is warranted for all specialty court participanes. This
is typically provided twice weekly during early, more
intensive phases of treatment, and once weekly or
biweekly during later stages of treatment.

Graduated Sanctions As is the case among other
specialty court participants, those with co-occurring
disorders will benefit from
graduated sanctions that are imposed swiftly, that
establish a clear and measured connection between
the behavioral infraction and the response, and that
are applied consistently over time. It is generally useful
to employ a team approach in developing effective
sanctions for specialty court participants with co-
occurring disorders, with staff included on the team
who are trained in both mental health and substance
abuse issues.

implementation of

Flexibility is needed in responding to behaviors that
may be affected by the co-occurring disorders, such
as missed appointments due to the sedative effects
of psychotropic medications or agitation due to
withdrawal from street drugs. Thus, judges, supervision
staff, treatment staff, and other specialty court staff
must be aware of changes in the participant’s living
arrangements, treatment plan, medications, and in
other treatment services. Incarceration should be used
sparingly as a specialty court sanction for participants
with co-occurring disorders. Unless there are major
public safety risks present, these participants should
be incarcerated for only brief periods, and should be
rapidly involved in jail mental health and other related
services to insure adequate continuity of medication
and to address other treatment needs.

Ligison with Community Treatment Agencies
In many cases, specialty courts will not be able to
provide a full set of onsite integrated mental healch
and substance abuse services for participants who
have co-occurring disorders, and these services will be
provided by other community treatment agencies or
individual practitioners. Specialty courts will need to
establish contact with these agencies and practitioners
10 routinely obtain results of assessment and court
evaluations, and to monitor progress in treatment.
Specialty courts have often found it useful to include
these ancillary treatment providers in treatment
team meetings, Memoranda of agreement and other

affiliation arrangements can be developed between
specialty courts and other community treatment
providers to facilitate open communication and
information exchange.

Court Hearings and Judicial Monitoring  Specialty
court status hearings and related treatment team
meetings may need to be conducted more frequently
for participants who have co-occurring disorders, in
order to respond quickly to changes in mental health
symptoms and in patterns of medication adherence and
involvement in treatment. Following an initial hearing
to establish conditions of specialty court participation,
another hearing may be needed to impose more
specific components of the treatment plan, such as
requirements to obtain mental health services. Court
hearings provide a good opportunity to recognize and
reward even small positive changes in behavior, such
as attendance at treatment activities, improvements
in personal hygiene, increased periods of abstinence,
and involvement in work or vocational training. With
the consent of the specialty court participant, family:
members should be engaged in the treatment process
and encouraged to assist the court in monitoring the
participant’s behavior. Family members may also be
recognized during hearings for their contributions to
assist specialty court participants.

Conditions of participation in specialty court
programs are useful in defining program expectations
and promoting successful completion of co-occurring
These conditions
optimally provide a blend of specific requitements (e.g.,

disorders treatment services.
drug testing twice weekly) and more general guidelines
(e.g.,, complete a mental health and/or substance
abuse assessment and enroll in treatment as required
by the treatment provider), to enhance the flexibility
of community treatment agencies and supervision staff
in developing recommendations based on information
that may not be available at the time of matriculation
to the program. Conditions of specialty court
involvement should specify that participants regularly
report to supervision staff and/or the court, who can
monitor their progress and “flag” any problems that
oceur.
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Enhancements fo Specialty Courts
for Co-Occurring Disorders

Specialty courts interested in a more active service role can
consider the following program enhancements to supplement
the “core” set of modified services described in the previous
section. These changes do not always require additional staff
or financial resources. For example, specialty courts may
consider redirecting resources to more efficiently address the
treatment needs of participants with co-occurring disorders
through implementation of co-occurring disorder groups,
case management services, or other types of interventions.
Alternatively, specialty courts may elect to augment existing
services to provide additional “tracks,” “groups,” psychiatric
_consultation, case management, or counseling services. The
following section describes several different approaches to
enhance or modify specialty courts to better address the needs
of participants with co-occurring disorders.

Several program enhancements have been developed for
individuals with co-occurring disorders who are participating
in specialty courts and other types of forensic/justice services.
These enhancements are quite consistent with principles of
effective correctional treatment programs (Gendreau & Ross,
1984; Gendreau, 1996), and have been applied successfully
with individuals who have co-occurring disorders in various
treatment settings.

Treatment Services Specialty court programs for participants
who have co-occurring disorders may require more than a year
of involvement in services. This extended period may be needed
to provide for adequate engagement in treatment, stabilization
on medications, linkage with ancillary community services, and
to achieve sustained abstinence.

Specialty courts may need to be flexible in the amount of
time allowed participants to progress to different phases of
rreatment and in criteria for graduadion to different phases.
Specialty courts that are not able to provide extended program
involvement for individuals with co-occurring disorders may
elect to provide extended tracking and case monitoring {e.g.,
through specialized case management services) to insure that
participants are engaged in community services, are taking
prescribed medication, and remain abstinent. Specialty courts
may also need to provide some flexibility to allow participants
with co-occurring disorders to exit the program and re-enter
as needed, following periods of more intensive mental health
treatment or hospitalization.




Where supplemental services are available for participants with
co-occurring disorders, specialty courts should, at minimum,
accommodate the needs of these individuals through
modifying existing services, as described in the previous section.
Depending on the level of symptom severity, it may not be
necessary for participants to leave the specialty court trearment
setring to receive these services. For example, if cross-program
consultation services are provided, supplemental needs {e.g.,
mental health counseling) may be addressed effectively within
the specialty court setting. Similar collaborative arrangements
can be made for individuals who are identified during the
course of mental health treatment as having a serious substance
abuse problem.

Group Treatment Components Group treatment components
for specialty court participants with co-occurring disorders
include education about their diagnoses and disorders,
including review of biological, risk, and protective factors
related to these disorders; discussion of key psychotropic
medications, side effects, and interactions with the use of
alcohol and illicit drugs; review of the interdependent nature of
mental and substance use disorders; motives and consequences
related to substance abuse; and relapse prevention approaches
and techniques.

A range of cognitive and behavioral skills are also commonly
taught in group treatment settings, including problem solving
skills, communication skills, anger management, stress
management, drug coping skills (e.g., dealing with active users,
drug refusal skills), and effective strategies for collaborating with
mental health professionals. Relapse prevention approaches that
have been developed within substance abuse treatment settings
can be readily adapted for treatment of co-occurring disorders.
Strategies include identification of “red flags” for substance
abuse relapse and recurrence of mental health symptoms and
strategies to respond to these relapse warning signs.

More intensive specialty court programs for co-occurring
disorders are likely to include several phases, or stages of
treatment. The scope, frequency, and duration of these program
phases will vary according to available resources, although most
existing programs provide the following general sequence of
phased activities:

# Qrientation
€ [Intensive treatment

¢ Relapse prevention and transition




An assumption underlying orientation activities is that
specialty court participants have not yet committed
themselves to making major lifestyle change. As
a result, the orientation phase should include a
comprehensive assessment of co-occurring disorders
and other related psychosocial arcas (including
motivation and commitment to the recovery
process) and a focus on persuasion and engagement
interventions, development of a treatment plan or
contract, introduction to the recovery process, and
frequent appearances before the court.

Intensive treatment phasesinclude individual and group
activities that use a supportive and psychoeducational
approach and that have a focus on life skills and
" other important coping and selfmanagement skills.
Participants in this phase are expected to take “action
steps”
In the final phase of program activities, participants
receive advanced skills in relapse prevention and

towards lifestyle change and recovery goals.

often help to develop a relapse prevention plan (or
“contingency” or “emergency” plan). A transition plan
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is also developed to help guide linkages to community
treatment, engagement with the selfhelp community,
and to mobilize resources to assist with housing,
employment, and economic support. Case managers
or transition coordinators are often actively involved
in these activities, and work closely with community
supervision staff in developing the transition plan.

Families and Treatment Family members often
welcome the leverage provided by the court in engaging
participants in structured treatment and supervision
activities. Specialty courts can provide counseling and
support services to family members to assist them in
monitoring participant’s medication use and signs of
relapse, and in managing crisis situations.

Group and individual treatment interventions should
reflect the unique styles and concerns of cultural
and ethnic groups that participate in the specialty
court, particularly as the styles and concerns relate to
mental health treatment; involvement of the family

in treatment; and issues related to shame, guilg,




and self-disclosure of mental health and substance
abuse symptoms. Specialty courts can also provide
education for family members about co-occurring
mental and substance use disorders, and should, with
the participant’s consent, attempt to involve family
members or significant others {e.g., those residing with
the participant) in treatment planning and monitoring.
Group dynamics may be disrupted if participants
with co-occurring disorders are perceived as receiving
“favored” treatment by the court. For this reason, all
participants should be advised of the unique needs of
their peers who have co-occurring disorders and the
unique treatment, supervision, or sanction approaches
that have been developed by the specialty court for use
with individuals who have these disorders.

Co-Occurring Disorder Groups and Program Tracks
Although some specialty courts have attempted to
exclude those with co-occurring disorders, in reality, a
large proportion of specialty court participants have co-
occurring disorders that may often go undetected and
that may not be addressed in treatment. In order to
best meet the needs of this population, specialty courts
would optimally develop focused co-occurring disorder
services or “tracks,” requiring additional planning, staff
resources, training, supervision, and space, in many
cases. These tracks may include several variations: 1)
mental health services that are provided concurrently
with other specialty court services; 2) “parallel” sets of
services, or “rransition” tracks, in which participants
receive specialized mental health services for a period of
time, and then are “mainstreamed” with other specialty
court participants; and 3) supplemental or “booster”
services that include individual counseling, psychiatric
consultation, and other mental health supports to
participants. These tracks have been developed in
both mental health courts and drug courts. In some
cases, freestanding specialey court programs have been
developed for individuals with co-occurring disorders.
For specialty courts that contract with community
agencies to provide treatment services, co-occurring
disorder tracks can be embedded in existing mental
health or substance abuse programs.

Motivational Interventions Research indicates that
persons with co-occurring disorders experience
considerable in their motivation and
and behavior change,

fluctuation

commitment to lifestyle

particularly during early phases of treatment. Despite
their attendance in treatment, specialty
participants and others with co-occurring disorders
are often not fully committed to the idea of becoming

court

abstinent during early stages of treatment (Drake,
Rosenberg, & Mueser, 1996), and require involvement
in ongoing activities to promote motivation. If
unaddressed, these issues are likely to lead to non-
adherence to treatment and dropout from specialty
court programs.

Early phases of specialty court treatment should be
designed to enhance motivation for treatment, and
motivation levels should be monitored periodically
over an extended period of time. The provision
of adjunctive services (e.g., economic assistance,
housing, employment, child care}, the removal of other
barriers to participation in treatment, and leveraging
involvement in treatment through the courts, where
appropriate, can all serve to encourage participant’s
engagement in specialty court programs. During initial
phases of specialty court programs, strategies to address
motivation and engagement will often be the primary
focus of treatment, particularly for participants with
co-occurring disorders, These include Motivational
Interviewing (MI) and Motivational Enhancement
Therapy (MET) approaches or groups, and “persuasion
groups” that examine the interactions between co-
occurring disorders and promote motivation to address
substance use disorders (Mueser, et al., 2003). Several
MET curricula are described in the resource section of
this monograph.

Contingency contracting and related “voucher”
approaches have been used successfully to engage
and retain individuals in treatment who are at high
risk for dropout (Onken, Blaine, & Boren, 1993).
These approaches often use non-cash items of value
to reward specific treatmentrelated behaviors, such
as maintaining clean drug test or attending treatment
groups. Rewards can be tapered off as individual
treatment goals are met.

Individual Counseling Specialty court participants
who have co-occurring disorders may need more
frequent involvement in individual counseling to
address negative moods, personal stressors, and
recurrence of mental health or substance abuse
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symptoms. Individual counseling may also provide an
opportunity to explore in more detail issues that were
originally addressed in group treatment, such as “high
risk situations” for relapse, and development of life
skills or cognitive-behavioral skills. Individual sessions
can also provide a useful forum to discuss progress
and participation in specialized services {e.g., use of
medications, involvement in peer recovery groups).

Medication  Monitoring and  Drug  Testing
Psychotherapeutic medications are quite effective in
reducing the symptoms of major mental disorders such
as depression, bipolar disorder, and schizophrenia.
Most of the currently prescribed medications have
few serious side effects when combined with alcohol
or drug use, and generally do not affect drug test
results. Use of psychotherapeutic medication does
not violate abstinence-based treatment policies, and
selfhelp groups such as AA/NA have explicit policies
that support the use of such medication by those in
recovery.

Psychiatric consultation should be provided during
the initial assessment to examine the need for
psychotropic medication and to determine if the
effects of medication may be compromised by current
or recent patterns of substance abuse or if medications
may be contraindicated by these potential interactions.
Specialty court participants who have co-occurring
mental disorders often require periodic evaluation
by a psychiatrist to examine adherence to medication,
to determine whether their medication should be
continued, and if so, to determine whether the dosage
should be modified. Peer support and counseling
services may also be quite useful in managing
medication adherence.

Cver the course of treatment, specialty court
participants should be educated about their need for
medication, the rationale for being prescribed specific
medications, potential side effects, and about the
effects of continued substance abuse on their use of
medication. Education and training is also needed for
specialty court staff and participants regarding:

#  the nature of co-occurring disorders

¢ mental health diagnoses and symptoms

@ the purpose and use of psychotherapeutic
medication

# the difference between medication and street
drugs

#  the need to preserve confidentiality, and

® strategies for handling confrontation related
to medication use that may occur within
community selfhelp groups.

Information is also needed regarding the effects (e.g.,
addictive) of psychotropic medications prescribed
for specialty court participants, differences between
psychotherapeutic medications and narcotics/illicit
drugs, and the effects of prescribed medication on
drug test results.

Frequent and random drug testing is an important
component of treatment specialty  court
participants who have co-occurring disorders and can
provide early detection of substance abuse problems
before they result in a fullblown relapse. Specialty
courts frequently provide testing through either the

for

collaborating treatment or supervision agency, and
some courts have on-site testing labs or other testing
capability (e.g., via quick screens) in the courtroom.
Specialty court participants often report that the
presence of drug testing enhances their motivation to
rerain abstinent and provides tangible evidence to the
court of their continuing sobriety.

Case Management and Outreach Services Case
management services are particularly useful in working
with specialty court participants who have co-occurring
disorders and other individuals who are at “high risk”
for homelessness, unemployment, chronic health
problems, and criminal recidivism. Case managers
often negotiate contact across various service systems
and link rogether services that are not addressed
in other treatments, including housing, vocational
rehabilitation, community mental health services,
and evaluation of eligibility for Medicaid/SS!I or other
financial entitlements.

Case managers are also well positioned to coordinate
and monitor scheduled appointments and provide
important linkages with the court and community
supetvision. Another important responsibility
is coordination with family members or other




care providers to ensure that basic needs (e.g., housing,
transportation) are met and to monitor medication use,
symptoms of co-occurring disorders, and other behavior
problems.

TASC (Treatment Alternatives for Special Clients) programs
have provided offender case management and linkage services
in many jurisdictions and have worked effectively with specialty
courts and offenders. Case managers working with participants
with co-occurring disorders generally are assigned smaller
caseloads and have the capability of tracking participants
through different phases of the specialty court program and
during the transition to follow-up community services.

Cormmunity  Supervision: Supervision of specialty court
participants with co-occurring disorders involves monitoring
active symptoms and high risk situations related to both
disorders, responding to infractions and violations, referral to
treatment, and monitoring involvement in treatment and other
services. In general, supervision of specialty court participants
who have mental health problems is likely to require smaller
caseloads and more intensive services. This will include more
frequent monitoring of their functional status, mental health
symptoms, motivation and commitment to treatment, and
adherence to medications and other treatment requirements.
This intensive monitoring will need to include frequent contact
with family members, friends, and other collaterals, particularly
those who live and work with the specialty court participant.
Consent should always be obtained from the specialty court
participant prior to contacting any supports.

Supervision staff should carefully monitor even moderate
levels of alcohol or drug use, which may trigger recurrence of
mental health symptoms and behavior problems (e.g., criminal
behavior) among individuals who have co-occurring disorders.
Supervision staff should also be familiar with co-occurring
disorders treatment approaches, including integrated treatment
models, cognitivebehavioral and skills-building approaches,
and common psychotropic medications and their side effects.
Supervision staff can play a pivotal role in monitoring
medication compliance and communicating with both the
participant and the psychiatrist about medication issues.

At the procedural level, outstanding or “fugitive” warrants
issued for specialty court participants with mental disorders
should receive priority for enforcement by local law enforcement
officers. Warrants should be flagged to alert the arresting officer
that participants have a history of co-occurring disorders, and of
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the presence of related behavioral problems. This will
allow the officer to take preventive steps (e.g., arranging
for backup support), particularly if there is a history of
violence related to the co-occurring disorders.

Specialty court participants with co-occurring disorders
are likely to have some level of cognitive impairment
(e.g., difficulties in attention and concentration,
memory, abstract reasoning, problem solving, and
planning ability) that affects their level of engagement

in treatment and supervision. For example, these
participants may not understand or remember critical
information regarding their treatment requiremencs,
or obligations related to their court and community
supervision (e.g., dates of hearings or appointments),
and may not recognize the full range of consequences
resulting from violations and other criminal behavior.
As a result, instructions may need to be repeated
several times and regular written reminders provided
of upcoming appointments and consequences of




"'sexuaf f:)!“ emm _zoﬁd!'cxb:, e
-mwtcz C;IFFQ!’?" Aoy i

. .Sfmfegtes h::; avgsd statt burnmuf

and noncompliance with
requirements. Specialty court participants with co-
oceurring disorders are likely to be more disorganized
than other participants and would benefit from

considerable daily structure and external monitoring

infractions

freatment

to insure adherence to rules and regulations.

Specialty court participants who have co-occurring
disorders may not respond favorably to confrontation,
and judicial, treatment, and supervision approaches
should focus on goals of engagement rather than on
punishment. In general, treatment and supervision
requirements should reflect the participant’s level of
functioning, with flexibility provided to adjust these
requirements according to demonstrated abilities
1o handle confrontation, group interaction, and to
provide sustained attention during treatment and other
required activities (Pepper & Hendrickson, 1996).

Conflicts sometimes arise between court, treatment,
and supervision staff related to sharing of information,
critical and progress in treatment.
Specialty court participants who have personality

disorders may attempt to augment these tensions

incidents,

and conflicts through their interaction with various
staff to obtain less restrictive sanctions, privileges or
special consideration, or other favorable disposition
of incidents that may occur. These potential areas of
conflict can be addressed productively through use
of treatment teams and other regular meetings that
include representation from all participating agencies.

These meetings provide a vehicle to share information
about the participant’s status, level of engagement
in treatment, to review critical incidents, to develop
appropriate sanctions, and to update the treatment and




supervision plan. Relapse prevention approaches often provide
a unifying organizational structure, theme, and vocabulary for
these treatment teams (Clear, Byrne, & Dvoskin, 1993; Peters,
1994), and are particularly helpful in developing strategies to
address specialty court participants who have co-occurring
disorders.

Staff Training Treatment, court, and supervision staff working
in specialty courts should receive training in issues related to
co-occurring disorders, including issues related to medication
management, abuse and trauma issues (particularly salient
for female participants), community outreach and crisis
stabilization services, and linkage to community treatment. In
the absence of advanced training, staff may interpret unusual
and unpredictable behaviors related to mental disorders as
noncompliance with treatment or supervision rather than as
indicating the need for mental health treatment.

Judicial training should address the types of questions related
to mental health issues to ask participants at court hearings.
Additional judicial training should be provided regarding the
types of problems that are typically encountered by individuals
with various types of mental disorders and how different levels
of cognitive and physical functioning may influence behavior in
treatment, supervision, and in status hearings. Supervision staff
should have significant prior work experience with traditional
probation caseloads to work effectively with participants who
have co-occurring disorders.

Cross-training should be provided for community supervision
staff, case managers, treatment staff, and others who provide
services for specialty court participants with co-occurting
disorders. Through this process, the different professional
disciplines can advise each other of key strategies for supervision,
management, and treatment of participants who have co-
occurring disorders. For example, community supervision staff
can review the type of information related to critical incidents
(e.g., positive drug screens, recurrence of mental health
symptoms) that should be reported to the court. Cross-training
also provides an opportunity to understand the goals and
missions of cooperating agencies, and to develop strategies for
sharing information and accessing services, Whenever possible,
training should also be provided to family members or other
care providers who work with specialty court participants.
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Concius

A significant number of individuals in the justice
system have co-occurring mental and substance use
disorders, including many participants in specialty
court programs. Although some specialty courts
atterapt to exclude these individuals, co-occurring
disorders are often undetected for a period of rime
before coming to the attention of court personnel.
Mental health and substance abuse problems that
are not initially addressed tend to worsen over time
and require far greater program resources if dealt
with during periods of acute crisis rather than as an
integrated, ongoing part of specialty court programs.
In reality, all specialty courts will need to address
critical issues related to the treatment, management,
and supetvision of participants with co-occurring
disorders, whether these are addressed early and in a
planned manner, or later, during periods of crisis.

Although the ability of specialty courts to address these
issues will vary according to the functioning level of
participants with co-occurring disorders and the level of
program resources, all specialty courts should provide
several “core” services for this population thatr address
their unique needs. A number of evidencebased
practices have been established that can help guide
specialty courts in designing program modifications
to provide these basic services. Key areas for specialty
court modification include the following:

# Screening and assessment approaches that
examine both mental health and substance
abuse content.

¢ Education regarding mental and substance use
disorders.

# Medication monitoring and drug testing.

& Flexible application of graduated sanctions to
accommodate the effects of mental disorders
and other individual needs of program
participants.

# Liaison with other community mental health
and substance abuse treatment providers.

¢ Court hearings and judicial monitoring

approaches that provide a rapid response to
potential crises and specific courtordered

requirements for mental health and substance
abuse services.

For specialty courts that elect to provide more intensive
program enhancements to address the unique needs
of participants with co-occurring disorders, a number
of structural and clinical approaches are available
that have been used effectively in justice setrings.
Many of these enhancements do not require new
program resources and can be accomplished through
reorganizing existing services.

In general, both supervision and treatment approaches
are longer, more intensive, slower paced, more flexible,
and accommodate various cognitive impairments in
implementing sanctions, treatment groups, and other
services.

Several specialty courts have successfully implemented
separate program “tracks” for participants who have
co-occurring disorders or have developed separate
programs for this population. These enhanced
programs provide a blended set of mental health and
substance abuse services and use a “phased” approach
that sequenced focusing
on orientation, intensive treatment, and relapse

includes interventions

prevention and transition.

Other major program enhancements for specialty
courts include enriched motivational interventions,
greater use of individual counseling, on-site psychiatric
consultation, intensive case management and outreach
services, and community supervision teams that
include smaller case loads and staff who are trained in
co-occurring disorders.

Specialty courts have emerged in the past decade to
provide significant national leadership in developing
treatment and supervision approaches that reduce
criminal engage individuals in the
recovery process, and that safely retain people in their
communities rather than in jails or prison.

recidivism,

The spirit of innovation embodied by specialty
courts and the unique coordination and partnership
between courts, treatment, and supervision that
has been applied so successfully to assist individuals
with mental or substance use disorders can also be




effectively applied on behalf of those with co-occurring
disorders. The National GAINS Center and federal
agencies that support the Center are committed to
assist the pioneering efforts of specialty courts in
developing program modifications and enhancements
for participants with co-occurring disorders, and
look forward to collaborating with specialty courts in
pursuit of these goals. Specialty courts are encouraged
to contact the National GAINS Center and related
federal agencies to obtain information, technical
assistance, and other resources to assist in developing
program services for participants who have co-occurring
disorders.




REFERENCES

Abram, KM., & Teplin LA, (1991}, Co-occurring disorders
among mentally ill jail detainees: Implications for Public
Policy. American Psychologise, 46(10): 1036-45.

Bartels, S.J., Drake, R.E., & McHugo, G.J. (1992). Alcohol
abuse, depression, and suicidal behavior in schizophrenia.
Anmerican Journal of Psychiatry, 149, 394-395.

Bartels, $.]., Teague, G.B., Drake, R.E., Clark, R.E., Bush, P,, &
Noordsy, D.L. (1993). Substance abuse in schizophrenia:
Service utilization and costs. Jowrnal of Nerwous and Mental
Disease, 181, 227-232.

Beltack, A.S., Bennetr, M.E., Gearon, ].5., & Alexander,
M.A. (Z000). Behavioral treatment for substance abuse in
schizephrenia: A training manual for mental health professionals.
Baltimore, MD: University of Maryland.

Bureau of Justice Statistics (2000). Prison and jail inmates at
midyear 2000. U.S. Department of Justice Statistics,
Washington, D.C., NCJ-185989.

Carey, M.P, Carey, K.B., & Meisler, A.W. (1591}, Psychiatric
symptoms in mentally ill chemical abusers. Journal of
Nervous and Mental Disease, 179, 136-138.

Caton, C.LM., Wyatr, RJ., Felix, A, Grunberg, ], &
Dominguez, B. (1993). Follow-up of chronically homeless
mentally ill men, American Journal of Psychiatry, 150, 1639-
1642.

Caton, C.L.M,, Shrout, P.E., Eagle, P.F., Opler, L.A,, Felix, A,
& Dominguez, B. {1994). Risk factors for homelessness
among schizophrenic men: A case-control study. American
Journal of Public Health, 84, 265-270.

Center for Mental Health Services (1997). Addressing the
Needs of Homeless Persons with Co-Occurring Mental Illness
and Substance Use Disorders. Rockville, MD: Substance
Abuse and Mental Health Services Administration, U.S.
Department of Health and Human Services.

Clark, R.E. (1994). Family costs associated with severe mental
illness and substance use: A comparison of families with
and without dual disorders. Hospital and Community
Psychiatry, 45, 808-813,

Clear, TR, Byme, JM., & Dvoskin, J.A. (1993}, The
transition from being an inmate: Discharge planning,
parcle, and community-based services for offenders with
mental illness. In Steadman, H.J., and Cocozza, 1.]. {Eds.),
Providing services for offenders with mental illness and related
disorders in prisons {pp. 131-157). Washington, D.C.: The
National Coalition for the Mentally Ill in the Criminal
Justice System.

Cournos, F., Empfield, M., Horwath, E., McKinnon, K,
Mever, L., Schrage, H., Curtie, C., & Agosin, B. {1991).
HIV seroptrevalence among patients admitted to two
psychiatric hospitals. American Jowrnal of Psychiatry, 148,
1225-1230.

Cournos, F., & McKinnon, K. (1997) HIV Seroprevalence

among people with severe mental illness in the United
States: A critical review. Clinical Psychology Review, 17, 259-
269.

Cuffel, B.].,, Shumway, M., & Chouliian, T.L. {1994). A
fongitudinal study of substance use and community
violence in schizophrenia. Journal of Nervous and Mental
Disease, 182, 342-348.

Denckla D, & Berman, G. (2001). Rethinking the Revolving
Door: A Look at Mental llness in the Courts. New York,
NY, Center for Court Innovation.

Dickey, B., & Azeni, H. {1996). Persons with dual diagnosis of
substance abuse and major mental illness: Their excess
costs of psychiatric care. American Jowrnal of Public Health,
86:973-977.

Dixon, L., McNary, S., & Lehman, A. (1995). Substance abuse
and family relationships of persons with severe mental
illness. American Jowrnal of Psychiatry, 152, 456-458.

Drake, R.E,, Essock, S., Shaner, A., Carey, K.B., Minkoff, K,
Kola, L., Lynde, L., Osher, E.C., Clark, R.E., & Rickards,
L. (2001). Implementing Dual Diagnosis Services for
Clients with Severe Mental Iilness, Psychiatric Services,
4(52), 469-476.

Drake R.E., MercerMcFadden, C., & Mueser, K.T. (1998}, A
review of integrated mental health and substance abuse
rreatment for patients with dual disorders. Schizophrenia
Bulletin, 24. 589-608.

Drake, R.E,, Osher, F.C., & Wallach, M.A. (1989). Alcohol
use and abuse in schizophrenia: A prospective community
study. Jowmal of Nervous and Mental Disease, 177, 408-414.

Drake, R.E., Rosenberg, S.D., & Mueser, K.T. (19906).
Assessing substance use disorder in persons with severe
mental illness. In R.E. Drake and K.T. Mueser (Eds.), Dual
diagnosis of major mental illness and substance abuse, Vol. 2:
Recent Research and Clinical Implications (pp. 3-17). San
Francisco: Jossey-Bass.

Drake, R.E., & Wallach, M.A. {1989). Substance abuse among
the chronic mentally ill. Hospitai and Community Psychiatry,
40, 1041-1046.

Edens, J.F., Peters, R.H., & Hills, H.A. {1997). Treating prison
inmates with co-occurring disorders: An integrative review
of existing programs. Behavioral Sciences and the Law, 15,
439.457.

Gendreau, P. (1996). The principles of effective intervention
with offenders. In A. Harland (Ed.), Choosing corvectional
options that work. Newbury Park, CA: Sage Publications.

Gendreau, P, & Ross, R.R. (1984). Correctional trearment:
Some recommendations for successful
Juvenile and Family Court Jowrnal, 34, 31-40.

Haywood, T.W., Kravitz, H.M., Gorssman, J.L., Davis, ] M,,
& Lewis, D.A. (1995). Predicting the “revolving door”
phenomenon among patients with  schizophrenic,
schizoaffective, and affective disorders. American journal of

Psychiatry, 152:856-861.

intervention.

36



Justice Policy Institute (2000), U8, Imprisoned Population
May Hit 2 Million in 2000, Washingron Post, A4, January,
1, 2000.

Lamb H.R., & Weinberger LE, (1998). Persons with Severe
Mental Illness in Jails and Prisons: A Review. Psychiatric
Services, 49(4):483-491.

Lehman A.F., Myers C.P,, & Corty E. {1989). Assessment and
classification of patients with psychiatric and substance
abuse syndromes, Hospital and Community Psychiatry, 40:
1019-30.

Mueser, K.T., & Fox, L. (1998). Stagewise family treatment for dual
disorders treatment manual, Concord, NH: New Hampshire-
Dartmouth Psychiatric Research Center.

Mueser, K.T,, Noordsy, D.L., Drake, R.E., & Fox, L. (2003}.
Integrated treatment for dual disordevs: A guide to effective
practice. New York: Guilford Press.

NASMHPD & NASADAD (1999). National Dialogue on Co-
occurting Mental Health and Substance Use Disorders,
Washington, D.C..

Narional GAINS Center for People with Co-Occurring
Disorders in the Justice System (2001), The Prevalence
of Co-Occurring Mental Health and Substance Use
Discrders in Jails, Fact Sheet Series: Delmar, NY: The
National GAINS Center.

Ounken, LS., Blaine, ].D., & Boren, ].]. (Eds.) (1993). Behavioral
treatments for drug abuse and dependence. National Institute
on Drug Abuse Monograph Series #137. Rockville, MD:
National Institutes of Health.

Osher, F.C., & Kofoed, L.L. (1989). Trearment of patients
with psychiatric and psychoactive substance use disorders.
Hospital and Community Psychiatry, 40, 1025-1030.

Osher, F.C., Drake, R.E.,, Noordsy, D.L.,, Teague, G.B.,
Hurlbut, S.C., Biesanz, J.C., & Beaudetr, M.S. (1994).
Correlates and outcomes of alcohol use disorder among
rural outpatients with schizophrenia. Journal of Clinical
Psychiatry, 55, 109-113.

QOwen, R.R., Fischer, EP, & Booth BM. (1996). Medication
noncompliance and substance abuse among patients with
schizophrenia. Psychiatric Services, 47:853-858.

Pepper, B., & Hendrickson, E. (1996). Working with seriously
mentally ill substance abusers (pp. 78-93). In Lurigio, AJ.
{Ed.), Community corvections in America: New directions and
sound investments for persons with mental illness and codisorders.
Seattle, WA: National Coalition for Mental and Substance
Abuse Health Care in the Justice System.

Deters, R.H. (1994). Relapse prevention approaches in the
criminal justice system. In Gorski, T.T., Kelly, ].M,,
Havens, L., & Peters, R.H. (Eds.), Relapse prevention and
the substance-abusing criminal offender: An executive briefing
{pp. 19-30). Rockville, MD: Center for Substance Abuse
Treatment.

Perers, R.H., & Barwi, M.G. {1997). Screening and assessment of
co-occurring disorders in the justice system. Delmar N.Y: The
Narional GAINS Center.

Peters, R.H., & Hills, HA._{1997). Intervention strategies for
offenders with co-occurring disorders: What works? Delmar N.Y:
The National GAINS Center.

Perers, R.H., Hills, H.A., Moore, KA., Matthews, C.O., Hunt,
WM. (2002). Cooccwrring Disorders Treatment Manual.
Tampa, Florida: Louis de la Parte Florida Mental Health
Institute.

Peters, R.H., & Peyton, E. (1998). Guideline for drug courts on
screening and assessment. Washington, D.C: U.S. Department
of Justice, Office of Justice Programs, Drug Courts Program
Office.

Rosenberg S.D., Goodman L.A., Osher EC., Swartz M., Essock
S.M., Butterfield M.L, Constantine N., Wolford G.L.,
Salyers, M. (2001). Prevalence of HIV, Hepatitis B and
Hepatitis C in People with Severe Mental llness, American
Jowrnal of Public Health, 91(1), 31-36.

Seibel, ].P.,, Satel, S.L., Anthony, ., Southwick, S.M., Krystal,
JH., & Charney, D.S. (1993). Effects of cocaine on
hospital course in schizophrenia. Journal of Nervous and
Mental Disease, 181, 31-37.

Steadman, H.J., Deane M.W., Morrissey ].P., Westcott M.L,,
Salasin S., & Shapiro, S. A. (1999). SAMHSA Research
Initiative Assessing the Effectiveness of Jail Diversion
Programs for Mentally il Persons, Psychiatric Services,
50(12), 1630-1624.

Stephan, J.J. (2001). Census of jails, 1999. NCJ 186633,
Washington D.C.: U.8. Department of Justice Programs,
Bureau of Justice Statistics.

U.S. Department of Health and Human Services. Mental Health:
A Report of the Surgeon General. Rockville, MD. (1999). U.S.
Department of Health and Human Services, Substance
Abuse and Mental Health Services Administration,
Center for Menral Health Services, National Institutes
of Health, National Institute of Mental Health, Rockville,
MD: Author.







CENTER
FOR
COURT

INNOVATION

A Public/Private Partnership with the
New York State Unified Court System

i
E
i

B e s
A L0




&
2
k<
&8
o
£
)
B
ed
&

o

WA




the

ope of

o

SAWNCE

b

ESIGTY
plazslp

4




(s e

\
£
L
<

"y

L

R

e
B
5
=
@
Sy
w4



iy

(R

(RS

o in o lose

B0

et
&

eRENTanFiis]

H

o

REE

&

Toree!

{34

lop ¢

i

7
&4

L
e
2




G118

("

T

-

(s

"o

C




g

phental Mealt







Agas

L
Ex]

H
4

oliferat

s
H

3
¥

i

sy

Sotving

" an
H

Probiery







s

i)
A
%5
5
ot
i
¥
fod
b
£
ke

i

Eradture

a2 5

Bl

o

Vaah, el it

ey
&,

48!

Y
&

stesn inbagrat

LA

¥

5;




R

]

P

i,

j2

THOG

Pas
£

S
T




ons and

s
LT

&

i

)

83
Py

e

ot

Torsd

cre

Epe

25

Lk

gty

HOW

2l
%

3

[

Wi
-5
fr
]
Z
v
e
E
i

vty

priion
ions B

Hng Ul

aned

of

¥

Brop



Sy
i
o
a3
ot
B

syond Legsl Comp

1

DTN

ST
Lty

P
ke

el
=
A

ERai 3

ahey

4

Tra

(3t

i

orf;

#
4

L

@ and

i1




8
i

[V

W
et

et

3

pbic B

Py
LIRS E411

]




P T

YiJhedl

.

W

.

s
S

rOHCCULOY

Fe

“F

vy
[SES L 61

L2WE

LA

e

e

GErICe




PP
Diadds,

Eae

o

¥

Probleme-So

YT
htdg

EHET

e ot sep




e
¥
¢

LARATIL

-~

cx e 4]
IR a4

Jgp
BY

Torneys

{

se Ay

2

544

wfs

.

{




VS

S
ps
%
>
N

KOS FL




eI

AhD

sgue of




and

5

i

Gans

&n

s
ay

;

(3 54







WAL

8
i
&
2
[




ey
%]
Lé
Si

ia

B

§

| Heat

2

Menl:

i b
EEF SR

[aESE A0

Ty
L4}




atment

-

o

P
seocch

(EEEEEEEYS

&
2831

L




EESER S H!

oy

PR
i

i

i

IS

i
p




o

(RN




fies

pfore

s o
& “
i Z

oy

ot

Riade

e
e

verier

P

i LY

S TR Ts
ST,




AR

ey




13

S H

ey
e

“
S -
o 3
o3 "




v
Py

I

Spestdiii

garedny

H




e tate iR

IS

4%







fan

Bty

5
1

v Uit iny

werber io

i

courts

¢
¥

WA

5

¥
i

2 orirris

g oourt ar

i

AUVIS

s,

&

Paoy o

ol
k(2

I amgmd gy
{enter

ST

2

innovetion

oerart

o

Linde

TIE AT SO%0 OF eomal

i

sy, ok

rfnrrnal

H

e

For more



CENTER

COURT

INNOVATION

A Public/Private Pértnership with the
New York State Unified Court System

State of New York Unifled Court System

vear 3
B PRENES

g fustice instituls










LT

mental

health

COWULKtLS

satellite
hroadcCast

INON

1,

20072

Judicial Council of California
Administrative Office of the Courts

Iixecutive Office Programs Division,
Center for Court Research, Innovation, and Planning

Center for Judicial Education and Research



For additional information:

Administrative Office of the Courts
455 Golden Gate Avenue

San Francisco, California 94102-3688
415-865-4200



tal
1’1‘331}51'1
courts

satellite
broadcast

Contents

Tab |

Tab 2

Tab 3

Tab 4

Inserts

Broadcast Materials

Schedule. ... ... ... ... . . ... ... .. 1.1
Introductionn. . . ...... .. ... ... .. .. ... 1.3
Local Activity 1: Mental Illness. . ... .. ... .. 1.5
Local Activity 2: Pharmacology. . ........ .. 1.6
Local Activity 3: Mobilization Plan . .. ... ... 1.7

Organizing in Your Community

Success Factors for Change. .. ... ......... 2.1
Collaboration—Challenges and Strategies . . . . 2.4
Project Management Process:

Guiding Questions . . ........... ... ... .. 2.6

Models of Mental Health Courts

Common Elements in Mental Health Courts . 3.1

Brooklyn, New York . .. .................3.2
Riverside County, California........... ... 3.23
San Bernardino County, California. ... ... .. 3.28
Resources

Government Agencies ... ............... 4.1
Nonprofit Advocacy Organizations . ... ... .. 4.1
Grant Opportunities . . ... ... .. ... .. .. 4.3

Questions for Broadcast Panelists (fax form)
Evaluation form
MCLE form



Broadcast Materials

Schedule . .................... 1.1
Introduction . . ...... ... ... ... 1.3
Local Activity 1: Mental Hllness . . . . 1.5
Local Activity 2: Pharmacology . ... 1.6

Local Activity 3:
Mobilization Plan . ... .......... 1.7

mental

heal

COUrLs

satellite
broadcast



Mental Health Courts Satellite Broadcast

Schedule
Thursday, November 14, 2002
12:15-2:45 p.m.

Introductory Video

Welcoming Remarks

. Hon. Darrell W. Stevens
Judge of the Superior Court of Butte County
Chair, Collaborative Justice Courts Advisory Committee

Moderator
Michael P. Judge
Los Angeles County Public Defender

Introduction of In-Studio Panel

Hon. Becky Dugan
Judge of the Superior Court of Riverside County

Emily A. Keram, M.D.
University of California at San Francisco

Hon. Stephen V. Manley
Judge of the Superior Court of Santa Clara County

Hon. Patrick J. Morris
Judge of the Superior Court of San Bernardino County

Overview of Mental IlIlness

Emily A. Keram, M.D.

Assistant Clinical Professor of Psychiatry

Associate Divector, Psychiatry and the Law Program
Uriversity of California at San Francisco
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Local Activity 1

Panelists’ Responses to Faxed Questions on
Mental Illness

Introduction to Pharmacology

Jeff Gould, M.D.
Staff Psychiatrist
San Mateo County Jail

Local Activity 2

Panelists’ Responses to Faxed Questions on
Pharmacology—Includes Panel Discussion

Local Activity 3

Panelists Discuss Local Mobilization Plans

Closing Video
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Mental Health Courts Satellite Broadcast
Introduction

elcome to the Mental Health Courts Satellite Broadcast.

This broadcast is a joint project of the Executive Office

Programs Division’s Center for Court Research, Innova-
tion, and Planning and the Center for Judicial Education and
Research—two divisions within the Administrative Office of the
Courts. This broadcast may be the first in a series of educational
programs on problem-solving courts.

Satellite broadcasts deliver information in real time to facilitate
learning experiences for the viewer. The intent of this broadcast is
to not only educate but to help you begin a planning process for the
development of specialized procedures for mentally ill offenders or
for starting a mental health court in your community. Real-time
viewer interactivity is available through the faxing of questions to
panel experts and through supplemental printed, electronic, and
Web-based materials. During the local activity breaks, viewers will
interact with each other to discuss presentations and to begin a
mobilization plan.

Assigning a Facilitator
and Recorder

The goal of the broadcast is to maximize learning through discus-
sion and “action steps.” The participants at each court site should
designate a facilitator and a recorder for the three local activity
breaks—two after the mental illness and pharmacology presenta-
tions and one for the development of a mobilization plan. Remem-
ber that you have the option of faxing questions to the panelists
throughout the broadcast, using the form supplied with this booklet.

A few suggestions
for the facilitator

¢ If time permits, welcome and introduce the participants.

¢ Stay focused and on track. Remain operationally neutral while
utilizing your facilitator's prerogative, if required.
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Establish clear objectives for the broadcast. For your group,

this broadcast may combine several of the following objectives:

problem solving, decision making, planning, reporting, and
evaluating.

Review all agreements: who will do what by when?

Set the date and time of your next meeting, if appropriate.

Follow up on the action items determined by your group.
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Local Activity 1
Mental Illness

Questions for Discussion

¢ How does your court identify defendants who have a mental
illness?

¢ What problems do mentally ill defendants present to criminal
courts?

e What problems do incarcerated mentally ill persons create for
sheriffs’ departments and other community agencies?

S[ETISIRW 1SBOPROI(

(=3
a



Local Activity 2
Pharmacology

Questions for Discussion

e What treatments and interventions are available to mentally ill
defendants in your court?

¢ What methods of treatment do jails and prisons provide for
mentally ill inmates?
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Local Activity 3
Mental Health Court

Mobilization Plan

Issues to Consider

Consensus building.
Identify the key decision-
makers. How will you get
their support for a mental
health court?

Staffing. Will new staff mem-
bers be needed? Will current
staff members need to be re-
allocated? What kind of special-
ized training is needed for a
mental health court staff?

Plans or
strategies
to address
issues

Departments
or individuals
involved

Next steps
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Issues to Consider

Structure. Will this be a sep-
arate, specialized court? What
are the methods of identifying
defendants with mental illness?
What are the eligibility criteria,
plea structure, monitoring, etc.?

Funding. Are additional funds
needed? Where will they come
from? How will they be spent?

Plans or
strategies
to address
issues

Departments
or individuals
involved

Next steps
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Issues to Consider

Coordination. What other
agencies need to be involved?
How will the mental health
court coordinate with these
agencies to provide services?

Other issues.

Plans or
strategies
to address
issues

Departments
or individuals
involved

Next steps
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Organizing in
Your Community

Success Factors for Change . . ... .. 2.1

Collaboration—Challenges
and Strategies . . ... ..... ... .. 2.4

Project Management Process:
Guiding Questions . ............ 2.6
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Success Factors for Change

Obstacles to Change

Failure to create a strategic vision and plan.

Failure to communicate the vision to key stakeholders.
Failure to build commitment of key stakeholders.
Failure to build capacity of staff to support change.
Failure to conduct ongoing assessment.

Failure to create short-term wins—not benchmarking.
Failure to empower others to assume leadership roles.

Failure to “pull up the anchor”—staying entrenched.

Consequences

Mentally ill offenders are caught in the system.
New strategies aren't implemented well.

Staff is unclear about how the change supports offenders with
mental illness.

Staff becomes more resistant to change.
Obstacles become ingrained in the culture.

Key stakeholders lose trust in the leadership.
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Strategies for Overcoming
“Change Failure”

Communicate clearly

Build support

Provide a clear picture of the change, with details about the future.

Share information about a change in plans with key stakeholders
to the greatest extent possible.

Minimize surprise; give your staff advance warning about new
requirements.

Repeatedly demonstrate your own commitment to the change.

Make standards and requirements clear; communicate exactly
what is expected of your staff in the change.

Allow time for staff members to become accustomed to the idea
of change.

Build a commitment to change.

Allow room for participation in the planning of change.

Leave some choices open within the overall decision to change.
Create an environment that builds trust and fosters risk taking.

Allow mistakes to become learning opportunities.

Develop capability

.

Divide a big change into more manageable and familiar steps
that are measurable. Let your staff take a small step first.

Help your staff find the extra time and energy that change
requires.

Prepare your staff for the change through professional develop-
ment.
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s Offer positive reinforcement for competence; let your staff know
you trust their ability to accomplish the change.

* Avoid creating obvious “losers” from the change.

Reward achievement

¢ Look for and reward pioneers, innovators, and early successes to
serve as models.

» Allow expression of nostalgia and grief for the past—then create
excitement about the future.

e Celebrate the small wins.
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Collaboration—
Challenges and Strategies

Challenge:

Strategies

Challenge:

Strategies

Collaboration takes time

Plan your meeting time well.

Have an agenda and stick to it.
Build commitment and action plans.
Monitor your progress rigorously.

Make sure staff members feel valued for spending time as part
of the collaborative.

Collaboration is messy

Make sure you are managing the situation closely.

Give team members the freedom to explore new ideas and take
risks.

Follow the “rule of no surprises”: Do not hold any meetings
where people will hear something they are not prepared for.

Break the “mess” into smaller components, which are more
manageable and have identified short-term rewards.

Build humor into your process, acknowledging that a mess exists
but affirming that together you can work through the situation.
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Challenge:

Strategies

Challenge:

Strategies

Challenge:

Strategies

Collaboration is tense

* Stay focused on the vision.
e Acknowledge the tension in the group.

e Be prepared to discuss the tension and try to identify the root
cause.

e Take a break, but don't quit.

® Give collaborative participants time to reflect.

Getting requires giving

e “What's in it for me?” Make sure you have identified some of the
“wins" for each member of the collaborative.

¢ Compromise, but do not lose focus.
¢ Acknowledge the contributions of each member.

e Incorporate the group's ideas and suggestions into the overall
plan.

Collaboration is held together
by relationships

¢ Build team spirit through celebratory events.

¢ Organize for success by including those who will readily support
the collaborative eftort.

¢ Encourage relationship building by working in small groups.

e Take time to reflect on the working relationship and the fruits of
everyone’s efforts.
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Project Management Process
Guiding Questions

Vision
s Where are we headed?

¢ What will our mental health court look like when we attain
our goals?

Measurable objectives
* What positive outcome will be achieved?
¢ Who will benefit, and how?

o What will I measure to know we have achieved success?

Strategic plan and activities
e What, specifically, are we going to do to achieve the objective?
¢ Who does what—when, where, and how?

e How will the activity lead to the achievement of the objective?

Monitoring and assessing

e What concrete, observable indicators will we check to see
whether we are making progress toward the desired outcome?

*» What evidence will we collect to demonstrate that we are
making progress?

* What tools will be used to collect and measure the evidence?
e Who will collect the data, and how often?

¢ How will the collected data shape our course of action and our
vision for the future?
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Models of Mental
Health Courts

Common Elements in Mental

Health Courts . .. .............. 3.1
Brooklyn, New York . ........... 3.2
¢ Introduction . ..................... 3.2
e Development ...............c...... 3.4
e Program Participation Guidelines . . . . . . 3.9
¢ |[Form A] Important Names
and Numbers ..................... 3.17
e [Form B] Treatment Plan......... ..., 3.18
e [FormC]Plea ..................... 3.21
Riverside County, California ... ... 3.23

San Bernardino County, California 3.28
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Common Elements in

Mental Health Courts

Participation in a mental health court is voluntary. The defendant
must consent to participation before being placed in the program.

Fach jurisdiction accepts only persons with demonstrable mental
illnesses to which their involvement in the criminal justice sys-
tem can be attributed.

The key objective of a mental health court is to either prevent the
jailing of mentally ill offenders or to secure their release from jail
for appropriate community services.

Public safety is a high priority, and mentally ill offenders are
carefully screened for appropriate inclusion in the program.

Early intervention is essential, with screening and referral occur-
ring immediately after arrest to a maximum of three weeks after
arrest. ‘

A multidisciplinary team approach is used, with the involvement
of justice system representatives, mental health providers, and
other support systems.

Intensive case management includes supervision of participants,
with a focus on accountability and monitoring of the participant’s
performance.

The judge is the center of the treatment and supervision process.
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Brooklyn Mental Health Court
Introduction

he Brooklyn Mental Health Court is a demonstration project

that seeks to craft a meaningful response to the problems

posed by defendants with mental illness in the criminal jus-
tice system. Addressing both the treatment needs of defendants
with mental illness and the public safety concerns of the commu-
nity, the Brooklyn Mental Health Court will link defendants with
serious and persistent mental illnesses (such as schizophrenia and
bipolar disorder) who would ordinarily be jail- or prison-bound to
long-term treatment as an alternative to incarceration. The goals of
the Brooklyn Mental Health Court, which will operate out of a ded-
icated courtroom in Kings County Supreme Court, are to:

e Improve the court system’s ability to identify, assess, and evalu-
ate mentally ill offenders;

e Provide judges, prosecutors, and defense attorneys with better
information so they can make more informed decisions about
how to balance the individual treatment needs of offenders with
the need to preserve public safety;

¢ Use the authority of the court to link mentally ill offenders to
appropriate mental health treatment and motivate them to
engage in treatment;

¢ Reduce recidivism among mentally ill offenders; and

¢ Enhance effectiveness and efficiency by facilitating coordination
between the criminal justice system and the mental health sys-
tem and improving the accountability of mental health and social
service providers.

To achieve these goals, the court will adapt several operating
principles that have proven successful at existing problem-solving
courts, such as the Brooklyn Treatment Court, the Brooklyn Domes-
tic Violence Court, the Red Hook Community Justice Center, and
others:

* Screening and assessment. The court's clinical team will per-
form detailed psychosocial assessments of defendants and craft
individualized treatment plans that match defendants to appro-
priate mental health, housing, and other social services.

JI0A mau ‘udAysjooiq
S1IN0D ATeaY [R1USW JO S[EPOW

3.2



models of mental health courts

brooklyn, new york
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e Judicial momnitoring. Each defendant will be required to
return to court regularly to meet with case managers and appear
before the judge to report on his or her progress in treatment,
This will keep the judge engaged with the defendant for the life
of the case and emphasize for the defendant the seriousness of
the process.

¢ Accountability. The court will use an array of graduated
rewards and sanctions to respond to compliance or noncompli-
ance with treatment. Regular monitoring of progress in treatment
will also hold service providers accountable to the judge.

¢ Coordinated services. The Mental Health Court will work with
a broad network of government and not-for-profit service
providers to address interrelated problems that defendants face,
including substance abuse, homelessness, joblessness, and seri-
ous health problems.

The Brooklyn Mental Health Court is being developed as a joint
project of the New York State Office of Mental Health; the New York
State Unified Court System; and the Unified Court System’s
research and development arm, the Center for Court Innovation.
Other government and nonprofit partners involved in planning the
Mental Health Court include the Kings County District Attorney's
Office, The Legal Aid Society, the Brooklyn Defenders Service, the
New York City Department of Mental Health, and numerous repre-
sentatives of the mental health treatment community. The New
York Community Trust, the United Hospital Fund, and the Ittleson
Foundation have also provided support for this project.



Development of the
Brooklyn Mental Health Court

Goals

e Improve the court system'’s ability to identify, assess, and evalu-
ate offenders with mental illness

s Use the authority of the court:
>To link offenders with mental illness to appropriate -
mental health treatment and supports

>To ensure that participants receive high-quality
community-based services

>To engage participants in treatment
>To hold participants accountable for their actions
» Create effective linkages between the criminal justice system and

the mental health system

» Improve public safety by reducing the recidivism of oftenders with
mental illness

s Develop new community-based strategies for services for offend-
ers with mental illness

Planning and
Implementation Issues

Planning partners

e Core members: court system, prosecutor, defense bar, correc-
tions, public mental health and substance abuse agencies, mental
health and substance abuse treatment providers, other service
providers (housing, case management, education, employment,
etc.), probation

Eligibility

e Criminal justice criteria: current charges, prior convictions,
exclusions

>Felony vs. misdemeanor
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>Include or exclude violent offenses
s (Clinical criteria: diagnosis, risk assessment, functioning level

Identification and
screening of cases

e Referral sources and procedures—identify all possible points of
entry:
>Referrals from judges, defense attorneys, prosecutor

>Defendants whose competence to stand trial has been put
at issue

>Referrals from jail, police, emergency medical services

e Screening and assessment tools and procedures: How will clinical
eligibility be determined?

Critical information and
confidentiality

e (Categories of required information

> Information to be obtained during screening and assess-
ment

>Information provided by treatment and other service
providers

¢ Confidentiality of information: federal and state laws; ethical
standards for mental health and legal professionals

>Identities of defendants referred for screening
>Information generated during screening and assessment

>Information about participants' progress in treatment
P p prog

» Who will have access to which information: court clinical staff,
judge, D.A., defense attorney, treatment/service providers,
others

» Consents and waivers
Plea and court contract
e Plea: Is a guilty plea required in all cases?

¢ Opt-in



> Voluntary participation

>Length of opt-in period

¢ Length of treatment mandate

* Requirements for graduation

» Rewards for successful completion

¢ Back-end punishment for program failure

Treatment mandate

e Treatment plan and expectations

e Treatment/supervision categories (based on clinical assessment,

criminal history, and other community ties and supports)

Phases

Compliance and monitoring

Frequency of appointments and court appearances
Infractions
Clinical responses and sanctions

Rewards

Right to refuse treatment or medication: procedures regarding
exercise or waiver of right

Urine testing protocols

Advisory committees

e Steering committee

s Treatment advisory board

¢ Consumer advisory group

Linkage agreements
(including access to services
and enhanced services)

* Case management agencies (short- and long-term)

s Treatment providers
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Housing providers
Short-term crisis beds or immediate placement beds

Medium-term transitional beds

Psychiatric services

L]

Agreements with

Scope of services: assessment and evaluations, medications, hos-
pitalizations, consultation with Mental Health Court clinical team

Agreements with providers

government agencies

Health & Hospitals Corporation Correctional Health Services:
quality of treatment for candidates/participants while incarcerat-
ed; access to treatment information

New York City Human Resource Administration (welfare benefits
agency): processing of applications for Medicaid and subsidized
housing

New York State Office of Mental Health: assignment of case man-
agers and wrap-around funds

New York City Department of Health and Mental Hygiene: serv-
ice utilization information; access to discharge planning and tran-
sitional case management services under LINK program

Department of Corrections: access to defendants in pens at court-
house; production of defendants for assessment/evaluation

New York State Office of Alcoholism and Substance Abuse Ser-
vices: general support

New York City Department of Probation: general support; agree-
ment on protocols when someone on probation reoffends; use of
interim probation supervision before sentencing

Miscellaneous supports

Escorts
Transportation

Personal supplies for defendants



Research and evaluation

Technology

Funding

Training

Scope of evaluation; research design

Who will perform

Interim system
Adaptation of justice center application

Staff hires and selection and engagement of consultants

Government sources
Private foundations

In-kind contributions

Judge and court staff (clerks, court officers, etc.): basics of mental
illness and treatment

Mental health court clinical team: basics of criminal justice and
court system

Planning group
> Basics of mental illness, treatment, and community
resources
>Risk assessment

> Assisted outpatient treatment (Kendra's law)

>Community supervision
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Brooklyn Mental Health Court
Program Participation Guidelines

Welcome to the Brooklyn Mental Health Court!

This handbook is designed to:

¢ Answer questions

e Address concerns

* Provide information about the Mental Health Court

As a participant in the Brooklyn Mental Health Court, you will be
required to follow the instructions given in court by the judge and
comply with the treatment plan developed for you by the Mental
Health Court staff. This handbook will explain what is expected of
you. It will also provide general program information.

Ask your Mental Health Court case manager or your defense
attorney to explain anything in this handbook that you do not
understand!

What is the Brooklyn Mental
Health Court?

The Brooklyn Mental Health Court is a special part of the Kings
County Supreme Court. It is a court-supervised program for those
arrested in Brooklyn who have mental health issues, who need
treatment and other services, and who choose to participate in the
court program instead of having their cases proceed in the regular
court process.

What do I have to do?

The Brooklyn Mental Health Court has prepared a treatment plan
for you based on an assessment of your needs for mental health
treatment, substance abuse or alcohol treatment, case management
services, and housing. In order to participate in the court, you must
agree to comply with this treatment plan and to sign a contract in
court, which is an agreement between you and the judge. This con-
tract explains what is expected of you and what will happen if you



do not follow the rules. The judge will also sign the contract, which
is written specifically for you based on your current charges, your
prior criminal history, and your treatment plan. Before you sign the
contract, you will have an opportunity to review it with your
defense attorney and have your questions answered.

How long will I be involved in
the Mental Health Court?

The Brooklyn Mental Health Court is a four-phase program that
lasts from 12 to 24 months. The amount of time you spend in the
Mental Health Court is determined by your plea and by your indi-
vidual progress in treatment. While you are participating in the
Mental Health Court, the judge and your court case manager will
monitor your participation and progress in treatment.

Discharge, termination, or voluntary withdrawal from the Mental
Health Court will result in sentencing on the charges to which you
pled at the time you signed your contract.

What's in it for me?

* Services. The staff of the Mental Health Court will help you get
case management services, mental health treatment, and, if your
treatment plans calls for it, substance abuse or alcohol treatment
and supported housing.

¢ Recognition of progress. As you progress through the phases
of your treatment plan, your achievements will be publicly rec-
ognized by the Mental Health Court judge and you will receive
certificates to acknowledge your accomplishments.

¢ Dismissal or reduction of your charges. If you successfully
complete your mandated treatment plan, your criminal charges
will be either dismissed or reduced. Your Court contract will spec-
ify what will happen when you complete the Brooklyn Mental
Health Court program.

¢ Opportunity. The Mental Health Court offers you a chance to
avoid jail or prison on your current charges and to move forward
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Remember that there are many people who make up the Brook-
lyn Mental Health Court team, and they all want to see you suc-
ceed. If you take advantage of the assistance offered, you can dis-
cover many ways to make a better life for yourself.

What are the rules of the
Mental Health Court?

To remain in the Brooklyn Mental Health Court, you must follow
these rules:

1. Appear in court as scheduled

You will be required to appear in front of the Mental Health Court
judge on a regular basis. The judge will be given progress reports
regarding your attendance and participation in your treatment pro-
gram and the other components of your treatment plan. The judge
will ask you about your progress and discuss any problems you may
be having.

You will be required to meet with your Mental Health Court case
manager each time you have a court appearance before the judge,
and you may also be required to attend additional appointments
with your case manager on days when you do not have a court
appearance before the judge.

You must attend all scheduled court appearances and all sched-
uled appointments with your Mental Health Court case manager.
Depending on your situation, you may have to come to court sev-
eral times a month. As you make progress, the frequency of your
court appearance and appointments will be reduced.

2. Follow your treatment plan

Your treatment plan will include some or all of the following com-
ponents:
>Medications
>Regular appointments with a psychiatrist

> Participation in a mental health treatment program, such
as a day treatment program

> Participation in substance abuse or alcohol treatment

>Intensive or supported case management services



>Housing with social services provided

Your treatment plan may include additional components as well,
such as participation in educational or vocational programs or in
self-help or support groups.

Specific rules about some treatment plan components are dis-
cussed below.

Medications. It is extremely important that you take the medications that
your treating psychiatrist prescribes for you! The judge and staff of the
Brooklyn Mental Health Court recognize that many medications
have very unpleasant side effects, that many medications do not
work equally well for all patients, and that it can be very difficult for
a doctor and a patient to find the best combination of medications
for that patient. But for most participants in the Mental Health
Court, medications will be essential for managing symptoms of ill-
ness and living successfully in the community.

If you have complaints about the medications your treating psy-
chiatrist has prescribed for you, you must tell your psychiatrist,
who may be able to prescribe a different medication or additional
medications to treat side effects. If you continue to have complaints
about your medications and feel that your psychiatrist is not
responding to your concerns, you should tell your Mental Health
Court case manager, who will discuss your concerns with your psy-
chiatrist and see whether any acceptable alternatives are available.

Refusal or repeated failure to take medications may result in
sanctions being imposed by the Mental Health Court judge. Before
any sanctions are imposed, you will have an opportunity to explain
your reasons for not taking medications to your Mental Health
Court case manager and the judge.

Mental health treatment program. Your treatment plan will require
that you participate in a mental health treatment program. Your
treatment provider will tell the Mental Health Court when you are
attending, when you are absent, and how you are doing in your pro-
gram. You must attend all scheduled treatment appointments and
follow all the rules of your treatment program.

Substance abuse or alcohol treatment. All candidates for the Mental
Health Court will be asked about their history of substance or alco-
hol abuse, and all participants in the Mental Health Court will be
required to give urine samples when they first enter the Mental
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Health Court program. Participants may be required to participate
in drug or alcohol treatment and to submit regular urine samples,
both at court and at their treatment program, if they:

>Have a history of substance or alcohol abuse,

>Have current charges or previous convictions involving
drug-related offenses,

>Have positive results in a urine test, or

>While participating in the Mental Health Court program,
show signs of possible drug use.

As with your mental health treatment, you must attend all sched-
uled substance abuse or alcohol treatment appointments and follow
all the rules of your treatment program. Your substance abuse or
alcohol treatment provider will tell the Mental Health Court how
your attendance is and how well you are doing.

Case management services. Community-based intensive and sup-
portive case managers help consumers to coordinate the services
they need in the community. Your treatment plan may require you
to accept the services of a community-based case manager, who will
visit you at your home and at your treatment program and will
assist you with getting a variety of services. Your community-based
case manager will also provide information to the Mental Health
Court on how well you are following your treatment plan and how
you are doing in treatment.

Housing. Some participants in the Mental Health Court will be
required to live in a particular type of housing or in a particular
housing facility, which may offer an array of services for residents,
If your treatment plan specifies the type of housing you must live
in or a particular housing facility, you must live where specified and
you must follow all of your housing provider’s rules. Your housing
provider will give information to the Mental Health Court about
how well you are following your treatment plan.

Phases. Your treatment plan is divided into four phases:

Phase 1: Adjustment

Phase 2: Engagement in treatment

Phase 3: Progress in treatment

Phase 4: Preparation for graduation from Mental Health Court

You will receive a certificate upon completion of each phase.



3. Infractions, rewards, and sanctions

There are consequences—both good and bad—for your conduct
while you are a participant in the Mental Health Court. If you com-
ply with your treatment plan and live a crime-free life in the com-
munity, you will be acknowledged and rewarded in a number of dif-
ferent ways. Conversely, if you fail to comply with your treatment
plan or commit any new offenses, you will be sanctioned. Ulti-
mately, good participation and compliance with treatment will be
rewarded by having your criminal charges reduced or dismissed,
and failure in the program will result in serving the jail or prison
sentence specified in your court contract.

Infractions. The following events will be treated as infractions of the
Mental Health Court program:
>Missed treatment appointments

>Missed appointments with Mental Health Court case
management staff

>Missed court appearances
> Failure or refusal to take medications
>Refusal to give urine sample

>Infractions of rules of treatment or rules of the housing
provider, including verbal threat of violence

>Other noncompliance with treatment plan
> Abuse of drugs and/or alcohol

> Absconding from treatment program or supervised
housing

>New criminal offenses

Clinical responses and sanctions. The Mental Health Court judge will
respond to all infractions by imposing a sanction or requiring that
you participate in a treatment-related activity. The judge may also
mandate a change in your treatment plan. Examples of clinical
responses and sanctions include the following:

>Reprimand

>Increased frequency of appointments with your Mental
Health Court case manager

>Increased frequency of appearances before the Mental
Health Court judge
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>Penalty box (observing court activities from the jury box)
>Mandatory NA/AA/Double Trouble

>Mandatory group attendance (i.e., money management,
anger management, family relations)

>Loss of privilege at your treatment or housing program
>Community service
>Unannounced visits by Mental Health Court staff
>Imposition or increase in frequency of urine testing
> Detox/drug rehab
>Transfer to 2 more restrictive housing or treatment program
> Hospitalization—voluntary
> Hospitalization—involuntary
>Bench warrant
>Jail sentence (1 to 28 days)
Rewards. Tn addition to advancing to the next phase and receiving a
dismissal or reduction in charges upon graduation, demonstration

of effort and progress in treatment will be acknowledged. Potential
rewards include:

> Reduced frequency of appointments with your Mental
Health Court case manager

>Reduced frequency of appearances before the Mental
Health Court judge

>Transfer to a less restrictive housing or treatment program
>Suspension of urine testing requirements

> Certificates or other mementos of progress

>Phase advancement

> Participation in a court-sponsored social or cultural event

> Participation in a speakers’ bureau
What else is expected of me?
The Brooklyn Mental Health Court expects you to:
e Treat others with respect.

You should respect the opinions and feelings of other participants
in and staff of the Mental Health Court. Verbal or physical threats to



anyone will not be tolerated. Any inappropriate behavior will imme-
diately be reported to the court and may result in a severe sanction
or your termination from the program.

* Avoid all drug-related activity and abuse of alcohol.

You will not possess, sell, or use alcohol or illegal drugs. Any
relapse by you involving drugs and/or alcohol must be reported to
your court case manager immediately.

¢ Be law abiding.

You must refrain from any further violation of the law. Addition-

al offenses may result in your being terminated from the Mental
Health Court.
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[Form A)] Important Names and Numbers

Brooklyn Mental Health Court
360 Adams Street, Brooklyn, New York 11201

My attorney:
Name:
Telephone #:

My Mental Health Court case manager:
Name:
Telephone #:

My community-based case manager:
Name:
Telephone #:

My mental health treatment program:
Name:

Address:
Telephone #:

My substance abuse and/or alcohol treatment program:
Name:
Address:
Telephone #:

My housing program:
Name:
Address:
Telephone #:




[Form B] Treatment Plan

Name:

Date of treatment plan:

Goals
[Universal goals]

1.

2.

3.

Objectives

Achieve/maintain psychiatric stability
No new criminal offenses/arrests

Achieve/maintain sobriety

[Universal objectives]

1.

Client will take medication as prescribed by client's treating psy-
chiatrist

. Client will talk to Mental Health Court case manager before stop-

ping or changing medications

. Client will meet with community case manager at least once a

week

. Client will attend day treatment program ___ times per week
. Client will meet with treating psychiatrist once a month

. Client will reside in housing deemed appropriate by the Mental

Health Court judge

. Client will provide urine samples to Mental Health Court statf in

accordance with Program Participation Agreement

. Client will be on time for all scheduled court appearance with the

presiding judge of the Mental Health Court

. Client will be on time for all scheduled appointments with Mental

Health Court clinical staff
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10. Client will comply with all requirements of housing and/or
treatment providers

[Individualized objectives]

1. Client will participate in substance abuse/alcohol treatment

Length of Mandated
Treatment

months

Phases
Participation in treatment will be marked by four phases:
e Phase I: Adjustment
¢ Phase II: Engagement in treatment
e Phase III: Progress in treatment

e Phase IV: Continued progress in treatment and successful com-
pletion of the mandate

Compliance with treatment and positive reports from treatment
and service providers will be marked by phase advancement.

Service Categories and
Providers

Treatment program, including psychiatric care:

Case management agency:

models of mental health courts

brooklyn, new york
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Housing type and provider:

Physician who developed treatment plan:

Social worker who developed treatment plan:
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[Form C] Plea

Name:

Date:

Dkt/SCI/Ind. #

Defendant: By entering this plea of guilty and agreeing to partici-
pate in the Brooklyn Mental Health Court program, 1 understand
and agree to the following:

1. [ have reviewed the treatment plan prepared for me by the Brook-
lyn Mental Health Court and will comply with that plan.

2. I have reviewed the Brooklyn Mental Health Court Program Par-
ticipation Guidelines and will comply with the rules and proce-
dures set forth therein.

3. I will lead a law-abiding life until the successful completion of my
Brooklyn Mental Health Court mandate.

4. I understand that failure to comply with the rules of the court, of
my treatment program, or of my housing provider may result in
sanctions by the court, which may include incarceration and/or
a change in my treatment plan.

5. If I fail to complete my court mandate, I will receive a jail/prison
sentence of

6. Any new arrest may result in immediate termination from my
housing program, my treatment program, and the Brooklyn Men-
tal Health Court and the imposition of up to the maximum
jail/prison sentence specified above.

Brooklyn Mental Health Court Client



Judge: By accepting your plea of guilty and your promise to com-
ply with your treatment plan, the Brooklyn Mental Health Court
agrees to the following:

1. The Brooklyn Mental Health Court will help you get treatment,
case management, and/or housing services as described in your
treatment plan.

2. A Mental Health Court case manager will meet with you regular-
ly to discuss your participation and progress in treatment.

3. The Brooklyn Mental Health Court will hold you accountable for
your actions. Successful compliance with your treatment man-
date will be rewarded and acknowledged through the different
phases of treatment. Sanctions, including jail time, will be
imposed for failure to comply with your treatment plan or with
the court’s rules and directions as outlined in the Brooklyn Men-
tal Health Court Program Participation Guidelines.

4. The court will impose the agreed-upon jail/prison sentence if
you fail to complete your treatment mandate.

5. If you successfully complete your treatment mandate, the Brook-
lyn Mental Health Court will:

e Dismiss the charges against you and seal the record of those
charges.

* Reduce the charges to a misdemeanor with no further sentence
imposed.

¢ Reduce the charges to a misdemeanor with a sentence of pro-
bation for

Judge, Brooklyn Mental Health Court
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Riverside County
Mental Health Court

Hon. Becky L. Dugan

n January 4, 2001, Riverside County began a mental health

court in the Hall of Justice in downtown Riverside. The pur-

pose of the court is the proper treatment and placement of
criminal defendants with mental health issues upon a plea of guilty,
with the aims of reducing recidivism, relieving jail overcrowding,
and treating the mentally ill more appropriately. The court also
addresses issues of criminal incompetence and LPS (Lanterman-
Petris-Short Act) conservatorships or probate conservatorships if
those options pertain to a criminal matter.

As those who work in the criminal justice system know all too
well, many defendants with mental health problems continue to
cycle through the system after incarceration, committing new
offenses. Up to 25 percent of the inmates in both county jails and
state prisons have mental illnesses. Many of them also have severe
substance abuse problems.

Although the mental health system attempts to treat these defen-
dants in a variety of ways, the doctors and social workers in that sys-
tem have no leverage with which to force a client to remain on pre-
scribed medication and comply with a treatment program. The
treatment programs are strictly voluntary. On the other side, the
criminal system often ignores mental health issues when setting
probation terms.

ISI9ALI

In a mental health court, the two systems work together to
ensure that each defendant has the best possible opportunity to
comply with his or her terms and stay with the medical treatment
program. Mental health terms—such as medication, substance
abuse placement, psychiatric visits, and counseling--are made
mandatory probation terms. The defendant is made aware that fail-
ure to comply means further incarceration. All defendants are
placed on formal probation, and the probation officer is aware of all
the mental health terms and has received a copy of the defendant’s
mental health evaluation.
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The Process

The Riverside County Mental Health Court operates out of two
courtrooms, Departments 33 and 34. Department 33 is Domestic
Violence Court, and Department 34 is Drug Court. These courts
were chosen because of the correlation among domestic violence,
drug abuse, and mental illness. Together, these courts are referred
to as the C.A.F. (crimes affecting families) courts.

1. Any party can request that a criminal defendant be evaluated in
Mental Health Court. It does not matter what the charge is
(except in the cases of those who are statutorily ineligible for pro-
bation). It can be a misdemeanor or a felony.

2. If'the case has an odd number, it goes to Department 33; if it has
an even number, to Department 34. Once in that court, the defen-
dant is referred to the forensic mental health team in the jail, and
the case is set over for two weeks so that the assessment can be
completed. The assessment includes any diagnosed mental ill-
ness the defendant has, the medications the defendant is on or
should be on, a suggested treatment plan, a confirmed place for
the defendant to live, and whether the defendant is willing to
comply with the mental health terms suggested.

3. Upon consideration of the assessment, the parties can either
enter an agreement—including up to one year of custody time
and formal probation—or the defendant can plead to the court if
the court is willing to accept the plea. If there is still doubt about
the proper disposition of the case, a request for a pre-plea report
is sent to the probation department, with the mental health
assessment attached for the department’s review. The case is con-
tinued for 30 days, for the consideration of the report.

4. If the defendant is rejected for treatment, he or she returns to the
court from which the file originally came. Rejection can be
caused by statutory ineligibility, excessive criminality, refusal to
agree to mental health treatment, or physical volatility or explo-
siveness (danger to staff.)

Generally, many defendants who have been denied participation
in Mental Health Court remain in local custody while awaiting
placement in drug treatment or dual diagnosis facilities such as
Whiteside Manor or Cedar House; intensive, year-long day treat-



ment plans; Regional Center (for the developmentally disabled);
housing; or probate or LPS conservatorships.

All of the usual probation terms are included along with the men-
tal health terms. What increases the likelihood of success is the indi-
vidual attention these defendants get upon release from jail. Their
appointments are prearranged before release, and they are give a
two-week supply of medication, a prescription, a doctor's appoint-
ment, and a ride to the treatment facility. They have a verified place
to live or are connected to county homeless services. Instead of
waiting out a six-week delay to see a probation officer, they are seen
when they first report to probation after residential treatment.

Profile of the Mental
Health Defendant

As of September 1, 2002, 511 defendants have been referred to Men-
tal Health Court. Of those:

e 130 have been rejected and returned to the originating court or
sentenced, for reasons ranging from inability to place to defen-
dant’s refusal;

e 50 are doing residential dual-diagnosis drug treatment before
starting outpatient mental health services;

e 16 are developmentally disabled and in placement through
Inland Regional Center;

ISA9ALI

e 17 are on probate or LPS conservatorship;

* 3 are on “diversion,” with the case to be dismissed if defendant
stays on meds and does not reoffend;

e 151 are in outpatient {reatment;

¢ 40 remain trial-incompetent and are housed at Patton State Hos-
pital; and

e The remainder are awaiting disposition of their cases.

There have been 79 defendants who have violated their proba-
tions, most for leaving the program, not taking medications, or “test-
ing dirty.” Seventeen have been sentenced to state prison; 15 of
those committed a new offense while on probation.
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Funding

Most defendants are schizophrenics, and many have borderline
intelligence. The great majority are “dual diagnosis”—mentally ill
substance abusers. Of all the defendants referred, 81 are misde-
meanants having multiple cases; 430 are felons with crimes ranging
from attempted murder and child molestation to drug possession.
The great majority of cases involve assaults, usually on family
members.

The Riverside County Mental Health Court exists because of the
cooperation of the Mental Health, Sheriff's, and Probation Depart-
ments and the courts. Several grants have made it possible for the
court to impose a network of treatment:

1. California Board of Corrections’ Mentally 11l Offender Crime Reduction
(MIOCR) grant: The jail has a five-year, $5 million grant that is in
its last year. With that grant, the jail has created a fully staffed
psychiatric unit, a day treatment program, and aggressive dis-
charge planning that provides transportation and medication for
mentally ill defendants leaving the jail.

2. California Assembly Bill 2134 grant: The Mental Health Depart-
ment has a three-year multimillion-dollar grant, now in its second
year, to provide housing and treatment to the homeless mentally
ill. This grant supplies room and board, board and care, and aug-
mented board and care to the homeless population, including
mentally ill defendants leaving custody.

3. Federal Substance Abuse and Mental Health Services Administration
(SAMHSA) grant: The Mental Health Department has a $400,000-
per-year, three-year grant, now in its second year, dedicated to
providing services to the defendants in Mental Health Court. This
grant increased the staff for evaluation, case management, and
coordination of services.

4. Galifornia Administrative Office of the Courts grant: The court
received a one-time $50,000 grant to hire a liaison, who tracks
data, defendants, placements, provider concerns, etc.

All of these grants, working together, enable the complete treat-
ment of the defendant, including housing, job training, education
counseling, doctor visits, and medication. The obvious problem is that



Conclusion

they all expire. Additionally, with the federal and state deficits, there
is a threat that the last year of funding for these grants will be cut.

If the concept of mental health courts is valued, then these courts
must be budgeted consistently so that their staffs will not have to
constantly chase after money and reconfigure programs under the
threat of loss of funds.

The Riverside County Mental Health Court is successful in safe-
guarding the public and in returning functioning adults to the com-
munity. To date, with over 200 supervised defendants, we have a
35 percent probation violation rate, but less than 10 percent have
committed new offenses. The great majority of clients do very well.
We have defendants working, in college, completing their GEDs,
and raising their children. Violations are dealt with immediately so
that the defendant is redirected back into his or her program. Con-
sidering that most of our defendants have substantial criminal his-
tories, this outcome is nothing short of amazing.
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San Bernardino Mental Health Court
Procedure

Most potential candidates are identified for the San Bernardino Mental
Health Court while in detention in the West Valley Detention Center by
jail mental health staff, subsequent to arraignment, which must occur
within 48 hours of arrest. (For an overview of the San Bernardino Court
procedure, see Figure 4.) The staff consists of two clinicians with PhDs in
psychology, and one licensed clinical social worker. These clinicians also
function as case managers, who provide supervision for the participants
who are admitted into the program. At that time, they are interviewed and
screened by a mental health clinician who explains the Mental Health
Court program and confirms that the defendant has been diagnosed as
having a history of an Axis I category of mental illness.?? Candidates who
appear eligible for the Mental Health Court sign a waiver permitting infor-
mation to be conveyed to the court relating to the mental illness and indi-
cate they wish to participate in the treatment process. Once candidates
request admission to the program, screening information is passed on to
the probation officer, the prosecutor and the public defender assigned
Mental Health Court duties. The practice of considering only candidates
who have requested admission to the treatment program helps ensure that
resources are focused on persons who will enter the program and engage
in treatment once admitted. :

The defendant-candidate will make a first appearance in Mental Health
Court about 2 or 3 weeks after arraignment. The period between referral
(after arraignment) and first hearing in Mental Health Court is used to de-
velop background information about the candidate’s mental health and
criminal history and to stabilize the individual on medication, if necessary.
This is done so that participation is meaningful in the first hearing, and the
candidate can comprehend the proceedings and make an informed accep-
tance of the program conditions. Because the Mental Health Court pur-
posely targets persons who would be spending time in jail upon
conviction, the criminal histories of participants are often significant, al-
though violent prior offenses might preclude participation in the program.

2 Axis I is primary mental heath diagnosis that is usually first diagnosed in childhood,
including schizophrenia, mood or anxiety disorders, certain impulse control disorders, and
major depression. American Psychiatric Association. Diagnostic and Statistical Manual of
Mental Disorders. Fourth Edition. Washington, DC: American Psychiatric Association, 1994.
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Taken from U.S. Department of Justice, Bureau of Justice Assistance, Emerging Judicial
Strategies for the Mentally 11l in the Criminal Caseload: Mental Health Courts. NCJ 182504
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'Figure 4. San Bernardino County Mental Health Court Referral Process
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Admission to the Mental Health Court requires consensus of all members
of the court team. If any member of the team, including the defender, the
prosecutor, the mental health caseworker, or the judge objects, the defen-
dant will not be accepted into the program. The probation officer performs
an intensive interview of the defendant and reviews his prior criminal
record. If the defendant is believed to be appropriate for the program, the
probation officer will complete a pre-sentence investigation and prepare
written terms and conditions that outline specific requirements that the de-
fendant must adhere to for his freatment to be effective. The prosecutor also
checks into the defendant’s criminal history. Crimes of violence are checked
to ascertain their actual circumstances and seriousness. True violent offend-
ers are not eligible for the program. If a consensus is reached and the defen-
dant is approved, the case is listed for Mental Health Court. Prior to the
hearing, the prosecutor and the defense attorney engage in plea negotia-
tions, so that they are prepared to present an agreement to the court at the
defendant’s first appearance, assuming the defendant is competent.

San Bernardino Mental Health Court hearings are held once a week on
Wednesdays. The court team meets to discuss the case prior to the hearing,
as well as any issues that should be addressed in court. As in the other
courts, the first issue addressed in the San Bernardino court is competency.
Felony defendants who are thought to be incompetent are returned to the
jail and the court will order that they be assessed by a licensed psycholo-
gist or a psychiatrist for competency. A hearing on the issue will then be
held. Defendants found to be incompetent are examined by a therapist
from the county Department of Mental Health to determine appropriate
placement. If hospitalization is deemed appropriate, the defendant may
remain in the hospital while steps are taken to restore competency. In fact,
that process may take up to 3 years, or the statutory maximum associated
with the crime charged, whichever is less. In misdemeanor cases, the court
will attempt to avoid hospitalization, which can cost approximately $350
per day. It is more likely that the misdemeanor defendant will be placed in
a public or private treatment facility approved by the Department of Men-
tal Health or in a community-based program, in an attempt to restore com-
petency. The criminal proceedings are suspended pending the restoration
of competency, up to a period not to exceed the statutory maximum.* De-
fendants who are unstable when they enter the jail are generally stabilized
during the 2- to 3-week detention period while being considered for treat-
ment court. Unstable defendants must consent to treatment while in jail in
order to qualify for Mental Health Court, so that while they are housed in
the psychiatric wing, they can be stabilized with therapy and medication.
Most unstable defendants are ultimately denied program admission due to
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their inability to cope with the highly structured nature of the treatment
program.

Assuming that a defendant is competent, he or she enters a guilty pleaas a
condition of entry into the program. The defendant is placed on probation
for a period of 2 years in misdemeanor cases or 3 years in felony cases,
with participation in Mental Health Court treatment ordered as a condi-
tion of probation. Each participant must also sign an individualized treat-
ment contract that specifies the mental health services to be provided, the
frequency of those services (and the required attendance}, and any other
activities required of the participant. Upon successful completion of the
program, the plea may be withdrawn, the charges against the defendant
may be dismissed, and the participant may also petition the court to have
the record expunged.

Once the treatment plan has been agreed to, most participants are released
into an augmented board-and-care residential treatment facility. (There are
presently 24 beds allotted to the Mental Health Court program.) The case
managers transport the participant to the facility and then visits the client
several times a week to ensure compliance, providing intensive supervi-
sion to assure that he is attending psychiatric counseling, stabilizing on
medication and abiding by the terms of his probation. Uponrequest, the
probation officer will intervene if the client becomes disruptive or uncon-
trollable at the facility, and will arrange for transport back to court for a
hearing before the judge. Clients who fail to cooperate or comply with pro-
gram standards, or who otherwise are in violation of probation, will have
sanction recommendations made for them by the mental health clinicians.

A small number of participants may have the family support and stability
to allow them to be supervised from their homes. The case manager will
conduct home visits two times per week, to determine that the living con-
ditions are appropriate, and that clients are not in possession of any illegal
or inappropriate items that would impede their progress in treatment, and
to perform urine analysis testing for illegal substances. When the condi-
tions in the residence are found to be unsuitable, the officer will find new
arrangements for the participant. When a participant is found to be in vio-
lation, the officer will recommend sanctions.

Status hearings are held every 3 to 4 weeks to track the level of compliance
by the participant and to address any problems that may arise. Noncom-
pliance sanctions range from an in-court reprimand from the judge and
loss of privileges, to increased restrictiveness of placement that includes
more meetings with the case manager and more meetings in the 12-step
program, or community service, and even jail time (usually a weekend,

or more for continued violations). The noncompliant participant will also
be reevaluated to ascertain if changes in treatment and/or living arrange-
ments are necessary to aid them in attending to program rules. Serious and



willful recurring violations may result in program termination and a re-
turn to traditional court. San Bernardino differs from the other early men-
tal health courts in its close adaptation of the drug court model to the
mental health court treatment process, including the use of jail as a sanc-
tion. If the defendant commits a new minor crime, he or she will probably
be sanctioned with jail time, but may not be terminated from the program.
An arrest for a new, more serious crime will result in termination. The ben-
efits of compliance are privileges granted at the treatment facility.

The Treatment Approach in the San
Bernardino Mental Health Court

The treatment process centers on the Mental Health Court judge and the
court team. After the initial court session during which a participant for-
mally enters the treatment program (STAR), participants attend court for
status reviews as frequently as needed but average every 3 to 4 weeks.
Prior to a court session, the treatment team reviews each case, including its
problems and progress, with the judge who makes notes about the issues
that need to be addressed. The team includes the judge, the prosecutor, the
public defender, the probation officer, the case manager, the day treatment
provider and sometimes the housing service manager. In the courtroom,
the Mental Health Court resembles a drug court. The San Bernardino court
sessions are very carefully organized and prepared. The judge discusses
each participant’s situation, problems and progress, and encourages, repri-
mands, sanctions or modifies the treatment plan. Participants are treated
differently depending on their symptoms, illness or stage of treatment. For
some, the judge’s message is stern and a jail sanction may be applied. For
others, the judge may be very supportive of small steps taken in a con-
structive direction. One of the reasons the Mental Health Court seems
similar in style to the drug court is that most participants also suffer from
serious substance abuse problems.

Nearly all of the participants in the San Bernardino Mental Health Court
are initially placed in one of four augmented board-and-care facilities, the
Redwood Guest Home, Fontana Board and Care, North End Board and
Care and Linda Villa. These facilities receive funding that enables them to
provide additional services tailored to the needs of the mentally ill of-
fender. The facility supervisor must be at least a licensed clinician, who is
qualified to dispense medications and provide individual and group treat-
ment on site if necessary. These gateway facilities not only provide a tem-
porary place to live, but also an array of supportive services to help the
participant begin the treatment process. These include 24-hour supervi-
sion, group therapy, dispensation of client medications, assistance in help-
ing with finances through the teaching of budgeting skills, assistance in
spending money in appropriate ways, and transportation to the day treat-
ment program that provides treatment services.
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Because this type of care is expensive, the number of beds allotted to the
treatment program is limited to 24 beds. As clients progress and become
more stable, they are moved to one of the six regular licensed board-and-
care facilities with which the court has contracted, and finally to basic
room and board or other independent living situations. Only very stable
clients are initially released into a regular, licensed board-and-care facility,
where, in contrast to the augmented-care facilities supportive services, day
treatment and dispensation of medications are not included in facility ser-
vices (and the educational level required for staff is not as high). A small
number of participants may be released directly to their family when fam-
ily support is sufficient to facilitate the treatment process.

San Bernardino Mental Health Court participants generally receive day
treatment from the Pegasus program which was run by Mental Health Sys-
tems, Inc., and tailored to fit the needs of the Mental Health Court. Pegasus
began servicing the Mental Health Court in February 1999. Although Pe-
gasus also takes referrals (of mainly individuals with some form of crimi-
nal justice involvement) from the other courts and agencies, the majority of
its clients are participants in the Mental Health Court. . :

Defendants attend the day treatment program 5 days per week, from 8:30
a.m. until 1:00 p.m. The services provided include anger management, so-
cialization skills, psychotherapy, medication therapy, and chemical de-
pendency treatment, which includes a “12 + 5” step program specifically
geared toward the dually diagnosed client, as well as drug testing. (Most
San Bernardino Mental Health Court participants also have serious sub-
stance abuse and self-medication problems.) Pegasus also provides
prevocational training, which is meant to prepare participants for educa-
tional or work programs. Participants also receive individual case manage-
ment; regular conferences are held to discuss client needs and progress. The
program will transport participants to scheduled doctor’s appointments.

The day treatment component is intended to last for 1 year, at which point
participants who have made satisfactory progress will be considered. for
vocational or educational training, or full- or part-time employment. Par-
ticipants are referred to the state vocational rehabilitation department to
receive training. Court (STAR) participants move from one level of care to
another as a result of recommendations made by clinicians to the judge
and the attorneys at periodic treatment meetings.

The mentally ill offenders grant is being used to fund two new programs:
STAR LITE and SPAN. STAR LITE is an intermediate level treatment pro-
gram designed to cover a similar mentally ill population to the one cov-
ered by STAR, but with Less Intensive Treatment Episodes. 1t offers services
and case management for defendants who have less need for supervision;
however, these participants will still be on supervised probation and be
subject to specific medication and treatment requirements. They are also
required to meet regularly with their case managers. Review hearings will



be held approximately every 3 months. SPAN, which stands for San Ber-
nardino Partners for Aftercare Networking, was designed to provide case
management and augmented services to in-custody defendants who had
not been previously diagnosed, but rather were diagnosed with an Axis I
illness in jail,* and who are not chronic offenders. Lower level services are
offered to these defendants, and only regular board-and-care referrals are
available for homeless participants. SPAN participants may not have pro-
bation terms and conditions relating to taking medications and treatment.
There are no regularly scheduled review hearings required for them.
Rather, they are tracked through brief meetings with a case manager and
a counselor who will check in on them to assure that they are stable.

From the San Bernardino Mental Health Court’s inception in January 1999
through November 16, 1999, 181 referrals were made to the Court. Of
these, 106 were actually evaluated, resulting in the acceptance of 25 partici-
pants and the rejection of 81 candidates. The majority of the rejections
came from the office of the District Attorney. Most of those accepted were
placed in the Pegasus program, with the majority of these housed in aug-
mented board-and-care facilities. Sixty percent of entering participants
were remanded to jail at least once during their treatment period, with 40
percent remanded more than once. Six participants were terminated from
the Mental Health Court program, half due to AWOL status, and half due
to serious or persistent violation of terms and conditions. Nineteen partici-
pants were active in the program as of November 19, 1999.

Success and Failure in the San Bernardino
Mental Health Court

The San Bernardino Mental Health Court accepts participants facing mis-
demeanor or felony charges who have serious mental health problems
based on past history and current diagnosis of Axis I conditions. All
participants plead guilty and are sentenced to probation for 2 or 3 years,
depending on the offense. The STAR Program aims to place mentally ill
offenders in appropriate services and to move them to different and less
intensive levels of care when success is demonstrated in various stages. An
overriding goal is to place participants in treatment programs and to link
them with the appropriate services so that, when their participation is con-
cluded, they continue to make use of these resources, which will assist
them to function normally and not to return to the criminal justice system.
A related goal is to maintain the mentally ill offenders in the community
and to avoid their confinement in the local correctional facility. Partici-
pants who are successful move from intensive services to more indepen-
dent and self-sufficient living situations, complete probation successfully

% Axis 1 is primary mental heath diagnosis that is usually first diagnosed in childhood,
including schizophrenia, mood or anxiety disorders, certain impulse control disorders, and
major depression. American Psychiatric Association. Diagnostic and Statistical Manual of
Mental Disorders. Fourth Edition. Washington, DC: American Psychiatric Association, 1994.
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and have their pleas withdrawn, their charges dismissed, and their arrests
expunged. The program’s first graduation is expected to occur in June
2000, when it is anticipated that up to six participants will have success-
fully completed the program.

After entering the Mental Health Court, participants who cannot comply
with the requirements of the treatment process are sanctioned, much as in-
Judge Morris” drug court. They often receive stern lectures and repri-
mands, sometimes resulting in sitting in the jury box during the court pro-
ceedings, possibly being placed in a more restrictive and structured
treatment setting, and, occasionally, being returned to jail until further
plans can be made. Court staff considers the use of the jail appropriate in a
therapeutic not a punitive sense, helping some participants see the conse-
quences of their actions and encouraging them to refocus their efforts. Un-
successful participants may be terminated from the Mental Health Court,
have probation revoked and face serving terms of confinement in jail or a

state prison facility.
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Resources

Government Agencies

Bureau of Justice Assistance Clearinghouse
P.O. Box 6000
Rockville, MD 20849-6000
800-688-4252
WWww nejrs.org/
Emerging Judicial Strategies for the Mentally Ill in the Criminal Case-
load: Mental Health Courts. NCJ 182504 Monograph, April 2000.

Center for Mental Health Services, SAMHSA
www.samhsa.gov/centers/cmhs/cmhs.html

Center for Substance Abuse Treatment, SAMHSA
www.samhsa.gov/centers/csat/csat. html

National Institute of Corrections/Jails Division
wwuw.nicic.org/about/divisions/jails. htm

Nonprofit Advocacy
Organizations

Bazelon Center for Mental Health Law
www.bazelon.org/

The Judge David L. Bazelon Center for Mental Health Law is a
nonprofit legal advocacy organization based in Washington, D.C,,
and known until 1993 as the Mental Health Law Project. Its present
name honors the federal appeals court judge whose landmark deci-
sions made him a pioneer in the field of mental health law. The cen-
ter's advocacy is based on the principle that every individual is entitled
to choice and dignity.

Center for Problem Solving Gourts
www.problemsolvingcourts.com/

The Center for Problem Sclving Courts provides state-of-the-art
information as well as the educational, training, and scholarly support
necessary for problem-solving courts to succeed. Existing problem-
solving courts include drug courts, DUI/drug courts, domestic violence
courts, homeless courts, mental health courts, and re-entry courts.
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National Alliance for the Mentally I11
www.nami.org/

The National Alliance for the Mentally 111 (NAMI) is a nonprofit,
grassroots self-help, support, and advocacy organization of consumers,
families, and friends of people with severe mental illnesses such as schiz-
ophrenia, major depression, bipolar disorder, obsessive-compulsive
disorder, and anxiety disorders.

National GAINS Center
www.gainsctr.com/

The National GAINS Center for People With Co-Occurring Disor-
ders in the Justice System was created in 1995 as a national locus
for the collection and dissemination of information about effective
mental health and substance abuse services for people with co-
occurring disorders who come in contact with the justice system.
The GAINS Center is funded by the Substance Abuse and Mental
Health Services Administration’s two centers—the Center for Sub-
stance Abuse Treatment (CSAT) and the Center for Mental Health
Services (CMHS).

National Merntal Health Association
www.nmha.org/

The National Mental Health Association (NMHA) is the country’s
oldest and largest nonprofit organization addressing all aspects of
mental health and mental illness. With more than 340 affiliates
nationwide, NMHA works to improve the mental health of all Amer-
icans—especially the 54 million individuals with mental disorders—
through advocacy, education, research, and service.

Treatment Advocacy Center
psychlaws.org/

The Treatment Advocacy Center is a nonprofit organization work-
ing to eliminate barriers to the treatment of severe mental illness.

Urban Justice Center
www.urbanjustice.ovg/ projects/

The Urban Justice Center was founded with two primary goals—
to make legal services easily accessible to people living on the
streets and in poverty, and to make social advocacy and law reform
efforts directly responsive to the daily struggles of those individuals.
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DIAGNOSTIC CATEGORIES TREATED WITH
PSYCHIATRIC MEDICATIONS

Psychosis

Depression

Mania/bipolar disorder

Anxiety/panic

Insomnia

ADHD (attention deficit hyperactivity disorder)
Behavioral problems

Dementia

Chemical dependency

PSYCHOSIS
Psychosis is treated with antipsychotics. Psychosis occurs from:

Schizophrenia

Bipolar disorder

Depression

Drug or alcohol intoxication or withdrawal
Medical conditions

Dementia

RELAPSE RATES FOR SCHIZOPHRENIA
Taking antipsychotic medication: 30-50%
Not taking antispychotic medication: 70%

Typical Antipsychotic Medications
Haldo!, Prolixin, Trilafon, Stelazine, Mellaril, Thorazine

sipE EFFECTS EPRs (extrapyramidal reactions) include muscle tightening,
tremors, a shuffling gait similar to that from Parkinson’s disease, and an uncom-
fortable restless feeling in the body (akathisia). These side effects are treated with
varying success with Cogentin, Benadryl, or Artane (antiparkinsonian drugs) and
go away when the antipsychotic is stopped. EPRs are the primary reason patients
stop their medicine.



Mental Health Courts Satellite Broadcast: Psychopharmacology

Tardive dyskinesia is characterized by involuntary movement of part of the body
(e.g., the mouth and tongue). It is caused by extended use of antipsychotics—
which, unfortunately, many patients require. It often does not go away when the
medication is stopped.

Atypical Antipsychotic Medications
Clozaril, Risperdal, Zyprexa, Seroquel, Geodon

These drugs cause considerably fewer EPR and tardive dyskinesia problems.

Clozaril (Clozapine) was the first of the atypical antipsychotic drugs and has been
effective for people who are not helped by standard antipsychotics. It is the only
one that has been proved effective for refractory psychosis.

sipE EFFECTS One side effect is agranulocytic anemia, in which white cells or
infection-fighting cells stop being produced—which can lead to fatal infections if
not detected quickly. This is rare, but the white blood cell count must be checked
cach week. For this reason Clozaril is not used as a first choice but only after two
other medicines have failed to work.

The remaining atypical antipsychotics have fewer side effects than Clozaril, and
weekly blood draws are not necessary. None of them is as good as Clozaril for
patients with refractory psychosis, however.

e Risperidone (Risperdal) can cause some EPR and is less sedating.

e Olanzepine (Zyprexa) is very effective but can cause weight gain, sedation,
and diabetes.

e Quetiapine (Seroquel) is controversial as it can cause a bad side effect in
the eyes. It is recommended that a special ophthalmology exam be per-
formed before and periodically throughout treatment. It is not clear how
often this is actually done in practice.

e Ziprasidone (Geodon) is the newest drug on the market. It does not cause
weight gain but it is controversial if it causes problems with the beating
rhythm of the heart.

DEPRESSION

Overall, approximately 70 percent of patients with depression respond to an ade-
quate trial of antidepressants alone. The neurovegetative symptoms of depression
(lack of energy, low motivation) often improve before the mood symptoms, which

2



Mental Health Courts Satellite Broadcast: Psychopharmacology

usually don’t improve for 2 to 4 weeks. This can be a potentially dangerous time
for a patient prone to suicide because he or she experiences a return of energy and
motivation while still experiencing feelings of worthlessness and guilt.

The general rule for an antidepressant trial is to start with one class of drug and try
it for a minimum of 4 to 8§ weeks before determining its effectiveness. All the
classes discussed below have about equal effectiveness. When prescribing an
antidepressant, it is very important to screen for bipolar (manic-depression) dis-
order. If a patient has a history of mania or is prone to it, the antidepressant may
cause him or her to become manic very quickly even if he or she is depressed
when the medicine is given.

Selective Serotonin Reuptake Inhibitors (SSRIs)
Prozac, Zoloft, Paxil, Celexa

SSRIs increase the amount of serotonin in the brain, which is believed to affect
mood. They are the most popular antidepressants as a first choice, since they work
well with minimal side effects. Additionally, an overdose of an SSRI will not
cause death. SSRIs have been researched extensively and are now used commonly
and successfully for depression, anxiety, panic, obsessive-compulsive disorder,
bulimia, and premenstrual dysphoric disorder (premenstrual syndrome, or PMS).

siDE EFFECTS The main side effects of SSRIs occur at the outset of taking the
medication and are usually transient. Side effects include headaches, upset
stomach,diarrhea, weight gain, fatigue/apathy, and sweating. Some people
experience chronic agitation, insomnia, or sexual problems. (Sexual problems are
often not discussed by patients but are very common. Treatment strategies and
medications are available to treat sexual side effects, but often with variable
results.)

Luvox is an SSRI that has received FDA approval only for the treatment of
obsessive-compulsive disorder but has been used for years in Europe for
depression.

New Antidepressants
Wellbutrin, Serzone, Effexor, Remeron

Wellbutrin affects norepinephrine and dopamine levels in the brain and has mixed
results.

sIDE EFFECTS There is an increased risk of seizures and insomnia, agitation is
common, and the drug doesn’t control anxiety or panic. However, it does not cause
sexual dysfunction. It produces a lower incidence of mania.
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Serzone affects serotonin in the brain. The drug has mixed results.

SIDE EFFECTS Serzone does not induce insomnia or create sexual side effects.

Effexor is like the SSRIs but also increases norepinephrine in the brain.

sIDE EFFECTS It has the same side effects as SSRIs and can also cause high blood
pressure. New research claims that this is an effective medication for refractory
depression (which does not get better with conventional treatments).

Remeron has a wide range of chemical effects, mainly through indirectly increas-
ing norepinephrine.

SIDE EFFECTS It causes a lot of weight gain and sleepiness.

Tricyclics

Tricyclics (TCAs) affect other receptors in the brain related to mood, mainly nor-
epinephrine, and were the most popular prior to SSRIs.

sIDE EFFECTS TCAs have worse side effects than SSRIs. Most commonly, they
cause sleepiness and dry mouth. Similar sexual problems are evident, and an
overdose can often be fatal. The best known TCAs are Imipramine and Elavil.

MAO Inhibitors

MAO Inhibitors Nardil (phenelzine) and Parnate (tranylcypromine) are extremely
cffective, but no one uses them anymore because they can be fatal when mixed
with other medications or foods (e.g., wine and cheese).

MANIA / BIPOLAR DISORDER

Mood Stabilizers
Lithium, Depakote, Tegretol

Mood stabilizers prevent the fluctuating depression and mania seen in bipolar
disorder.

siDE EFFECTS These medications can be very dangerous due to potentially toxic
side effects and drug interactions. Laboratory monitoring prior to and throughout
therapy is required. All mood stabilizers cause significant fetal damage, so it is
important to make sure the patient is not pregnant.

Lithium is the original mood stabilizing medication. It is an element on the
periodic chart. It is effective 70 percent of the time for acute mania and 70 percent
of the time for acute depression. It is being overtaken by Depakote because

4



Mental Health Courts Satellite Broadcast: Psychopharmacology

Depakote works faster and lithium can “burn out” the thyroid and kidneys over the
course of many years.

Depakote is as effective as lithium for mania and is more effective for rapid-
cycling mania. It is only 30 percent effective for depression, however—the same
as placebo. Depakote works faster than lithium and has fewer side effects (upset
stomach and mild sedation are most common), but in very rare cases it can kill a
patient’s liver with no warning. This rare hepatic toxicity occurs predominantly in
very young children.

Tegretol is slightly less effective than lithium and Depakote. It also has many drug
interactions, which makes it difficult to give if patients are taking other medica-
tions. It has more cognitively related side effects (altered mental status), as well.

The above medications may be combined for refractory cases, but careful monitor-
ing is essential,

Several new medications such as Neurontin, Topomax, and Lomictal are being
studied for use in treating mania.

ANXIETY / PANIC

Benzodiazepines (“benzos”)
Xanax, Valium, Ativan, Klonopin

These are calming drugs (similar to alcohol). They also cause sleepiness. They are
very addictive, have a numbing effect on feelings similar to that of alcohol, and
are recreationally abused for a high. With an acute panic attack, however,
sometimes these medications are required.

Antidepressants (SSRIs and tricyclics) are helpful for anxiety or panic but may
take weeks to take effect.

Buspar is an expensive medication and is useful only for low-level “neurotic
anxiety.”

Agoraphobia, panic, obsessive-compulsive disorder, social phobia, body dysmor-
phism, eating disorders, and post-traumatic stress disorder can be very broadly

grouped together under generalized “anxiety disorder.” SSRIs are commonly used
for these disorders.
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INSOMNIA

Benzodiazepines such as Xanax, Valium, Ativan, Klonopin, and Restoril are used
but can cause addiction or abuse.

Chloral hydrate is also addictive.

Trazadone is nonaddictive. It is a preferred choice for women but can have dan-
gerous side effects for men.

Benadryl and Vistoril are both antihistamines that are sedating enough for mild
insomnia.

Ambien is a new and effective drug and has properties similar to those of
benzodiazepines. It is also addictive and can cause rebound insomnia when
discontinued.

DEMENTIA

There are no current medications that really help with dementia. Acetylcholine
cholinesterase inhibitors, such as Aricept, produce some mild delay in cognitive
decline.

Low-dose antipsychotics are often used to treat the behavior problems associated
with end-stage dementia.

BEHAVIORAL PROBLEMS

Chronic behavioral problems can occur in Axis II (personality disorders),
substance abuse disorders, and developmentally disabled/mentally retarded
patients as well as psychotic patients. Axis IT disorders are rarely helped with
psychiatric medication. Mood stabilizers (lithium, Depakote, and Neurontin) arc
used to treat impulse control disorders.

Acute emergency (out-of-control, violent) patients are given high doses of anti-
psychotics and benzodiazepines.

ADHD (ATTENTION DEFICIT HYPERACTIVITY DISORDER)

Children mainly get amphetamine medications such as Ritalin, Cylert, and
Dexedrine. This helps them concentrate and decreases hyperactivity. Anti-
depressants and mild sedating medications are also used.
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This diagnosis and treatment for adults is very actively debated.

CHEMICAL DEPENDENCY

Alcohol withdrawal and delirium tremors (DTs) are a very dangerous medical
situation. Hundreds of people die from this every year, often in the hospital.
Patients receive high doses of benzodiazepines when symptoms of withdrawal are
present (tremor, increased blood pressure, increased heart rate, sweating, malaise,
nausea, vomiting, anxiety, hallucinations) in order to prevent a seizure.
Hallucinations are treated with an antipsychotic.

Folate and thiamine are also given to prevent medical conditions that often accom-
pany alcoholism.



