relationship between therapist and potential client. Users can
denote special needs like LGBTQ friendly or Veteran knowledge to assure their
needs are met in future therapy session.

Though application and web-based treatment options are nontraditional, they do
provide options and help for those who may not otherwise have access or not seek
treatment. The use of electronic devices can make the argument of both a help and
a hindrance since there have been many studies regarding the limits on screen time
or being present rather than glued to a phone, but that is a different book entirely.

The American Psychiatric Association (APA) has taken notice of the use of tech-
nology in treatment and is working to ensure best practices are used. The APA pro-
vides a process for rating apps by professionals. As well as rating, professionals can
use the app evaluation model on the APA’s website to review and identify the best
apps for their clients. The model is founded in the idea of “do no harm.”

The four areas comprising the model (beyond gathering basic background information) are:

Safety/Privacy

Evidence (i.e., effectiveness)

Ease of Use

Interoperability (American Psychiatric Association, 2017).

Bl S

4.7 A Canary in the Shaft: American Mental Health
Troubles Seen Abroad

Unfortunately, the struggles to treat mental illness are more widespread than the
United States, particularly when discussing the issues of justice-involved individu-
als with mental health issues. In Italy, for example, there were recent changes in
government and funds which resulted in the closing of the forensic hospitals. This
means that all individuals in the hospital that were previously being treated were
either transferring to a regular hospital, put into a traditional jail/prison setting, or
released. As a result, the health-care system, criminal justice system, and commu-
nity are all affected. In 2015, Italy finally closed their six remaining forensic psychi-
atric hospitals (Barbui & Saraceno, 2015; Casacchia et al., 2015):

In 2012, a new law (Law 9/2012) established that new residential facilities had to be devel-
oped to better meet the needs of providing intensive and high-quality mental healthcare to
socially dangerous individuals with mental disorders under proper secure conditions. These
small-scale facilities (no more than 20 individuals, up to 4 patients per bedroom) are
intended to replace admissions to forensic psychiatric hospitals.... As expected, the new
law has activated a heated debate among Italian mental health professionals. As a general
point it should be emphasised that this reform has been approved without clear cut evidence
of its cost-effectiveness. Similarly, the results of studies describing the outcomes of patients
discharged from forensic psychiatric hospitals are unavailable, and no recent and reliable
information on the clinical characteristics and care needs of forensic psychiatric patients
have been collected.... [A]nother critical consideration is the extra burden that community
services will face. Several facilities in Italy are presently understaffed and in the past few
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years economic resources have been cut, to a varying degree, across the country. Additional
resources will also be needed to increase the competence of mental health professionals
working in community services in treating criminal offenders with mental disorders (Barbui
& Saraceno, 2015, p. 445).

It appears that the American experience is not exclusive nor unique. As such,
American students and professionals should be aware of other systems under stress
and observe differences (and similarities) to other approaches to navigate these
problems as a learning device. Further, growth from shared experiences works for
mental health patients; why should it not be helpful for mental health professionals
as well?

4.8 Conclusion

In the conversation about treatment, specifically for justice-involved individuals,
there are both good news and bad news. There are new innovations and technology
being created daily to aid in allowing access to treatment for persons who otherwise
may not have had any help. Additionally, federal grant funding allows for counties,
parishes, and states to incorporate successful models that have been proven to work
but would not have been a possibility due to funding. That being said, there contin-
ues to be strife in the realm of treatment for many states. The point here is that
individuals experiencing symptoms of mental illness need treatment, not unlike any
other illness. If a person is in need of treatment, then why are they often incarcer-
ated? The answer is broken system.

Those with severe mental illness are more likely to be homeless. If they are
homeless, they may be out in public experiencing delusions and/or hallucinations.
As mentioned before, the stigma and stereotype with mental illness lead the public
and sometimes first responders (who may not be properly trained) to believe these
individuals are violent or cause a public threat. In reality, most are not violent but
are in dire need of help and care. Taking a person to jail who is hearing voices or is
severely paranoid is not the answer. Jail will not help because it is not treatment. Not
only that, if they are paranoid or in the midst of a delusion or hallucination being
taken against their will only to be locked up will most likely escalate the situation.
Imagine being locked away and not understanding why or fearing harm. This com-
promises the safety of the individual, the first responders, the public, and those
inside the jail/prison system.

This brings back the conversation regarding jail and prison staff and their safety.
Without treatment, illnesses get worse, and in this case those illnesses lead to further
delusions or hallucinations. Often, this results in self-harm, possibly suicide. Then,
consider those witnessing these acts and attempting to help. Incarceration does not
cure mental illness.

Even further, the cost of incarcerating an individual comes into play. Keeping a
person in jail or prison for days, weeks, months, or even years gets expensive.
Alternatively, treatment can be provided and may be shorter and cost less.
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Obviously, some violent crimes are the exception to the treatment instead of incar-
ceration argument. There is a reality of those who commit horrible, violent crimes
due to a mental illness, and incarceration is part of the sentence for those crimes.

Humanity should be considered in all situations. No one would ever think to lock
up a person with diabetes or cancer, so why should bipolar disorder or schizophrenia
be any different. Even consider nonpsychotic disorders like depression and anxiety.
If a person experiencing clinical depression is incarcerated without treatment, how is
that person expected to recover? If they are released, how can society expect success?
Also, as mentioned before, these individuals tend to return time and time again to jail.
Each time costs money, and each time does nothing to help the person with mental
illness. Therefore, time and money are wasted, and the person’s illness gets worse.
Additionally, the person may seek medical attention as well, thus costing more
money from the health-care system. This benefits no one including the taxpayer.

Changes should be made at all levels of interaction: local, state, and federal. On
one side, there are taxpayers and government officials often discussing the fiscal
side of the 