
ROUGH EDITED COPY

SOUTHEAST TACE

IMPROVING EMPLOYMENT OUTCOMES FOR INDIVIDUALS WITH PSYCHIATRIC DISABILITIES SEMINAR

December 1, 2011

CAPTIONING PROVIDED BY:

ALTERNATIVE COMMUNICATION SERVICES, LLC

PO BOX 278

LOMBARD, IL 60148

******

This text is being provided in a rough‑draft format. Communication Access Realtime Translation (CART) is provided in order to facilitate communication
accessibility and may not be a totally verbatim record of the proceedings.

******

>> JILL HOUGHTON: Well, welcome, everyone, to today's webinar which is part one entitled adults with severe mental illness, substance abuse and corrections webinar.  This is actually the second webinar that we are putting on around improving employment out comes for individuals with mental health disabilities.  I'm Jill Houghton and I'm today's moderator.


Many of you know the southeast TACE's mission is to improve the quality and effectiveness of vocational rehabilitation services and enhance employment out comes for individuals with disabilities in the southeastern states.  Those states are Alabama, Florida, Georgia, Kentucky, Mississippi, North Carolina, Tennessee and South Carolina.  TACE is with the ADA center and the southeast ADA center are managed by the Blatt University and we are really excited that this series is being done in collaboration with the University of North Carolina at chapel hill.  And pleased that this series has been led by Charlie Bernacchio and Eileen Burker and they will be joined today with a consultant, Laurie Coker.  


A little introduction to our speakers. Charlie is assistant professor and coordinator of rehabilitation counseling at the University of Southern Maine.  He recently finished his 6th year at the University of North Carolina at Chapel Hill where he worked with psychiatric disabilities and directed the rehabilitation and psychology program and teaches rehabilitation counseling and some other core counseling courses and we have Eileen Burker who is currently an associate professor in the Department of Allied Health Sciences and is an adjunct professor of psychiatry and rehabilitation counseling and psychology program at the University of North Carolina at Chapel Hill.  Last but not least serving as a consultant today with us we have Laurie Coker.  She has volunteered for many years in the non‑profit arena including as a number of the North Carolina Vocational Rehabilitation Counseling Program and she is the director of North Carolina consumer advocacy network and support organization. So at this point I'm going to turn it over to Charlie, Eileen and Laurie...so take it away.
>> CHARLIE BERNACCHIO:  Welcome to our second webinar which is focusing on adults with substance abuse and co occurring severe mental illness with a corrections background, I'm delight ed that all of you could join us today.  Eileen Burker is going to also be doing a number of slides that are related to the internal treatment in corrections for people with psychiatric disabilities.  I don't know if you want ed to say anything, Eileen.

>> JILL: Hi.  Thanks, Jill, for the lovely intro and we look forward to hearing and sharing your information with you and hearing your feedback today.

>> MR. BERNACCHIO:  Also we have Jill had noted we have Laurie Coker with us who is the director of a consumer advocacy organization in North Carolina.  Laurie would you like to say hello.

>> LAURIE COKER:  Yes.  My name is Laurie Coker.  I'm probably one of the biggest educators for me personally about this issue and has been the life and death of our son, Peter, who died almost three years ago at 27.  At his own hand.  And losing a job was probably one of the bigger pieces of the or bigger factors in his absolute desperation.  Work is important for people with mental health problems and who have addiction problems so I think it's a very relevant conversation we're going to be having.  Thank you.

>> MR. BERNACCHIO:  Thank you, Laurie.  It's great to have all of you participating and I noted lots of participants that have logged in.  So we are really excited to do this presentation and get your questions and feedback.  I did want to also point out we are going to try to do the presentation and allow for some time at the end so we will probably stop about 3 quarters of the way through.  We may not get through all of the slides and there will be a second part to this particular webinar that is going to be scheduled and Jill will bring up the date later but that will be in early January as a part two to this particular webinar.  


So our focus today is, if I can get the slides to move, the focus is going to be on adults with severe, persistent mental abuse with a corrections history and if you can note that there are considerable high number of people with severe mental illness that are currently in the criminal Justice system and there are a number of different reasons for that so we are going to talk a little bit about those reasons and also what the prevalence is currently based on some of the latest research that has been done.  Also we will talk about the fact that there is a high co occurrence of substance use and a number of the individuals who do get into the correction system because of their convictions for substance‑abuse offenses and they also need to have some type of treatment and oftentimes they are self medicating, so we will talk a little bit about why they may not be getting treatment or whether or not the correction system is adequately equipped to provide the kind of treatment that they need.  

There will also be information about the national effort for trying to deal with individuals with mental illness that have criminal offenses in the national correction system and then we will talk about both the mental health treatment that is offered in corrections as well as re entry, which will focus on some of the models in helping people with substance abuse and severe mental illness.  And leave the correction system or possibly divert them from being in and serving a criminal offense sentence and hopefully get them into treatment earlier so there will be some models and some of these coming from some reports that have been done nationally by the Justice center and the state Council on government.  So those are some of the resources that we cite later in the presentation.  


As you can see there is a high prevalence of people with severe mental illness that are ending up in criminal Justice courts and then also in some cases that has a tragic out come when they are sentenced.  Law enforcement oftentimes is inadequately prepared.  There have been ineffective in resolving the problem and we find out that as a result especially a lot of county jails but also state prisons are places where we find individuals who have minor offenses and a lot of instances that could be better served in the community.  We will talk about those different models, the jail diversion model and then also the mental health courts.  


What often happens is there is mandated treatment for people when they are identified and they go through the correction system, but what we find out is when we look at a number of individuals from this Justice Center report from 2009, there is severe inadequacies in terms of providing the correct treatment and psychiatric care while they are in the hospital.  We also know that the government, state government particularly, are often state and local county governments are often not able to provide the funding resources to provide those services within the institutions and then they are struggling with the community resources because we often find our mental health services are under funded.  So these kinds of issues really compound the situation.  


In the report that we will talk about, this is really a comprehensive report that gives reliable estimates of what the prevalence of people with severe mental illness is like in corrections over the last 20 years.  So what we find is that the research on people with severe mental illness focuses mostly on people with the major Axis one condition of bipolar, schizophrenia they were looking at 20,000 adults in local jails so there is quite a bit of data and what is interesting is there is a presence of severe mental illness in 14.5% of men and even higher, alarmingly higher is the presence in the female population, 31% of women in the studies.  We have a considerable high rate of clinically diagnosed severe mental illness of 16.9% for people, adults in corrections that highlights, you know, the population with the most significant disabilities and greatest need.  We really have to look at the treatment requirements for serving this population and especially what demand it places in the prison and correction system and know that it's an unique situation where we have such a high rate among women who are in U.S. jails.  


So if you look at the estimates that are applied to jail admissions across the country being reported in 2007, it points out there are some major issues in terms of the numbers of individuals with severe mental illness.  I know the Department of Justice is also issued a report back in 2008 about the prevalence of serious mental illness in the corrections populations.  


Why is this happening?   We have some reasons that we think contribute to this.  Certainly public misperception and a lot of times individuals that are being identified as violent, sometimes that is with law enforcement officers that can contribute to this, but we know, in fact, that less than 1% of people with severe mental illness are really violent and a lot of times it's the overreaction that sometimes creates additional charges being brought against people with severe mental illness because the police really aren't equipped to handle their encounters with individuals that have active symptoms.  High rates of co- occurring substance abuse disorders is another issue.  We know there are lots of arrests and convictions for drug‑related crimes.  And that often is tied to the problem with substance use and people self medicating.  

If we look at the prevalence of substance use and disorders this is going back to the early '90s.  We had high rates of people with schizophrenia and bipolar disorder and personality disorders that are showing up with having active substance use problems and this is pretty consistent with individuals that are in the correction system, if they are not using substances before they get convicted, they are more than often at high risk for using substances once they are in the correction system because of the exposure to contraband and problems with substances being so readily available.  


This is a major issue for us for those of us who are working with people with psychiatric conditions and especially if they have had any encounters with the Justice system and the corrects, have experience in corrections.  Oftentimes the substance use behavior is closely linked with their criminal activity and some of the senses that they are involved with, whether they are arrested and convicted for actual use or possibly selling substances, sometimes it's related to theft in order to be able to pay for their drugs.  


One of the questions in the argument that is being presented is shouldn't it be more appropriate to provide behavioral health interventions rather than arrest and convict people and put them in jail knowing that there is less of a chance that they will get the adequate care, mental healthcare and treatment in a corrections institution?  Most of these individuals are engaged really with the correction system and early and often those with co occurrence substance abuse disorders are more actively symptomatic and what we find is there are psychotic features with a lot of their active symptoms and because of that, whether or not the medications that they are taking are being used and also that they are using substances or maybe they may be just self medicating and refuses to use medications and sometimes they are not actively treated.  So what happens is they often are in crisis and then they may encounter the law enforcement.  


Now, in situations where people aren't treated and law enforcement are properly trained there is a program called crisis intervention training, CIT, that is very well‑known nationally and promoted by NAMI and they do work with corrections and law enforcement, particularly, and so those offices are better trained and equipped to work with individuals when they encounter them.  But there is still a lot of public safety and law enforcement that are not trained using the CIT model.  

And so what we find out is because people have a high rate of acute substance abuse symptoms in addition to not managing their psychiatric condition, they may become violent.  There is also a lot of evidence that shows individuals with that kind of a problem become violent and as a result their symptoms are more aggravated, they become agitated, aggressive and they may assault an officer and sometimes they have additional charges in addition to the charge that they are originally being sought for.  


So there are lots of different factors and issues that come into play.  Here are some other factors,  and they might explain why individuals with psychiatric conditions do end up getting arrested and face the Court systems.  Sometimes it's not being able to get affordable housing and access that so that they are home less.  Sometimes vagrancy or disorderly conduct that are frequently associated in arrests and people with substance I mean with severe mental illness also are not able to get treatment so because they don't have the health insurance or they can't access the mental healthcare in the community, they continue to be actively symptomatic and some don't choose to get care or they are trying to live independently without any kind of treatment.  


And we also have people who sometimes are in and have psychiatric conditions that also relate to their criminal ‑‑ the criminal pathology of their condition, so we do have people who are anti social personality, individuals that have been involved in the Juvenile Justice system too that are diagnosed with a personality disorder that end up in corrections and so that might identify some of that population that have a mental illness.  So a combination of these factors, again, help to account for high rates of people with psychiatric conditions in our correction system.  So as a result ‑‑ yes?   Is this Laurie?
>> LAURIE COKER: I think this is the slide where we thought maybe a comment could be helpful.  I'm going to be sure I speak clearly because I got a note that I have to be a little clearer but I also have been writing in some notes as we have been going so people would take a look on the side bar, notes that are supporting or going along with or addressing some of what Charlie has mentioned.  


I think one of the concerns that I see, that could have a practical solution if we would all advocate a little more for it is looking at pre- booking jail diversion.  Most people do a kind of a post jail, post incarceration approach and it's the jailing itself that seems to cause, you know, even more of a psychological injury that keeps people ‑‑ they lose their ‑‑ it diminishes their hope for getting out of the cycle.  But in pre-booking, what happens is if somebody comes in and they are intoxicated or they are acting strangely because of mental illness, a clinician who is on call comes to the jail and actually does an evaluation ahead of booking them because a lot of times it's found that if it's not been a major, you know, not an felony offense sometimes it needs better met to get treatment and get them into a recovery cycle because often they don't get linked into recovery after being jail ed and while there are some good services that can happen in jail, there is not ‑‑ we don't have the right kind of programs to follow‑up after people get discharged.  

So jail diversion is so very important for them.  I guess the interplay between a mental illness and addiction, it just enhances any possibilities for violence, for violence against self, for anger, for the motivational, the motivation to try to get a job.  It's easy for people to get in a pattern of not accepting or ascending responsibility for themselves so it really complicates the mental health issues when somebody also has addiction.  Thanks.

>> Thanks, Laurie.

Those are excellent points.  We are going to talk a little bit about the jail diversion model as well as the criminal ‑‑ I mean, the community courts, which is another intervention that is a partnership for the folks in corrections and the mental health providers.  So I think Laurie is making an excellent point about the fact that actually experiences in the institution can contribute to additional traumas, so if you can imagine people with severe mental illness who may have a drug offense but are in a corrections facility and encountering a number of people with more severe felony offenses, they are often vulnerable in that kind of environment and may be abused in that setting.  And so as a result being in a correction facility can exacerbate symptoms and also put those individuals at greater risk because of the nature of that inmate population that they are going to encounter on a day‑to‑day basis. 
 
And there are also abuses that happen in jails and correction facilities, some of that may be as a result of mistreatment by staff as well as inmates so I think a lot of that can have a lasting effect and escalate substances so that is one of the things we want to recognize for people with severe and persistent mental illness.  Implications for a national initiative.  This is a major piece of legislation that was enact ed through the U.S. Department of Justice and so the mentally ill offender treatment crime reduction act are trying to build this and there are a number of states participating in this.  


I have been familiar a little bit more with what is going on in North Carolina.  Those of you in the Southeast may also hear of some of these initiatives that are happening in your state.  It would be really helpful to look into some of those initiatives and become a little bit more familiar and knowledgeable about them as they relate to the populations that you serve in your region.  One of the reasons for this is to really promote comprehensive strategies to reduce recidivism and of people with mental illnesses showing up in jails and prisons.  


So these are three of the areas.  And then we will also talk a little bit in addition to talking about this as a part of this initiative, the first one I have already mentioned which is the CIT model which are specialized police‑based responses.  They won't be included in any depth in this presentation today, but that is still an important intervention and the police and law enforcement that are trained using the CIT model do a wonderful job so I would encourage folks to work with NAMI and help support and promote that in your area.  And we will talk about jail diversion and mental health courts as treatment alternatives.  And then we will also talk about what kinds of interventions occur in the jail and Eileen will talk about it and why there are treatment interventions implemented in prisons and why the continuity of care also assisted the transition when individuals go through re entry and back into the community.  

So I think at this point I'll hand off the presentation and let Eileen tell you a little bit about the treatment models that are delivered in the prison.

>> EILEEN BURKER:  Okay.  All right.  Well, you may or may not be surprised that there is not a lot of good mental health treatment going on in prison for people who are sort of in prison and not looking at an immediate release.  But we do have some folks working on it and some recommendations being made.  


So this talks about the criminal Justice mental health census project and it came up with recommendations to improve the criminal Justice system treatment of people with mental illness so their recommendations which seem extremely basic but important and probably not widely prolific and that is why we need these recommendations are very basic, just to screen everyone who comes in for mental illness and use standardized tools and a trained screener and use the tools that are evidence‑based and everyone should also, as part of that screening be evaluated for suicidal ideation and intent.  And any detainee who gets a positive screen should be referred to mental health professional for a full mental health assessment.  

So the screener sees everyone and then for those folks who get a positive screen they should be referred to a mental health professional.  And then they should get a full assessment.  And there should be someone should facilitate the release of information between the jail and the mental health provider.  And they recommend that all jails and prisons have in house crisis response and short term mental health treatment and I think you probably have seen more of that at the Federal level than at the state and county level at this point.  They also recommend that you facilitate someone's continued use of a prescribed psychotropic medication and begin discharge planning at the time of booking.  


I think throughout all these research studies I will be talking about next and Charlie mentioned also is sort of planning and continuity of care is so important.  Okay.  So another issue and Charlie mentioned it at the beginning the increasing number of women in prison with mental health issues.  And so Thornton and Bloom came up with principles that should be taken into consideration when you are coming up with a treatment plan for women.  The first principle is acknowledge that gender makes a difference.  Male inmates are different from women, female inmates with mental illness.  Create an environment based on safety, respect and dignity and that may be a challenge depending upon the county jail, state prison or Federal prison that you're talking about.  Develop approaches that are relational and promote connections with these folks, children, family, significant others, their communities, address the abuse and trauma and mental health issues and culturally relevant service, provide women with opportunities to improve the socioeconomic and so the Colorado department of corrections did what I thought was a pretty interesting study.  


They looked at the effectiveness of two separate programs and one was a modified therapeutic community treatment program and the other was for inmates with co‑occurring substance abuse and severe mental illness.  And so the therapeutic community, the inmates who were assigned to the therapeutic community program got cognitive and behavioral therapy to change their attitude and lifestyles in three areas, so substance abuse, mental illness and criminal thinking and behavior.  

So these folks went through psycho-educational classes to help them recognize their drug use pattern, understand their diagnoses and develop coping skills for both the substance abuse and the mental health problems, which is such a beautiful integration and I think how it needs to be.  And then they there were CBT therapy protocols to help inmates look how to interpret events and justify the criminal behavior and inappropriate responses and sort of do some cognitive restructuring to look at things differently.  Their mental health status was looked at daily and they had weekly medication use monitoring.  And there were groups where they discussed personal issues and address ed maladapted behaviors and it was to foster personal responsibility and the key things in the group is peer support and peer feedback.  If you ever have been in an or watched videos of groups done in prison, the feedback they give each other is so much more powerful than what the Counselor gives them, it's very moving.  And the folks in the therapeutic community program attended the program five days a week, four to five hours a day.  So that is a lot of commitment to that program from the Justice system and also from the inmates and the Counselors working in the project.  


The mental health program, I'm jumping around, is very similar and involved weekly individual therapy, counseling in groups and did CBT, they did anger management and had weekly drug and alcohol therapy.  The main difference between the two treatments was the therapeutic communities use of the community as the healing agent and reliance on the mutual peer or self help in the group setting.  So one other thing about the study is that the folks, the inmate whose completed the therapeutic community program in the prison could participate in the therapeutic community after care program after they were released and they went to a place called independence house which was an after care program and it helped, it supported them continuing the program they did in prison after release.  And so they did ‑‑ they continued to do the therapy and the counseling and then also basic skills training like cooking and banking and how to use the library and also relapse prevention and coping and they got the mental health counseling and medications and psychiatric services at a local mental health center so it does sound like a great program.  
What they found was that the duration of treatment differed for the people in the three groups so folks involved in the therapeutic community in prison and were discharged or released from prison and went to the independence house were involved with the program for 22 months.  The ones who did only the therapeutic community in prison but didn't get the after care were involved for 15 months and standard mental healthcare was in prison for 11 months and if you compared the therapeutic community groups, both groups put together versus the folks in the mental health group as you might have predicted, the therapeutic folks in those groups had lower rates of re incarceration.  If you looked at the therapeutic community group who went on to the after care and you looked at them compared to the mental health groups they had lower rates of incarceration and criminal activity.


And the basic finding from this is that what we need is long treatment duration and continuous treatment from in prison and then as you leave prison.

>> MS. COKER: If I could add, Eileen, I think the other excellent thing about this approach is the use of peer support and the fact that those peers are used as bridges from the institutional setting out into the community setting.  Because it gives more confidence to the person.  It's such a big step to go from that confined, routine setting out into the open community and a lot of people fear it and as some of you on this call may know, there are people who will sabotage themselves to get back in jail after they have been released because not having a routine or no focus or not having the support is so scary so this does sound like an excellent program.  I'm glad you put the details up.

>> Thank you.  I think those are great points, Laurie.  Okay.  So I found a couple of interesting studies or projects not necessarily just solely within prison treatment, but programs that take you from prison to release.  And one was called the jail in reach project and it was done in Texas and it was specifically designed for home less people who were in prison with a mental illness and a substance abuse disorder or both.  And in a county jail in Texas which I think is remarkable because I imagine hope less people with severe mental ill answer and substance abuse in most county jails do not get the best treatment.  But this study provided services to treat the mental health issues and the substance abuse issues and to also improve health and to help them with social support.  


This project started when they were in the county jail and it followed people after they were released from jail.  And what they found was the out come was more than half of the people who were in the project remained connected with their mental health services after they were released from jail.  But less than a third of those people who were home less and mental illness and substance abuse not in the program remained connected with the mental health services they had while they were incarcerated so it works.  If we can get some of the programs going they do work and they do help.  


And there was another study looking at the prison system in Oklahoma.  Oklahoma's discharge planning program.  It was implemented in three Oklahoma state prisons for inmates with severe mental illness.  What they did is hired three discharge managers and these people were employees of the mental health center but had offices in the prison and they worked with the members of the prison mental health treatment team and these folks, their main job was to identity people with severe mental illness likely to be eligible for medicate and helped them apply for benefits before they are released from prison.  And Charlie is going to talk about this later, about I think Medicaid, Medicare for people in prison.  But this program increased Medicaid enrollment increased by 15% and it's used by 16% and I think if we want these folks with severe mental illness to get services and to have quality of life after they are discharged, a lot of them will need these services.  So I thought this was kind of an innovative program.

>> It sounds like a great idea.

>> Yeah.  So I'm going to turn it back to Charlie now.

>> MR. BERNACCHIO:  Thank you, Eileen.  What I think we would like to do in the time that we have left, because I know we are going to be short and we want to be sure to leave some time for questions and I know people are making comments as we present, the two handouts that we sent to you, I just wanted to remind folks we won't discuss though those specifically, but they are very valuable in helping if there are individuals even individuals that you may be working with that are clients that have been fits because they qualified for SSI and they do get incarcerated, the one page chart talks specifically about how those individuals need to look at what ‑‑ the steps they need to take to retain benefits so it's helpful for them to have that information and also if they are going to be incarcerated for any length of time, what sorts of steps can be provided do help them, to keep their benefits, if the benefits get suspended there is detail in the best practices handout you have from the center that talks a little bit about what can be done to be sure that individuals can be able to recover those benefits at the point when they are being discharged and so that becomes very important.  

So what we will talk about now is just basically the three types of services.  I'll talk a little bit about work release programs while somebody is in corrections because we have talked so much about treatment, we have not really said anything about employment and do people with psychiatric conditions have an opportunity to do that when they are incarcerated and that is where work release comes in.  We will also talk about, I'll briefly get into talking about the two models, jail diversion, the two types of jail diversion programs and the community courts.  


So, work release.  What this particularly provides is as individuals are close to being released from prison or a county correction facility they have to be within the final 6‑to‑24 months of the term, usually they are in a low‑security facility that the correction system will offer work experience in the community before they re enter.  This is always a good chance for people especially people with psychiatric conditions if they can gain some work experience.  It also provides them the chance to show a local employers that hiring people with a criminal record can be a benefit and there could be really low risk to hiring somebody and try to educate employers a little bit more. 

It also helps to build that relationship between the correction's facility and private sector industry to try to advance the interest in hiring people who have had a criminal record.  Prior to release, as I said, it helps give people experience in a work setting, so there are certain soft skills that individuals get to develop that will help them retain a job when they get out in the community.  Also helps them to learn appropriate social skills and being exposed to the community and work with settings and what the expectations are.  And for employment.  So getting exposed to work ethic and the kind of commitment to a job so going to help them in the long‑term avoid re incarceration.  Sometimes temporary work placement can be a foundation for allowing individuals who get to show what they can do prior to re entry, there are employers that will actually hire them upon their release so it becomes beneficial in that way.  These are several of the effective work release models that are cited by the Justice center.  This one that is part of a foundation, the Safer Foundation in Illinois and they provide a 35‑hour a week experience in work.  There are also other kinds of benefits in that program where people get education, so there are adult education courses.  

Sometimes individuals also can get their GED and then life skills and other kinds of services that go along, career services, pioneer human services is a partnership with the state of Washington Department of Corrections and they have units that are located sometimes they find that it was easier to give people the work experience away from the correctional facility because some facilities are not located in urban areas where there are lots of work opportunities, so that is the model that they developed.  The Virginia Department of Corrections has a jail transition program that provides intensive workshops as well as work experience helping people learn how to apply for jobs and then also some of the service can be in a public area where it might be non‑paid but they get a chance to provide the service back to the public.  This pre-release program is a private company that is in New Jersey that has a number of services similar to the other models where they are helping individuals to get some work and transition back into the community.  

So I'll go through these pretty quickly.  This basically is just identifying the challenge to individuals coming out of a corrections facility, people with severe mental illness need to have help being effectively assessed and then also placed for care and we will get into talking a little bit or I will share a little about the relationships because there is a certain amount of supervision that comes from probation and they are often involved in transition back to the community to try to reduce the stress and trauma.  And then also we know that there is a lot of costs associated with that, so some of that cost has to be shared.  And we have to try to make sure that there is a return to the resources invested in these kinds of re‑entry programs.  

These models are providing an option so that individuals, if possible, are not going to be incarcerated and serving sentences for long periods of time.  And not getting treatment.  So I've already mentioned the jail diversion as one model, so what is it that jail diversion does?   It helps address the need to be accurately diagnosed and also get behavioral health treatment that is currently not being provided so there ask a diagnostic assessment that is involved.  It's also ‑‑ the complexity of the system and working with the courts and probation to provide the right services, it also requires and in most cases an integrated treatment program for people with co‑occurring disorders.  

However, there are models that use what is called the cert of community treatment and we talked about that evidence based practice in the last presentation so there are sometimes act teams that are actively involved in jail diversion programs.  But more often they need to use motivational interviewing techniques and that was one of the important interventions that is used in the integrated dual diagnosis program.  


There are two types of models for jail diversion, pre-booking and a more common post-booking.  And I'll talk a little bit about those.  The pre-booking model is one that is often highly visible and used in conjunction with the crisis intervention teams, the law enforcement teams that I talked about.  So there ‑‑ they are often in a partnership with them.  One of the important things is a single point of entry so once the police identify that this person is a good candidate and the sense that it's related to their substance abuse, they are immediately referred to the jail diversion program.  There is no refusal policy, so anybody's accepted.  That is referred from a CIP program.  And there is a stream line intake procedure to try to reduce any delays in getting individuals into treatment.  It's a legal foundation for the police to be able to directly refer to a mental health program.  

So the providers are open to getting direct referrals and sometimes they are also staff who actually ride with police and doing out reach crisis services so that sometimes can facilitate this kind of referral process.  Cross training of staff also occur where the folks who are involved in the Justice system probation as well as mental health personnel are all being trained together.  In the pre-booking.  Post-booking jail diversion, the key features of this effective model is integrating community level services across the board so we have social services as well as mental health services and folks who are involved in the judicial system more than often the case manager is somebody who is involved with probation, corrections and probation.  So there are regular meetings that occur between the staff from these different programs.  They have a liaison designated one and use the word boundary standard which is often the case manager who is involved managing the services between the judicial system as well as mental health and the community service, social services.  It's characteristic to try to identify people who fit the diversion criteria and are most in need of mental health treatment.  And that is the other jail diversion model.  


The post-booking model does require a strong leader with good communication skills or as I mentioned this is where this person who knows a lot about the Justice system as well as having had a working relationship with mental health and other social services, so you really have to try to recruit that type of a case manager to be able to work on the jail diversion program, the post-booking jail diversion.


The mental health courts, and I'll try to finish up with what mental health courts offer, this is a cross system collaboration with key elements to successfully operate a Court specifically focused on mental health population and mental health population and the elements make clear that it's not a solution, the sole solution to helping people with psychiatric conditions avoid long sentences but it does have a working relationship oftentimes with a prosecutor and the prosecutor works directly with the probation and mental health providers, so the purpose for the mental health Court is to divert the mental health consumer whose have a conviction away from the criminal Justice system and into treatment programs.  It doesn't absolve them from the conviction but holds it in place until the individual can get effectively get mental healthcare and treatment.  


So identification for community mental health referral is part of the initial booking in that Court situation when the Court hears the case and the charges.  The Court team approach is to create treatment plans and supervision and that provides a designated Court liaison to implement the supervision that supervision is basically what they are doing through the probation services.  It establishes a designated appropriate treatment slot prior to the judicial ruling so the Judge knows exactly what is going to be available for the individual when they impose any sentence or mandatory treatment.  And it includes a monitoring for any kinds of sanctions that can be re-instituted.  So if the person doesn't follow through with the treatment and stick with the treatment plan, they can always have their sentences reinstated.  


These are the ten essential elements and at this point I'm going to end at this point and open the rest of the time for questions cross system training and planning is involved.  There is clearly a targeted group, people with psychiatric conditions and oftentimes these are people with co‑occurring substance abuse diagnosis.  There is timely identification linking to services, clear terms of participation and as I have spelled out there are likely consequences if somebody doesn't follow through.  Consumer has a choice in the process and there is comprehensive treatment and confidentiality is secured for the consumer.  The Court team and cross system of planning and coordination of services continues after the sentencing is made and then there is a monitoring process and evaluation that is presented back to the Court and to the judicial system.  So we will continue with the presentation and pick up in the next webinar which will focus on the need for integrated dual diagnosis treatment and so I know that we have some questions and folks can just fire away if you have any specific questions at this point that we can try to address.
>> There is a question.

>> You get resistance from the Court?

>> I think that is a great question.  I think the ‑‑ if it's the mental health court, that Court is specifically designed for working with these kinds of cases.  So in that sense the mental health courts are not resistant but other courts it depends on the charges and I think it depends on the relationship that the Justice system in that particular region has with the mental health community and the coordination.  I know in Carolina they had a couple of good jail diversion programs and also have a mental health Court that operates quite well in the orange county area.  Okay.  Another question.
>> If ‑‑ the next question is ‑‑ go ahead.
>> If we think it would be possible to address the over all culture within the prison system.  I think prison reform itself is a really big issue and I think I know just from some of my interactions with efforts in North Carolina as well as Maine there is exposure to a lot of substances and I think, I mean, I don't know how to best answer that.  I do think there is a real problem within prisons when people go in and get exposed to a lot of criminal activity and behavior.  Eileen or Laurie.

>> I don't know if you saw, I'm sorry, this is Laurie, can you hear me?

>> Yes.

>> Okay.  Just last week a report came out from the state about our situation at the central prison in Raleigh for people with mental illness.  I used to work as a correctional nurse and sometimes even and for the protection of people who have psychiatric disorders, they are actually put in the maximum security level of the jail that I had worked in, assuming they were protecting them from other people.  But the deprivation and all the issues related to being further pulled out from the community it does have terrible consequences on people's lives.  It's an area that needs so much advocacy indeed.  I think that if we did find the correctional system working more with the mental health system and even with the vocational systems we would find that the culture would start to shift because people would look at folks through a lens of maybe there is a possibility for these people to have lives that contribute some day.  But and I have put a question in there about that, how much does voc rehab work into the mental health courts because I think that is one place where we could advocate if it's not because we know and it was said on prior webinars, but the role of meaningful occupation in people's mental health whether you have a diagnosis or not is major.

>> Yeah.  I think that is an interesting question to consider how early could voc rehab be involved.  We will be sending out the information and I know Laurie has information and resources that she has typed up, so we will send that.  Let me see if I can get another question.  Peer support is it part of the treatment team?   I don't know for a fact.  It's offered in all the treatment teams.  For the models that we talk about A CT, act community treatment and IDDT, both of those are team models and on those teams there is a requirement to have a peer specialist so they should have one.  Now, whether or not the teams actually do is another question, but I think that they should.  That is a good question.  Okay, then there is Laurie's question.  Another question.  I was trying to get to maybe this last question.  Whether or not someone has mental health issues and co‑occurring issues and every one would benefit from a more positive environment and I could not agree with you more, Amy, I think it's helpful and the collaboration between corrections and community mental health is very difficult.  And then the decisions that are made about people going to the mental health Court versus the regular Court, it's typically that the individual has been identified as having a severe mental illness and often their offense is related to the co‑occurring, you know, substance abuse disorder and related the offense typically identified are tied to that so that that would be how I would answer that question.  And we can certainly take some more questions and just respond to them, so I'll ask Celestial if she can just on the rest of this information because I think we are running out of time.  I see we are a couple minutes over.
>> We are indeed.  And thank you so much.  Thank you Charlie, Eileen and Laurie for an awesome presentation and thank you to all of our participants for such great questions.  Let's see.  In terms of the evaluations for today's webinar, will you post a link there so that folks can click on it and complete the evaluation so that we can learn how to make these things better?   That would be awesome.  And I would like to thank all of you that have participated and done the pretest and although you may have done that you still need to take the post test in order to get the education credits.  And in terms of education credits, let's see, was this webinar ‑‑ this webinar was approved for one CRCC and you have to log in and take the post test and score 80% or better so if you have questions our contact information should be on the screen.  And if you have any questions that you would like to direct to any of the presenters please send us an e‑mail and we will make sure they get routed appropriately.  Thank you again, Charlie, Eileen and Laurie for an awesome presentation and everybody have a wonderful day.
>> Thank you.

>> Thanks, Jill, Jill, we want to remind folks for the January 12 will be the second one.

>> Part 2, part 2 of this webinar, sorry is on January 12 at 12 p.m. eastern.

>> Great.  Thank you.  Thank you all.

>> So please get register ed and join us.

>> All right.  And have a great day.

>> Bye, Charlie.

>> Bye, all.

>> Thank you so much.

>> All right.  Bye.

>> I feel like the Walton's.

>> Good night, MaryAnne.

>> Bye now. 

