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Introduction

The Douglas County Correctional Facility was constructed in 1999, and has served Douglas 
County for 16 years with only minor modifi cations.  The facility has been managed and maintained 
exceptionally well and functions essentially as designed. The facility was designed with a capacity 
of 197 inmates in a direct supervision operational model. In early 2000’s the one housing unit was 
modifi ed from exclusively work release to be able to house minimum security inmates as well. This 
lowered the capacity to the current 186 bed capacity. 

The facility was designed based on a needs assessment conducted by Carter Goble Lee in 1995 
that indicated the following bed space needs:

 Year       Beds Needed
 2000  120
 2005  156
 2010  192
 2015  228

Due to aggressive re-entry and other programs initiated when the facility opened and since, the 
inmate population has seen slower growth than originally predicted in this needs assessment. 
Douglas County continues to have very low per capita populations when compared both locally and 
nationally.

Since the facility was built there have been signifi cant changes in inmate profi les; there has been 
substantial growth in the number and percentage of women inmates, causing the facility to be over 
capacity, and creating the need to house females in facilities outside Douglas County. Because the 
inmate programs to reduce recidivism target those who embrace change, the inmates who remain 
incarcerated are increasingly more violent and have more mental health and co-occurring disorders.  
This increases the percentages of inmates with special needs and maximum security classifi cations.

In the summer of 2014 Treanor Architects was asked to study the needs of the Douglas County 
Correctional Facility. With increasing average daily populations, and changing demographics of 
typical inmates, the staff found it diffi cult to accommodate all the inmates that needed to be 
housed. That study found there were needs for additional bed capacity for special needs and 
maximum classifi cation as well as space for work release and re-entry programs and housing.

Before the County embarked on solutions for this need, they commissioned Treanor Architects 
to study ways in which the population can be reduced through alternatives to incarceration.  
Strategies for this reduction focused on diversionary court programs that would give alternatives 
to incarceration for persons with mental illness, substance abuse issues or co-occurring issues.  
Treanor brought on board experts in these fi elds both locally and nationally to study these 
alternatives. This report is the culmination of a year of study of the specifi c issues affecting the 
population in Douglas County.
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DOUGLAS COUNTY, KANSAS REPORT 

Introduction 
 
Huskey & Associates was retained by the Douglas County, KS County Manager’s office to accomplish the 
following objectives: 
 

 Determine the number of bookings and inmates in the Douglas County Jail who are serious 
mentally ill based on nationally accepted definitions. 

 Document the characteristics of SMI inmates in the Douglas County Jail. 
 Estimate the number of individuals who could be considered for a mental health court and 

alternatives to jail on an annual basis.  
 Estimate the number of individuals that will need to be served per day in a mental health court and 

in alternatives to jail.   
 Project the number of jail beds that could be saved by implementing a mental health court.  

 
Huskey & Associates is a nationally recognized justice planning firm with hands-on correctional experience 
in three states, and with extensive experience in conducting justice projects in Kansas and in 169 other 
jurisdictions in 37 states.  
 
In this research project, Huskey & Associates partnered with the Douglas County Core Planning Team, 
Douglas County Sheriff’s Office, the University of Kansas, School of Social Welfare, and the Bert Nash 
Community Mental Health Center.   
 
Research Methodology 
 
Data were gathered on all inmates booked during April, July, October 2014 and January 2015.  During 
these four months, a total of 1,971 jail bookings occurred, or an average of 493 monthly bookings. This 
represents 33.3% of the total estimated jail bookings for a 12-month period thus providing a sufficient 
sample of the jail inmates for this research project.  
 
Data were gathered manually through a case record review by Douglas County Jail staff and Bert Nash 
Community Mental Health Center staff using a standardized questionnaire developed by H&A. The 
following twelve variables were examined for all 1,971 bookings: 
 

1. Legal status (pre-trial or sentenced) 
2. Age 
3. Sex 
4. Race 
5. Charged with a violent felony/misdemeanor 
6. Charged with an escape charge/history of escape 
7. Douglas County resident 
8. Prior mental health treatment 
9. Prior psychiatric hospitalizations 
10. Existence of co-occurring substance use disorder 
11. Length of stay in jail   
12. Found or suspected of having a serious mental illness (SMI) 



Huskey & Associates 2 | P a g e  
 

SMI was defined in this project as: 
 
Participants who at any time during a given year had a diagnosable mental, behavior or emotional disorder 
that resulted in functional impairment which substantially interfered with or limited one or more major life 
activities. 
 
This definition is used by the U.S. Substance Abuse Mental Health Services Administration (SAMHSA) to 
define serious mental illness. The research team also reviewed criteria used in other jurisdictions, and it 
decided on this definition used by SAMHSA.  
 
Findings  
 
Number Jail Bookings Determined to be SMI 
 
Using this definition, all inmates booked during this time period were examined. Among the 493 average 
monthly bookings, 89, or 18% were classified as serious mentally ill (SMI).  The incidence of SMI in 
Douglas County Jail is similar to other jurisdictions.  Figure 1 shows the findings of a nationally accepted 
study of five jails in Maryland and in New York documenting that 17% of the bookings in these five jails 
were classified as SMI.1 

Figure 1 
Percent of Total Jail Bookings that Are Serious Mentally Ill 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                                            
1 Steadman, H. J., Osher, F. C., Robbins, P. C., Case, B., & Samuels, S. (2009). Prevalence of serious 
mental illness among jail inmates. Psychiatric Services, 60, 761–765. 
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Length of Stay of SMI vs. Non-SMI 
 
On average, the SMI inmate stayed four days longer in the Douglas County Jail than the Non-SMI (13.9 
days for SMI compared to 9.7 days for Non-SMI).  An increase in length of stay for SMI inmates resulted in 
a greater number of SMI inmates housed in jail on a daily basis.   
 

Figure 2 
Average Length of Stay in Jail for SMI vs. Non-SMI 
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Source: Douglas County Jail 2015 
Note:  Average LOS taken for April, July, and October 2014 since not all individuals confined in January 2015 
had been released. 
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Average Daily Jail Population Determined to be SMI  
 
An average of 168 inmates was confined in the Douglas County Jail during the study period2. Of these 168 
inmates, 42 or 25% of the inmates confined were determined to be SMI. This is higher than bookings due 
to the longer length of stay of these inmates.  
 

Figure 3 
Percent of Average Daily Jail Population that SMI and Non-SMI 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                                            
2 Since inmates were still in custody during January 2015, April, July and October were selected since 
inmates had an admit and a release date during these three months thereby allowing the average daily 
population to be calculated.  
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Number Jail Inmates Determined to be SMI by Sex 
 
Figure 4 shows the average number of SMI individuals housed in the Douglas County Jail by sex on a daily 
basis during April, July and October 2014 and in January 2015.  While almost one quarter of the male jail 
population was SMI during this study period, one-third of the female jail population was SMI.  Similarly, 
Steadman et al 2009 found that 31.0% of female jail inmates were SMI3.  
 

Figure 4 
Average Number SMI Housed in Jail on Daily Basis by Sex 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                                            
3 Ibid. 
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Characteristics of Jail Inmates who are SMI  
 
Demographic Characteristics 
 
Table 1 documents that almost two-thirds (65%) of the SMI bookings were male, while the remaining 35% 
were female. The average age for an SMI booking was 35 years.  More than three-quarters of the SMI 
bookings were White (78%), 17% were Black and 5% American Indian/ Alaska Native combined.  Nearly 
88% of SMI bookings were Douglas County residents. 
 

Table 1 
SMI Demographic Characteristics 

 

SMI Demographic Characteristics 
  N=89 % 

Gender 
Male 58 65.2% 
Female 31 34.8% 
Total 89 100.0% 

Age 
18-21yrs 12 12.9% 
22-25yrs 15 16.8% 
26-29yrs 10 11.5% 
30-39yrs 27 29.7% 
40-49yrs 15 16.2% 
50+yrs 12 12.9% 
Total 89 100.0% 
Mean Age 35 years 

Race 
White 70 78.4% 
Black 15 16.6% 

American Indian/ Alaska Native 5 5.0% 
Total 89 100.0% 

Douglas County Resident 
Yes 78 87.4% 
No 11 12.6% 
Total 89 100.0% 
Note:  Differences in total due to rounding 
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Legal Status 
 
Eight out of ten (84%) of the SMI bookings were awaiting trial, compared to 16% sentenced to jail.   
 

Figure 5  
Percent of Serious Mentally Ill Bookings by Legal Status 
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Source: Douglas County Jail. 2015 
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Offense 
 
On average, 80% of SMI bookings were not charged with a violent felony/misdemeanor offense.   
 

Table 2 
SMI Bookings Charged with a Violent Felony or Violent Misdemeanor Offense 

 

Yes 18 19.9% 
No 72 80.1% 
Total 89 100.0% 

   Source: Douglas County Jail. 
 
This compares to 56%-70% of national jail populations who are not charged with a violent offense.4 These 
findings highlight the non-violent nature among SMI jail inmates in Douglas County and nationally.   
 
Additionally, over 99% of the SMI bookings did not have an escape charge or a history of escape.  
 

Table 3 
SMI Bookings Charged with an Escape Charge and History of Escape 

 

Yes 1 0.6% 
No 89 99.4% 
Total 89 100.0% 

                          Source: Douglas County Jail. 
 
These findings point out that the majority of the SMI inmates in the Douglas County Jail are charged with 
non-violent crimes and thus could be considered for an alternative to jail.    
 
  

                                            
4 James, D. J., & Glaze, L. E. (2006). Mental health problems of prison and jail inmates. Washington, DC: 
Bureau of Justice Statistics. Ditton, P. P. (1999). Mental health and treatment of inmates and probationers. 
Washington, DC: Bureau of Justice Statistics.  
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Prior Mental Health Treatment 
 
All of the SMI inmates booked in the Douglas County Jail had previously received mental health treatment.  

 
Table 4 

SMI Bookings that Received Prior Mental Health Treatment 
 

Yes 89 100.0% 
No 0 0.0% 
Total 89 100.0% 

                                     Source: Douglas County Jail. 
 
This compares to 9% for males and 23% for females among national jail populations who previously 
received treatment.5   
 
Additionally, nearly 71% of SMI bookings in Douglas County experienced prior psychiatric hospitalizations, 
8% more of the males had been previously hospitalized. 
 

Table 5 
SMI Bookings with Prior Psychiatric Hospitalizations 

 

Yes 43 70.8% 
No 15 29.2% 
Total 58 100.0% 

                                   Source: Douglas County Jail. 
 
  

                                            
5 Todd D. Minton and Daniela Golinelli, Jail Inmates at Midyear 2013 - Statistical Tables. (Washington, DC: 
U.S. Department of Justice, Office of Justice Programs, Bureau of Justice Statistics, 2014), appendix table 
3, p. 11. 
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Recidivism  
 
During the 4 month study period, nearly 17% of SMI individuals were booked more than once compared to 
12.3% of the non-SMI.   

Table 6 
SMI Inmates vs. Non-SMI Inmates by Number of Bookings in 4-Month Study Period 

 
  SMI Inmates Non-SMI Inmates 
  N % N  % 
1 Booking 213 83.2% 1,210 87.7% 
> 1 Booking 43 16.8% 169 12.3% 
Total Inmates 256 100.0% 1,379 100.0% 

                             Source: Douglas County Jail. 
 
Eight out of ten SMI inmates (83.2%) were only booked once, while 16.8% were booked more than once.  
In comparison, 87.7% of the Non-SMI inmates were only booked once, while 12.3% were booked more 
than once.  Because this snapshot does not cover all months in a year, some of these individuals may have 
been booked in other months not captured in this study.  Therefore, at least 16.8% of the SMI and 12.3% of 
the Non-SMI inmates in this study were booked more than once. 
 
This percent is likely to increase if additional months are examined. Among national jail populations, 
between 26% and 54% were incarcerated three or more times.6 The Sheriff’s reentry program has offered 
support services to individuals released from jail thus helping to reduce the recidivism rate in Douglas 
County.  
 
Co-occurring Substance Use Disorders 
 
Nearly 77% of SMI bookings in Douglas County jail had a co-occurring substance use disorder 
demonstrating the need for an integrated treatment approach focusing on psychiatric and substance use 
problems at the same time.  

Table 7 
SMI Bookings Diagnosed with Co-occurring Substance Use Disorders 

 

Yes 68 76.5% 
No 21 23.5% 
Total 89 100.0% 

                                      Source: Douglas County Jail. 
 

                                            
6 James, D. J., & Glaze, L. E. (2006). Mental health problems of prison and jail inmates. Washington, DC: 
Bureau of Justice Statistics. Ditton, P. P. (1999). Mental health and treatment of inmates and probationers. 
Washington, DC: Bureau of Justice Statistics. Ditton, P. P. (1999). Mental health and treatment of inmates 
and probationers. Washington, DC: Bureau of Justice Statistics. 



Huskey & Associates 11 | P a g e  
 

This compares to 38%-76% nationally who had a co-occurring substance use disorder in addition to a 
psychiatric disorder.7  
 
Number of Douglas County Inmates Who Meet Screening Criteria for Potential Mental Health Court 
 
The project team developed screening criteria to be considered for a mental health court in Douglas County 
based on the criteria of mental health courts in other jurisdictions. All SMI inmates were examined using the 
following nationally accepted screening criteria for a potential mental health court in Douglas County: 
 

1. Any pre-trial defendant or convicted male or female offender age 18 and older. 
2. Must be found or suspected of having a serious mental illness (SMI).  
3. Not charged/convicted with a violent felony or violent misdemeanor offense.  
4. Not charged/convicted with an escape charge and does not have a history of escape. 
5. Participants are required to reside in Douglas County, KS (does not exclude homeless). The 

offense with which they are charged must have occurred within the Court’s jurisdiction and they 
agree to maintain residence in Douglas County during their participation in the Mental Health 
Court. 

   
When all SMI bookings were examined using these criteria, 12.8% of the average monthly bookings met all 
five criteria, 11.2% of the males booked on a monthly basis and 17.3% of the females met all five criteria. 
   

Table 8 
Average Number of Douglas County Bookings Who Met Screening Criteria  

For a Mental Health Court in Douglas County 
 

Male (N=366) Female (N=127) Total (N=493) 

N % of Total N % of Total N % of Total 

41 11.2% 22 17.3% 63 12.8% 
Source:  Huskey & Associates. Douglas County Jail and Bert Nash Community Mental Health 
Center. 2015. 

 
  

                                            
7 Ibid. 
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Mental Health Court Projections  
 
The following factors were used as a basis for the projected number of SMI offenders who will participate in 
a potential mental health court in Douglas County: 
  

• 12.8% of total Douglas County jail bookings met all screening criteria for consideration for a mental 
health court.  

• 20% of the individuals accepted during initial screening are assumed to be excluded after a 
thorough assessment is conducted of the offender’s background, and some individuals will choose 
not to participate. 

• SMI offenders are estimated to participate in the MHC for an average of 90 days. They are likely to 
continue in treatment after discharge from the MHC. 

• SMI offenders would be admitted only once in a month to avoid double counting.  
• If SMI offenders were not accepted into a MHC, they would stay in jail for an average of 13.9 days.  

 
Projection Methodology 
 
Several nationally accepted projection models were examined to project the number of individuals who will 
participate in the mental health court through 2026.8  
 
The method the project team selected was the ordinary least squares regression (OLSR) model based on 
the number of jail bookings during the most recent time period 2010-2014.  This method was used because 
it examined the relationship between the historical trends in jail bookings and the most recent time period 
(2010-2014). This OLSR model found the “best-fit” values of the parameters (bookings and time) and 
predicted the future bookings, if the historical trend continues.  This model predicted an average annual 
growth rate in jail bookings of 0.7% during 2016-2026 based on historical trends. This growth rate was 
factored into the projections for the number of SMI jail inmates who will be eligible for a mental health court.   
 
Using projected bookings, the factors described above were considered when determining the number of 
individuals who will participate in the mental health court in the future.   
  

                                            
8 Exponential smoothing ES and moving averages (MA) models were excluded after examination because 
both methods smoothed out the highest number of bookings that occurred during 2013-2014 thus not 
providing an accurate pattern of the historical trends during the entire time period (2010-2014).  
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Projections 
 
Based on these factors, the number of SMI individuals eligible for the mental health court on an annual 
basis is projected to be 566 in 2016 and reach 608 by 2026.  Figure 6 represents 12.8% of the projected 
number of individuals booked into the Douglas County Jail per year who will meet the screening criteria, it 
reduces by 20% the individuals accepted at screening who drop out during the assessment due to their 
offense background or choosing not to participate, and it counts SMI individuals once in a given month to 
avoid double counting.  

 
Figure 6 

Projected Number of SMI Individuals Eligible for Mental Health Court Annually  
2016-2026 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: Huskey & Associates.  
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Figure 7 shows the estimated number of individuals that will need to be served on a daily basis. The 
projection assumes that SMI will stay in the mental health court an average of 90 days. It is also 
acknowledged that these individuals will continue in treatment after discharge from the court. Assuming 
these individuals will participate in the mental health court for an average of 90 days, the projected average 
daily caseload of SMI offenders to be served in the mental health court will be 140 in 2016 and this 
caseload is estimated to grow to 150 by 2026. 
 

Figure 7 
Projected Average Number of SMI Offenders Participating in Mental Health Court on a Daily Basis 

2016-2026 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: Huskey & Associates. Assumes length of stay of 90 days.  
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The mental health court is expected to provide needed services and supervision to individuals suffering 
from serious mental illness eligible for release from jail. If they are not released, these SMI inmates will not 
receive these needed services. Additionally, these SMI inmates will stay in jail longer than non-SMI based 
on historical trends.  Based on the projection of 566 SMI individuals being diverted from jail in 2016, this 
results in an average of 22 jail beds that could be saved on a daily basis ((bookings x length of stay/365)). 
The number of jail beds saved could grow to an average of 23 jail beds by 2026 if historical trends in 
bookings continue.   

 
Figure 8 

Projected Number of Jail Beds that could be saved through SMI Program on a Daily Basis 
2016-2026 

 

 

 

 

 

 

 

 

 

 

 
 

Source: Huskey & Associates. Projected ADP based on (projected admissions x 90 days LOS)/365 days. 
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Douglas County Jail 
Jail Bookings (April, July, October 2014, January 2015) who are Serious Mentally ill 

 
Average SMI Bookings (April, 
July, October 2014, January 2015) Male Female Total 

Average Monthly SMI Bookings  58 65.0% 31 35.0% 89 100.0% 
Legal Status 

Pretrial 50 85.3% 26 82.4% 75 84.3% 
Sentenced 9 14.7% 6 17.6% 14 15.7% 
Total 58 100.0% 31 100.0% 89 100.0% 

Age at Admission 
18-21yrs 10 17.2% 2 4.8% 12 12.9% 
22-25yrs 9 15.9% 6 18.4% 15 16.8% 
26-29yrs 6 9.9% 5 14.4% 10 11.5% 
30-39yrs 15 25.4% 12 37.6% 27 29.7% 
40-49yrs 10 17.7% 4 13.6% 15 16.2% 
50+yrs 8 13.8% 4 11.2% 12 12.9% 
Total 58 100.0% 31 100.0% 89 100.0% 
Average Age 35 34 35 

Charged with a violent felony or violent misdemeanor offense 
Yes 12 20.7% 6 18.4% 18 19.9% 
No 46 79.3% 26 81.6% 72 80.1% 
Total 58 100.0% 31 100.0% 89 100.0% 
  

Charged with an escape charge and does not have a history of escape 
Yes 1 0.9% 0 0.0% 1 0.6% 
No 58 99.1% 31 100.0% 89 99.4% 
Total 58 100.0% 31 100.0% 89 100.0% 
  

Resident in Douglas County, KS 
Yes 52 89.2% 26 84.0% 78 87.4% 
No 6 10.8% 5 16.0% 11 12.6% 
Total 58 100.0% 31 100.0% 89 100.0% 
  

Found or suspected of having a serious mental illness* 
Yes 58 100.0% 31 100.0% 89 100.0% 
No 0 0.0% 0 0.0% 0 0.0% 
Total 58 100.0% 31 100.0% 89 100.0% 
  

Received prior mental health treatment 
Yes 58 100.0% 31 100.0% 89 100.0% 
No 0 0.0% 0 0.0% 0 0.0% 
Total 58 100.0% 31 100.0% 89 100.0% 
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Average SMI Bookings (April, 
July, October 2014, January 2015) Male Female Total 

Average Monthly SMI Bookings  58 65.0% 31 35.0% 89 100.0% 
Prior psychiatric hospitalizations 

Yes 43 73.6% 21 65.6% 63 70.8% 
No 15 26.4% 11 34.4% 26 29.2% 
Total 58 100.0% 31 100.0% 89 100.0% 
  

Have co-occurring substance use disorders 
Yes 45 76.7% 24 76.0% 68 76.5% 
No 14 23.3% 8 24.0% 21 23.5% 
Total 58 100.0% 31 100.0% 89 100.0% 
  

Length of Stay in Jail (in days) 
1 day 13 22.8% 8 24.0% 21 23.2% 
2-3 days 20 33.6% 13 41.6% 33 36.4% 
4-7 days 9 14.7% 4 13.6% 13 14.3% 
8-30 days 8 13.4% 4 11.2% 11 12.6% 
31-60 days 4 6.5% 1 4.0% 5 5.6% 
61-180 days 3 5.2% 1 4.0% 4 4.8% 
181-367 days 0 0.4% 0 0.0% 0 0.3% 
Still in Custody 2 3.4% 1 1.6% 3 2.8% 
Total 58 100.0% 31 100.0% 89 100.0% 

Average Length of Stay* 15.7 10.1 13.9 
Average Daily Population of SMI 
Individuals Housed in Douglas 
County Jail* 31.0 10.9 42.0 
SMI Inmates Staying in Jail 3+days* 60.7% 49.1% 56.5% 
Source:  Douglas County Jail. Bert Nash Community Mental Health Center. Huskey & Associates. Note:*Average taken for April, July, 
and October 2014 

 

  



Huskey & Associates 19 | P a g e  
 

Douglas County 
SMI vs Non-SMI Characteristics 

 

SMI vs Non-SMI 
Characteristics 

Average (April, July, October 2014, January 2015) 

SMI Non-SMI 
N=89 % N=403 % 

Legal Status 
Pretrial 75 84.3% 337 83.6% 
Sentenced 14 15.7% 66 16.4% 
Total 89 100.0% 403 100.0% 

Age at Admission 
18-21yrs 12 12.9% 78 19.2% 
22-25yrs 15 16.8% 78 19.2% 
26-29yrs 10 11.5% 60 14.8% 
30-39yrs 27 29.7% 104 25.9% 
40-49yrs 15 16.2% 51 12.6% 
50+yrs 12 12.9% 34 8.3% 
Total 89 100.0% 403 100.0% 
Mean 35 years 32 years 

Charged with a violent felony or violent misdemeanor offense  
Yes 18 19.9% 55 13.6% 
No 72 80.1% 348 86.4% 
Total 89 100.0% 403 100.0% 
          

Charged with an escape charge and does not have a history of escape 
Yes 0.5 0.6% 0.8 0.2% 
No 88.8 99.4% 402.5 99.8% 
Total 89 100.0% 403 100.0% 
          

Resident in Douglas County, KS  
Yes 78 87.4% 288 71.4% 
No 11 12.6% 116 28.6% 
Total 89 100.0% 403 100.0% 
          

Found or suspected of having a serious mental illness* 
Yes 89 100.0% 0 0.0% 
No 0 0.0% 403 100.0% 
Total 89 100.0% 403 100.0% 
          

Received prior mental health treatment 
Yes 89 100.0% 77 19.0% 
No 0 0.0% 327 81.0% 
Total 89 100.0% 403 100.0% 
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SMI vs Non-SMI 
Characteristics 

Average (April, July, October 2014, January 2015) 

SMI Non-SMI 
N=89 % N=403 % 

Prior psychiatric hospitalizations  
Yes 63 70.8% 12 3.0% 
No 26 29.2% 391 97.0% 
Total 89 100.0% 403 100.0% 
          

Have co-occurring substance use disorders 
Yes 68 76.5% 24 6.0% 
No 21 23.5% 378 94.0% 
Total 89 100.0% 402 100.0% 
          

Length of Stay in Jail (in days) 
1 day 21 23.2% 195 48.4% 
2-3 days 33 36.4% 121 30.0% 
4-7 days 13 14.3% 30 7.5% 
8-30 days 11 12.6% 28 6.9% 
31-60 days 5 5.6% 11 2.8% 
61-180 days 4 4.8% 11 2.7% 
181-367 days 0 0.3% 3 0.7% 
Still In Custody 3 2.8% 4 1.0% 
Total 89 100.0% 403 100.0% 
Average 
Length of Stay* 13.9 days   9.7 days   
Average Daily 
Jail Population* 42   126   

Source:  Douglas County Jail. Bert Nash Community Mental Health Center. Huskey & Associates. Note:*Average taken for 
April, July, and October 2014 
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INTRODUCTION 

PROJECT BACKGROUND 

In September 2014 and based in part on a referral from Dee Halley, corrections program specialist with 

the National Institute of Corrections, Dan Rowe, President of Treanor Architects contacted University of 

Kansas Professor Margaret Severson about a potential consultation related to the intake, housing, and 

management of persons with mental illnesses who are admitted into the Douglas County Correctional 

Facility (DCCF) in Lawrence, Kansas.  Having worked on similar issues with Douglas County Sheriff Ken 

McGovern for many years and with Sheriff Trapp before him, this consultation was pursued with the 

hope of contributing objective and evidence supported information about established diversion 

programs and services, including mental health courts and crisis intervention centers that might be 

successfully implemented in Douglas County. 

The review of the diversion literature that appears in the following pages was completed by Professors 

Margaret Severson and Jason Matejkowski and, as requested, gives particular emphasis to identifying 

the aspects of certain diversion programs that might be seen as keys to their success and/or 

contributors to their partial or complete failure. Overarching principles and trends have been identified 

in the literature and are reviewed in this document, as are the successes and failures experienced, which 

are often site-specific.  Thus, the elements of success and failure are also reported here and are often 

related to the construction and management of the program itself in a particular jurisdiction.  

In our review of the literature we kept in mind the current DCCF operation and the express interests of 

Douglas County stakeholders, which include Douglas County elected and appointed officials, including 

Sheriff McGovern, mental health and health agency administrators, local judges and attorneys, and 

residents of the Douglas County community who participated in town hall meetings where information 

was exchanged and ideas, questions, and hopes for the future of the community were solicited. 

THE SITUATIONAL CONTEXT  

That jails and prisons across the United States are struggling to manage persons with acute and chronic 

mental health needs, not only by trying to identify best practices in corrections-based treatment 

interventions but also by looking at effective strategies for total population management, is not new.   

The challenges facing jails in terms of housing more and more persons with serious mental illnesses was 

the focus of the first National Institute of Corrections’ seminar on the topic held in the mid-1980s.  The 

only national jail suicide studies were completed during the same period. By the late 1980s and well into 

the 1990s, a mass of publications pointed to the reality and existence of a “criminalization” process, 

where persons who might have previously been hospitalized in inpatient psychiatric units were, as a 

consequence of state and local psychiatric hospital closures, instead detained for preventive detention 

or arrested and held in the local county jail as a means of containment [1].   

This burgeoning mentally impaired population, when combined with more severe arrest policies and 

sentencing laws, resulted in an explosion of inmate populations at both local and state levels.  To 

complicate matters even more, an alarming increase in the rate of imprisonment of women, in facilities 

ill-equipped – environmentally and programmatically – to attend to them, in some cases caused gridlock 

inside correctional institutions. This influx served to thwart efforts to contemporize inmate classification 

procedures consistent with constitutional mandates, so that operational efficiencies in housing and 
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program involvement could be achieved.  In reality, many jails struggled with overcrowding and worse: 

having empty beds in some specially designed housing units while in some general population units, 

inmates could be found sleeping on the cell floors.  Indeed, this classification / housing squeeze became 

a management conundrum for nearly every jail manager in the country.  Many counties and states 

attempted to build their way out of the gridlock, but the relief offered by new and larger facilities was 

often short-lived.  

In the late 1990s, jail diversion programs, many especially geared toward those with mental health 

challenges, began to emerge around the country.  New and modified diversion strategies have also been 

implemented in the last 15 years.  These are highlighted and reviewed in the pages that follow. 

The Douglas County Correctional Facility shares the fate of many detention centers around the country.  

Increases in its average daily population and average length of stay over time, dramatic increases in the 

numbers of women prisoners being admitted into and staying in the jail, significant rates of mental 

illness and substance use exhibited among its incarcerated population, and housing gridlock have all 

impacted DCCF operations.  At the same time, a robust reentry program, a mental health collaboration 

initiative, and considerable programming opportunities have likely helped to mitigate some of the 

common consequences of these population changes and challenges.  Still, at the outset it is important to 

keep in mind, as one reads the literature review presented in the following pages, that population 

management and diversion strategies comprise two different challenges and call for two different types 

of responses. Both sets of challenges must be addressed, but by using different strategies.  To that end, 

the literature review that follows is designed only to inform strategies that might result in more 

effective diversion of persons with mental illnesses and co-occurring disorders from the jail system. 

THE WORK PROCESS 

To prepare for the literature search and review, several important inquiries were made.  First, we set 

out to define the problem to be explored in the literature review.  There were three types of activities 

pursued that were related to this process.  First, over a period of several months, we met with key 

county officials, including Sheriff McGovern, Commissioners Jim Flory or Mike Gaughan, Douglas County 

administrator Craig Weinaug, David Johnson CEO of the Bert Nash Community Mental Health Center, 

and representatives of Treanor Architects, to explore the challenges facing the DCCF with regard to 

admitting and managing persons with serious mental illnesses.  We identified the need to secure data 

that would allow us to quantify, where possible, these challenges as well as provide us with a starting 

place for exploring diversion options that already exist elsewhere in the United States. 

Second, we engaged in key fact-finding activities, for example, talking with colleagues around the 

country about their research and their knowledge of diversion programs.  We also met with key Douglas 

County jail and Bert Nash representatives and toured the DCCF in order to better understand the 

existing and emergent population-related pressures impinging on the jail staff and on the jail 

environment.  Over time we met with city and district court personnel, including judges and 

prosecutors, in order to listen to their perspectives and identify their interests in and questions about 

jail diversion programs already underway in other areas of the state and country. 

Third, we participated in site visits to other jurisdictions, exploring not only the operation and layout of 

certain jail facilities, but also the development, design and operating procedures of mental health courts 

and crisis intervention centers.  In this regard, we made site visits to Bexar County, Texas and to Fayette 
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County, Kentucky.  We also toured both the Rainbow Crisis Center located in Kansas City, Kansas and the 

Valeo Crisis Intervention Center located in Topeka, Kansas.   

In sum, this literature review is the product of a six-month process of interviews, discussions with 

stakeholders, site visits, reviews of the relevant published peer-reviewed research, and perusals of the 

contemporary practice literature.  

AUTHORS/CONSULTANTS 

Margaret Severson is a Professor at The University of Kansas School of Social Welfare, joining the faculty 

in 1996.  In the 1980s she developed and administered a comprehensive mental health and suicide 

prevention program in the El Paso County Jail in Colorado Springs, Colorado.  In the 1990s, while on the 

faculty at the Louisiana State University School of Social Work, Professor Severson was appointed the 

federal court expert in Hayes Williams v. McKeithen, a long standing civil rights case that resulted in 

decades of federal court supervision over the operation and practices of all of Louisiana’s prisons and 

local parish jails.  She has provided technical assistance related to mental health and suicide prevention 

for the US Department of Justice since 1990, for its National Institute of Corrections and the Civil Rights 

Division.  Professor Severson’s research scholarship is focused on mental health, suicide, incarcerated 

women, and reentry – all within the context of the correctional environment. 

Jason Matejkowski is an Assistant Professor at The University of Kansas School of Social Welfare, joining 

the faculty in 2012. He has worked on a variety of projects involving justice-involved adults with serious 

mental illness (SMI) and co-occurring substance use disorders. He has served as investigator on state 

and federally-funded projects that examined integrated services for recently released inmates with SMI, 

the relationships among SMI, criminal risk factors, and parole release decisions, and effective data 

collection and information sharing between treatment and recovery services and the criminal justice 

system. 
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LITERATURE REVIEW 

STRUCTURE 

The sequential intercept model [2] provides a framework to study how people with mental illnesses 

interact with the criminal justice system. The model identifies a series of intercept points in criminal 

justice processing at which an intervention can be employed to divert individuals from penetrating 

further into the criminal justice system. It is important to note that the developers of the sequential 

intercept model assert that “an accessible, comprehensive, effective mental health treatment system 

focused on the needs of individuals with serious and persistent mental disorders is undoubtedly the 

most effective means of preventing the criminalization of people with mental illness” (p. 545). This 

truism is reflected in the subsequent review of community crisis centers and the highlighting of 

community support services necessary to buttress the remaining diversion programs discussed below. 

Early interception points reflect law enforcement and emergency services and progress through 

interception in jails, initial hearings and courts to community reentry and community supervision. The 

adoption of the sequential intercept model by jurisdictions attempting to identify methods for 

intervening with people who have mental health problems to reduce their justice involvement and jail 

stays signals the appropriateness of the model for structuring this literature review. As such, we review 

the intercept points in the following order: 

1. Community crisis centers 

2. Law enforcement 

3. Post-booking intercepts in jails and at initial hearings 

4. Mental health courts 

Given the scope of our assigned work, i.e., to focus on diversion programs that may help to ease jail 

overcrowding, reentry programs were not reviewed for this report. 

A NOTE ABOUT “EVIDENCE” 

The quality of the research supporting each category of diversion programs reviewed is highlighted by 

identification of the associated research methodology. Research methodologies differ as to the extent 

that they can provide the evidence to support causal relationships. Experimental designs that employ 

randomization to treatment and control groups are most effective at providing evidence to support 

whether or not some manipulation of “A” caused a change in “B”.  Quasi-experimental designs may 

employ a treatment and comparison group but lack the randomization of study participants to these 

groups that would facilitate causal attribution. Therefore, studies that utilize quasi-experimental designs 

provide a lower level of evidence than experimental designs (see figure below).  

Lower still on the evidence hierarchy are pre-experimental designs that lack random assignment and 

the control groups that are a central part of good experimental designs. Due to the dubious nature of 

the conclusions that can be drawn from pre-experimental designs, effectiveness research using these 

designs is not reviewed here.  

Research that systematically reviews and analyzes the data from multiple studies (preferably from 

studies that have utilized experimental designs) can provide a summary of the state of the evidence on a 
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particular causal relationship and its generalizability to different contexts. These systematic reviews and 

meta-analyses provide valuable sources of evidence that support the development of clinical guidelines.    

 

It is important that when results from studies are reported that the research methodology be identified. 

Doing so allows the reader to gain a better understanding of the veracity of the findings. For example, if 

findings from a study of a mental health court that utilized randomization of study participants to a 

mental health court or to usual criminal justice processing found that those in the mental health court 

condition had fewer subsequent arrests than those in the usual processing group, then we could be 

fairly certain that the mental health court was responsible for (i.e., caused) the reduction in arrests. If 

similar findings were reported from a study that did not utilize randomization to a treatment or control 

group (i.e., that used a quasi-experimental design) or compared arrest days pre- and post-participation 

in a mental health court (i.e., a pre-experimental design), then we would have less confidence that the 

reduction in arrests was due to participation in the mental health court.  

INTERCEPTS 

(1) COMMUNITY CRISIS CENTERS 

Mental health crisis centers have long been available to the public and to law enforcement as a place for 

assessment of individuals in need of psychiatric attention as a result of displaying behavior perceived to 

have potential for harming themselves or others [3]. Core elements of crisis centers have been proposed 

by the Substance Abuse and Mental Health Services Administration (SAMHSA) [4]; however, these 

guidelines are not specific to crisis centers that have been established primarily to support jail diversion 

efforts. Steadman and colleagues [5] identify these more “specialized crisis response sites” as an integral 

component of pre-booking jail diversion programs for people with psychiatric and substance use 

disorders. While admitting at the time of their report (2001) that no client outcome data were available 

to measure the impact of these programs on recidivism or engagement with treatment services, 

Steadman et al., identify basic elements of these crisis response sites to include the following features.  

 A central drop-off site available 24-hours daily that serves as a point of entry into the substance 

abuse and mental health services systems and provides linkages to community services. A 

survey of experts on crisis intervention services [6] reported that 87% of those surveyed 

considered 24/7 availability of mental health services to be a “very important” component of 

Systematic 
reviews and 

meta-analysis 

Multi-site RCTs 

Randomized controlled 
trials (RCTs) 

Single quasi-experiments 

Single group pre- to post-test designs (and 
other pre-experimental designs) 
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pre-booking diversion programs for people with mental illnesses. The same survey found 55% of 

experts thought that a single point of entry to mental health services was a very important 

component of prebooking diversion programs and 60% reported that referral to outpatient 

community treatment providers was a very important feature of these programs. 

 A “no refusal” policy that expedites the officers’ immediate return to their duties. This policy 

recognizes the likelihood that officers will be deterred from bringing an individual to a crisis 

center (and, instead, make an arrest) if they believe the person in custody will not be accepted 

for evaluation by center staff. Eighty percent of crisis intervention experts surveyed identified 

having a no-refusal policy as a very important component of a police diversion program [6]. It 

should be noted however, that a survey of 54 police departments from the U.S., Canada, the 

U.K., and Australia reported that no-refusal policies were rarely available to pre-booking 

diversion programs serving people with mental illnesses [7].  

 A streamlined intake process that minimizes officer time at the center and maximizes patrol 

time. Slightly more than 85% of experts surveyed reported rapid transfer of responsibility as 

being a very important component of mental health services supporting a pre-booking diversion 

program [6]. 

 A legal foundation that allows the crisis center to accept and detain a person who may or may 

not have pending criminal charges [5]. Two-thirds (67%) of experts identified legal grounds for 

detention as an important component of mental health services supporting police diversion 

programs [6]. 

According to Compton et al. [8], there is consensus in the field that a designated emergency mental 

health drop-off site with a no-refusal policy is crucial  to improving officers’ linking of people with 

mental illnesses to needed services. However, the lack of specific research makes it unclear the impact 

that crisis centers, independent of the diversion programs discussed below, have on engaging in services 

and reducing the incarceration of people with mental illnesses. The research reviewed below, while 

identifying referral to services as an outcome, does not track individuals beyond the initial crisis drop-off 

point to evaluate whether these crisis services are effective at keeping an individual engaged in 

treatment or out of jail.  

Indeed, there is some debate as to whether mental health services can actually reduce the criminal 

involvement of most offenders with mental illnesses. Mental health treatment approaches aimed at 

reducing psychiatric symptoms have often been employed with offenders who have mental illnesses 

under the premise that symptom amelioration will reduce criminal involvement [9]. This approach is at 

the heart of the diversion-to-treatment programs reviewed here. However, research has shown that 

employing with justice-involved individuals those evidence-based practices that have been effective at 

reducing psychiatric hospitalizations and psychiatric symptoms does not translate to reductions in 

criminal behavior and incarceration [10-14]. This has led some to suggest that mental illness plays a 

minor role in the criminal involvement of this population and that services for offenders with mental 

illness should focus on addressing other factors that are more strongly related to criminal behaviors [9, 

15].  

The predominant, evidence-based approach in offender rehabilitation today is based upon the risk-

needs-responsivity model [RNR; 16]. This model asserts that: (1) an offender’s level of risk for criminal 

behavior can be assessed and that offender treatment services should be proportional to this risk level; 

(2) this treatment should be focused on removing those dynamic risk factors (termed criminogenic needs) 
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that are directly related to criminal behavior [mental illness is not a criminogenic need]; and, (3) this 

treatment should be responsive and tailored to an individual’s personal characteristics that facilitate 

learning new behaviors and cognitions. Criminogenic needs are the same for individuals regardless of 

whether they have a mental illness [17-19] and include antisocial cognitions, antisocial peers, substance 

abuse and lack of involvement in school and/or work. However, the presence of a mental illness is a 

personal characteristic to which programs targeting criminogenic needs must be responsive. Research 

has indicated programs that adhere to the RNR principles can reduce offender recidivism by up to 35% 

[20].  

In the end, if reduction in criminal behavior and incarceration is the aim, then services should: 1) be 

provided at an intensity commensurate with an individual’s level of need, 2) target criminogenic needs, 

and 3) be delivered in a way that is responsive to an individual’s health and mental health conditions. 

There is nothing fundamentally at odds with providing needed mental health services while adopting an 

RNR approach with those clients who are engaging in criminal behaviors. 

In the absence of peer-reviewed literature on the effectiveness of crisis centers at reducing jail stays or 

days, the authors visited two nearby crisis centers; one in Wyandotte County and one in Shawnee 

County. One author also visited a crisis center in Bexar County, Texas. 

Rainbow Services Inc. 

Rainbow Services Inc. in Wyandotte County is a 24-hour facility that offers assessment and triage, crisis 

observation, a sobering unit, and a short-term crisis stabilization unit. According to the Executive 

Director, RSI serves as a resource to individuals, families and law enforcement, and to prevent 

unnecessary hospitalization or incarceration of persons who can benefit from community-based 

resources [21]. The RSI sobering unit serves individuals who are intoxicated or impaired from substance 

abuse. Diverting such individuals from hospital emergency rooms and jails, the unit provides brief stays 

(no longer than 10 hours) for up to 10 persons at a time. At the conclusion of their stay, sobering unit 

consumers may be transferred to local detoxification facilities or discharged to community-based 

services, or the individual may simply exit the facility without a service plan. 

The RSI observation unit is staffed by a multi-disciplinary team of professionals providing clinical 

assessments, treatment, and observation lasting up to 23 hours per admission). The unit has a capacity 

to serve 10 persons at a time. Individuals may be discharged to community-based services, admitted to 

an inpatient psychiatric hospital, or transferred to RSI’s crisis stabilization unit. The crisis stabilization 

unit provides short term care (up to 10 days) for up to 10 clients. Upon completion of their stay, 

individuals may be referred to co-occurring substance abuse or other community-based services or 

admitted to an inpatient psychiatric hospital. 

Written RSI materials suggest that 45% of the persons referred to their services are accompanied by law 

enforcement, 19% are self-referrals, 25% are accompanied by family or friends, and others are brought 

in by community mental health centers (Wyandot Center/Johnson County Mental Health) or other 

community agencies.  The RSI protocol is to quickly process all law enforcement referrals so that officers 

can immediately return to their patrol duties. Between April and August 2014, RSI served a total of 559 

individuals; of those, 516 were unduplicated. Though it is unclear how the following figures were 

obtained, RSI reports that had their services not been available 17% of RSI clients would have been 

transported to a state hospital (91 individuals), 48% would have been seen in local hospitals (262 
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individuals), 11% would have gone to jail (61 individuals) and 24% to other community mental health 

services.  

Since its inception, RSI has operated primarily with funding allocated by the State of Kansas’s 

Department of Aging and Disability Services.   This funding will extend three years after which RSI must 

become self-supporting, relying on grants and donations for its operation. 

Valeo 

Opened in October 2014, Valeo’s Regional Center for Mental Health Emergency Care consolidates crisis 

services that were dispersed over eight locations into one central location [22]. Services include crisis 

intake and assessment as well as screening for state or local hospital admissions, counseling, and crisis 

stabilization. In regards to the latter, Valeo has 26 crisis stabilization beds that are available for stays up 

to 5 days. Valeo also provides crisis intervention training to local law enforcement agencies.  

In an adjacent facility, Valeo provides 11 beds for substance detoxification services lasting between four 

and five days. For those individuals for whom long-term treatment is indicated, Valeo operates a 50-bed, 

long-term (i.e., 3 to 4 week) residential substance abuse treatment facility. 

The Valeo facilities offer law enforcement officers a quick assessment/acceptance policy that allows 

officers to return to their patrol duties within a very short period of time.  Only persons physically 

violent or deemed to be at imminent risk for violence are refused admission at the center.   

Valeo officials report that approximately 40 percent of people brought to its crisis facility in the midst of 

a mental health crisis come by way of the Topeka Police Department [23].  It is noted that Valeo’s 

budget for this crisis facility is dependent in part on the referral of persons from law enforcement 

agencies outside of Shawnee County, including referrals from the Bert Nash Mental Health Center and 

transports by the Lawrence Police Department.  Indeed, it is clear that as other jurisdictions plan the 

development of crisis intervention services, Valeo’s budget will be negatively impacted.  The Valeo crisis 

center operates on a profit-making basis, i.e., it is designed to be self-supporting.  Part of the budget 

design includes an expectation of receipt of payments for services offered to residents of other counties.  

Private health insurance, Medicaid, and other payment sources are billed for services rendered. 

Having been open for approximately only eight months at the times of our visit, Valeo could not provide 

any data on the new crisis center’s current or potential impact on the justice involvement of the clients 

it has served.  It is important to note that Valeo has a very high staff turnover rate.  Clearly, the intensity 

of the needs among the population served takes its toll on staff.  The potential for violence in the center, 

the potential for personal injury, and the difficulty inherent in managing a large population of persons in 

crisis all play out in staff turnover. 

Bexar County 

The Crisis Care Center (CCC), the crisis intervention center in Bexar County, Texas, serves the city and 

suburbs of San Antonio – a metropolitan population of almost 1.9 million - in several physical locations, 

with additional site expansion planned for the future.  A site visit was made to the near-downtown 

location, which consists of a complex of buildings that provide crisis intervention, chemical dependency, 

health, and homelessness services for thousands of people each year. The complex is operated under 

the collaborative auspices of Texas’s Center for Health Care Services and other state funded agencies, 
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and is one component of a menu of specialty programs – including a variety of therapeutic justice 

programs - available to Bexar County justice-involved residents.  This is a very expensive and largely 

privately and grant-funded enterprise. 

The Crisis Care Center is also a jail diversion resource available in the county, and provides a panoply of 

professional staff (medical, psychiatric, social work) round-the-clock, enabling a “drop off” response 

system that allows law enforcement officers to return to their duties immediately after bringing 

someone to the physical crisis center location.  In addition to providing mental health assessments and 

treatment, the CCC also provides a sobering area and an inpatient detoxification unit [24].  Further, in a 

separate building on adjacent grounds, the Haven of Hope center provides structured interventions for 

homelessness, focused on identifying and treating the root causes of homelessness.  The Hope Haven 

safe shelter (the ”courtyard”) sometimes sees a nighttime population of more than 600 people who 

sleep outside in a secure area. 

One published report [24] indicates that in a 12 month period during 2010-2011, 5,100 persons were 

screened, referred, or received some level of services in the CCC and 8,000 people used the drug-related 

services available on the same grounds. 

There are no known peer-reviewed and published evaluations of the Bexar County diversion programs.  
While these programs have received considered attention in the trade literature and from the 
constituents of communities across the country that struggle with the same issues of mental illness, 
addictions, homelessness, and poverty, independent reports of treatment and fiscal outcomes, including 
resource savings, were not found in the refereed literature.  However, Dr. Tony Fabelo, the research 
division director for the Justice Center, Council of State Governments (CSG), summarizing the recent CSG 
activity in Bexar County, provided this feedback about the Bexar County program outcomes:   

 
Bexar County has good CIT training for police and the police uses (sic) their restoration center 
and Havens for Hope programs to take mentally ill persons there instead of booking.  So this is 
good.  However, they do a very poor job of screening, assessing and diverting mentally ill 
persons to treatment programs at booking.  They also do not have enough program capacity, 
nor do they do a good job in retaining those that are diverted to treatment. … the mental health 
system is very deficient and does not have capacity to address many of the needs of mentally ill 
people in general, but in particular, those in the justice system (personal communication July 24, 
2015). 
 

Summary 

There are several critical lessons to be learned from the literature and from the experiences of other 
crisis intervention centers.  First, no one ventures down this road without a fervent wish for 
success.  These desires can often yield inflated appraisals of “success” and estimated conclusions of 
positive outcomes.  The evidence, however, of both success and failure is missing. There are no known, 
peer-reviewed, and published empirical studies using random assignment and there are also no quasi-
experimental studies reporting the impact of crisis centers on the justice-involved population to be 
found in the literature.  In part or in full, this total absence of good, trustworthy evaluations is a result of 
not developing an evaluation strategy concurrent with the development of the crisis intervention center 
itself.  In essence, we have only stories and obscure percentages of success and failure to rely on.  This 
does not mean that crisis intervention centers are ineffective; it only means that we do not know which 
are and which are not and why either is the case. 
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Second, mental health intervention alone may not have a significant impact on the total jail population; 
we simply do not know for sure.  Once referred individuals enter into the mental health system, they fall 
off the radar screen.  There are no known rigorous national studies that follow people referred to crisis 
centers to identify their outcomes, including their future interface with the mental health system and 
with law enforcement and the criminal justice system.  As identified above, some scholars suggest that 
mental health interventions may have limited impact on the criminality of people with SMI who are 
justice-involved. The lesson here is one of prioritizing what needs to be addressed in an intervention 
system.  Mental health needs are one set of potentially many needs to be addressed and targeting 
criminogenic needs may provide more positive and enduring justice-related outcomes.  Both can be 
targeted in a crisis intervention center, but often are not. 
 
Nationwide, some 80% of justice-involved persons has a substance use problem.  Estimates in Douglas 
County echo this finding.  Many of these persons also have co-occurring mental disorders that will be 
difficult to assess and treat until the person is sober and stable.  Thus, a crisis center is not just a mental 
health venue; it must also be a venue to provide sobering and addiction treatment services. 
 
Relatedly, the crisis intervention center must be developed to serve the entire community; not just the 

law enforcement community.  Not only will this encourage widespread support for its development and 

services, crisis intervention centers have the potential to divert non-justice involved persons from 

becoming involved in the justice system because of their mental conditions. 

Finally, thinking about sustainability in the developmental stages is critical.  Fiscal sustainability as well 

as staff sustainability must be considered when designing the physical and ambient environment of the 

center itself. 

(2) LAW ENFORCEMENT RESPONSES 

There are frequent references in the professional and trade literature to the many calls for police 

officers to respond to scenes involving individuals experiencing a mental health crisis.  Consequently, 

law enforcement officers play an important role in determining whether to resolve these situations with 

arrest and incarceration or with diversion of the individual into treatment services [25-27]. Key members 

of the Lawrence and Douglas County communities (i.e., the Sheriff, Police Chief, and Municipal Court 

Judge) report the same trends in this jurisdiction, though evidence of the extent of this activity is not 

readily available. Nationally, the most common law enforcement-based specialized response program is 

the Crisis Intervention Team (CIT) model [28]. The CIT model was developed in Memphis, Tennessee and 

involves the training of police officers to de-escalate crises and, when appropriate, to divert to 

treatment services instead of arresting individuals who are in the throes of a mental health crisis [29].  

Resources  

Essential elements of officer-based diversion programs are outlined in the literature [30, 31]. These 

include specialized training of officers and dispatchers, and meaningful collaborations among criminal 

justice and mental health professionals to support planning and implementation of the CIT program and 

custodial transfers to comprehensive and effective community-based treatment, supports, and services 

[30]. 

Training. The Memphis CIT model involves 40 hours of training for police officers to learn and master 

crisis intervention skills [32]. Supplemental training can also be provided to emergency dispatchers to 
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facilitate their identification of calls for service that may require a CIT response [31, 33]. During the 

training, officers interact with individuals who have lived experiences in order to develop a better 

understanding of challenges associated with mental illness; are instructed on mental health diagnoses, 

psychiatric medications, and drug abuse and dependence; and receive intensive training in verbal de-

escalation skills [34]. Qualitative and pre-experimental research involving officers trained in CIT has 

found these officers to express greater understanding of mental illnesses and increased empathy and 

patience towards people with mental illnesses, and to consider more options (e.g., redirection away 

from jail) when deciding the outcomes of crisis calls [35-38].  

Quasi-experimental research on the impact of the 40-hour CIT training has indicated that training 

increases officers’ sense of self-efficacy and preparedness in effectively responding to the needs of 

individuals with mental health problems [39-41]. In one study, Compton and colleagues [42] compared 

CIT-trained officers to non-CIT-trained officers in their perceived need to use force in response to a 

series of vignettes depicting an escalating crisis situation involving a person with psychotic symptoms. 

The responses of CIT-trained officers to these scenarios reflected less escalation and a lower 

endorsement of the use of physical force in responding to the individual experiencing psychosis [42]. 

Additionally, CIT training appears to reduce feelings of social distance and stigma toward the population 

of persons with mental illnesses who come to the attention of the police [39, 41, 43, 44]. Retention of 

knowledge gained from CIT training has been shown not to differ based upon age, gender, level of 

education, or whether the officer volunteered for training [45]. 

Behavioral health partners. Behavioral health partners are a critical ingredient of the CIT model of 

diversion [30]. Mental health and substance abuse treatment professionals provide the necessary crisis 

treatment and support services that function as an alternative to jail and they also provide the training 

described above to officers and criminal justice personnel [31]. It is important that, to maximize officer 

presence in the community, mental health partners provide quick handoffs to supportive and crisis 

services [46]. Crisis services (usually a dedicated crisis center) should have a no refusal policy and accept 

all referrals regardless of diagnosis or financial status [7]. However, police should receive training on 

who is appropriately safe for diversion to these crisis centers. For example, individuals whose crisis 

resulted in injury to self or others or who remain agitated and potentially violent are not good 

candidates for diversion to noncustodial, nonmedical crisis centers.  Policies should be set to ensure 

minimal turnaround time for the CIT Officers, so that it is less than or equivalent to the turnaround time 

necessary in transporting a person and processing him into jail [31]. Additionally, the facility will need 

access to a wide range of emergency health care services and disposition options, as well as alcohol and 

drug emergency services. The importance of effective mental health partnerships cannot be overstated. 

Simply put, by Watson and colleagues [47], 

In order to divert individuals with mental illness to the mental health system, officers must 

interact with providers from the mental health system. This can only occur if responsive mental 

health services exist; and if officers are able to efficiently link individuals to treatment to resolve 

a mental health call. Police must also have access to community mental health resources to 

respond to individuals who are in need of services but do not meet criteria for emergency 

evaluation at the hospital (p. 364). 
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Quasi-experimental evidence 

Quasi-experimental research examining disposition outcomes involving CIT is sparse. One study 

comparing the characteristics and psychiatric dispositions of individuals referred to mental health crisis 

services by CIT officers, by family members or through self-referral concluded that CIT police officers 

were able to adequately identify appropriate people for referral to emergency psychiatric services [48]. 

In another study involving 180 officers (91 with CIT training and 89 without) in six departments across 

the State of Georgia, Compton et al. [49] found that among 1063 encounters CIT officers did not 

generally differ from non-CIT officers in the use of force, nor did they differ in the percentage of calls 

that was resolved on-site (about half for each group). However, referral to services was significantly 

more likely and arrest was significantly less likely for those individuals in crisis who encountered a CIT-

trained officer versus a non-CIT-trained officer [49].  

Research comparing outcomes of calls responded to by either CIT officers, a co-responder (CR) pairing of 

an officer and a mental health professional, or a civilian community service officer (CSO) trained in social 

work or related fields [50] found percentages of arrest dispositions varied from 2% (CIT) to 13% (CSO). In 

75% of cases responded to by CIT officers the individual in crisis was transported to treatment; this 

disposition occurred in 42% of CR responses and 20% of CSO responses. The authors suggest that the 

large differences in treatment disposition were due to the availability of a crisis drop-off center in the 

jurisdiction served by CIT officers [50].  

Other quasi-experimental research has shown CIT training to increase direction to mental health 

services and, to a lesser extent, reduce arrest and use of force with those individuals in a psychiatric 

crisis who are brought to the attention of the police [51-53]. In comparing CIT to non-CIT officers in 

Chicago policing districts with high/low mental health resources, Watson and colleagues [54] found no 

effect of either CIT training or resource availability on arrest but did observe CIT trained officers were 

more likely to direct individuals to mental health treatment than non-CIT trained officers. However, the 

effect was moderated by the availability of mental health services. In districts with high levels of mental 

health resources the relationship persisted while in low resource districts, the relationship between CIT 

training and referral to services was nonsignificant; highlighting again the need for adequate mental 

health support services for diversion efforts to be effective.  

It is important to note that the studies reviewed here looked specifically at the actions of CIT vs. non-CIT 

trained officers.  The studies did not include investigations of what occurred after referrals to mental 

health and support services were made, e.g., whether the person actually accessed services on an 

ongoing basis. 

Experimental evidence 

No studies utilizing an experimental design were located. 

Systematic reviews and meta-analysis 

Two systematic reviews have been conducted of the research examining the effectiveness of CIT on 

various outcomes.  In 2008, Compton and colleagues [55] conducted a qualitative review of the extant 

research that included evaluations, surveys and outcome studies involving CIT. They identified three 

studies reporting on dispositions of calls eliciting a CIT response (all were reviewed above; [48, 50, 52]). 

While noting “serious methodological limitations” (p. 53), the authors concluded the evidence provides 
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preliminary support for CIT as an effective method for connecting to mental health services those 

individuals experiencing a psychiatric crisis and who come to the attention of the police. 

A more recent quantitative meta-analysis by Taheri [56] focused specifically on studies that reported on 

arrests, use of force and officer injury. The review was limited to available quasi-experimental or 

experimental research. Seven studies were included in the meta-analysis. Again, no studies utilizing an 

experimental design were located. The five studies that were able to be pooled for meta-analysis 

resulted in a nonsignificant difference in arrests between CIT and non-CIT officers; though the average 

number of arrests for CIT officers was lower. Similarly, the five studies that were able to be pooled for 

meta-analysis resulted in a nonsignificant difference in use of force between CIT and non-CIT officers; 

though results favored the non-CIT group on average. Only two studies reported on officer injury and 

therefore no pooled analysis was possible on this outcome. Findings led Taheri to conclude that,  

There appears to be some evidence that CIT has no effect on outcomes of arrest, nor on officer 

use of force, with the overall findings being mixed. Paired with findings from the Compton et al. 

(2008) review, these results raise some concern about the widespread implementation of CITs 

(p. 15). 

Summary 

That there are no published, peer-reviewed experimental and few quasi-experimental studies 

completed on the outcomes of CIT training for officers should not be overlooked when considering 

implementation of a widespread CIT program.  Certainly, increasing one’s understanding of mental 

illness and of effective ways to interdict in crises is significant in its own right. That said, it is important 

not to conflate knowledge acquisition with actual outcomes.  If the purpose of implementing CIT 

training is to increase officers’ understanding of mental health crisis, CIT is clearly an appropriate 

strategy to employ.  If, however, the purpose is instead to reduce arrests and subsequent incarceration 

and substantially improve people’s access to mental health resources, CIT has not yet been firmly 

established as a viable method to do so.  

In recent years, the CIT program originally developed at the University of Memphis has morphed into 

something more abbreviated than the original and well-known 40 hour copyrighted course.  Correction 

officers, for example, may now take a 1 or 2-day crisis resolution course [e.g., 57]. These abbreviated 

curricula have not been subject to rigorous evaluation. 

What is consistently clear in the research that has been published is the importance of the mental 

health resources in the community to which CIT trained and non-CIT trained officers can refer.  Further, 

these resources, including crisis centers, must have the capability to quickly assume physical 

responsibility for the person referred, so the officer can return to his/her patrol duties in a timely 

manner.  Additionally, “mental health” should be interpreted broadly, to include crisis detox services for 

persons severely intoxicated who are detained by law enforcement for their protection or whose 

families are unable to manage the intoxicated person safely. 

Finally, there simply isn’t enough research published to make definitive statements about the best 

structure of a CIT program.  Whether CIT is more effective when responses are made by CIT trained 

officers alone or in dyads with mental health co-responders has not been established.  At present, in 

most communities, the availability of human and service resources will determine the program model.  
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(3) POST-BOOKING DIVERSION STRATEGIES 

Post-booking diversion programs often begin with screening and, when indicated, assessment to identify 

individuals with mental illness who may be appropriate for diversion to treatment services [58, 59]. 

Diversion may take the form of transfer to a secure forensic treatment setting, conditional release to 

treatment services or release to treatment with charges dropped [59, 60]. Individuals eligible for 

diversion are typically those who have been charged with a nonviolent misdemeanor or low-level felony 

offense; those with other charges may be admitted depending on the program-specific criteria [61]. 

Post-booking diversion programs may be categorized based upon their administration and location as 

either jail-based diversion, court-based diversion, and specialized diversion courts [62, 63]. Only the first 

two models are discussed here, while the third, mental health courts, are discussed separately below. 

Jail-based diversion programs are often operated by pretrial or specialty jail or mental health personnel 

who screen and assess for diversion individuals booked into the jail. Identification of who meets 

eligibility and is offered diversion to treatment and support services is determined in conjunction with 

the prosecutor, defense attorney and judge [64]. In some cases community supervision may accompany 

diversion; in others, diversion to treatment and support services ends the individual’s episode of justice 

involvement [62]. Postarraignment, court-based diversion can occur at any stage in the criminal justice 

process prior to sentencing. Court-based diversion programs vary in degree of court monitoring and 

type of sanction imposed, but are typically decentralized, with diversion staff working in multiple courts 

and in the community, providing case management and/or a liaison role between community service 

providers and the court [65]. Again, here, the focus is court-based diversion programs that have little to 

no involvement beyond the initial screening and referral. Models with more extensive court oversight 

(i.e., problem-solving courts, mental health courts) are discussed separately below. 

Quasi-experimental evidence of effectiveness 

Prearraignment programs. Hoff and colleagues [66] compared 314 offenders with a SMI who had been 

enrolled in a diversion program between December 1994 and March 1997 to 124 individuals who were 

eligible for diversion but were not diverted during the same time period. In the year after the index 

arrest, those diverted had significantly reduced jail days compared to those who had not been diverted 

(40.51 versus 172.84 days). However, this relationship was moderated by seriousness of the index 

offense. That is, diversion only reduced subsequent days in jail among those initially charged with more 

serious offenses (low-level felonies and high-level misdemeanors) compared to those who were charged 

with moderate to low-level misdemeanors. Another quasi-experimental evaluation of jail-based 

diversion programs in Arizona, Hawaii and New York, compared persons released from jail through 

prearraignment diversion and those who were released without diversion, on the number of arrests and 

on having any arrests during the past 30 days at three and 12 months post-release, and found no 

significant differences between the two groups [62].    

Postarraignment programs. Included in the report on the outcomes of eight jail diversion programs 

cited above was the evaluation of one diversion program in Connecticut that was conducted during the 

arraignment phase of criminal justice processing [62]. Comparisons of 3- and 12-month outcomes of 

those diverted and those not diverted resulted in no significant differences between the two groups in 

whether individuals had been arrested or in each group’s average number of arrests during the past 30 

days. Another study conducted in Connecticut with a smaller sample that included individuals not 

diverted and individuals participating in a court-based diversion program found no difference between 
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the two groups in arrest rates or time to arrest; however, the diversion group spent significantly fewer 

days incarcerated in the year following the index arrest, and were also less likely to be re-incarcerated 

[67]. 

Rivas-Vasquez and colleagues compared arrest outcomes of individuals diverted, at arraignment, to an 

integrated health/mental health and relationship-based care program to the outcomes of individuals 

diverted to a variety of standard (non-integrated, not relationship focused) programs [68]. Individuals in 

the relationship focused program were encouraged (through the professionals’ concerted use of 

empathy, respect and connectedness) to develop relationships with staff and each other as well as with 

their health care network. Those in the standard diversion programs did not evidence a reduction in 

number of arrests in the year following diversion. Individuals in the enhanced diversion programs had a 

lower average number of arrests compared to the year prior to diversion and compared to the 

individuals who received standard care.   

Either pre- or postarraignment programs. A study by Shafer and colleagues’ [69] included individuals 

with SMI and substance use disorders who had been arrested and booked for misdemeanor offenses. 

Diverted individuals included those who were released on conditions prior to trial, who received 

deferred prosecution, or who received summary probation and court monitoring. These participants’ 

violent and criminality outcomes at 3 and 12 months were compared to those of similarly situated 

nondiverted participants. Analyses found no main effects for diversionary status or time on having been 

arrested or self-reported perpetration of violent acts at both follow-up points.   

Within the New York City LINK diversion program, Broner and colleagues [70] compared the 3- and 12-

month outcomes of individuals diverted through the program’s prearraignment, jail-based diversion 

track (the nonmandated track) to the outcomes of individuals diverted through the program’s 

postarraignment, court-based track (the mandated track). Those in the nonmandated track were 

diverted from jail and received case management without specific court involvement or any mandated 

sanctions. Those in the mandated track were diverted through the court with diversion conditioned on 

treatment involvement, mandatory case management reporting, and with court sanctions for 

noncompliance. In addition to each other, group outcomes were compared to another group of similar 

offenders who did not receive diversion. Findings suggest that mandated diversion is more effective 

than nonmandated diversion or standard criminal justice processing “in terms of reducing the number 

of days incarcerated in prison, increasing the number of days spent in the community (not in a hospital 

or incarcerated), reducing drug use during the course of a year, and effectively creating treatment 

linkages.” (p. 43). 

Experimental evidence of effectiveness 

No studies utilizing an experimental design were located.  

Systematic reviews and meta-analysis of effectiveness 

Lange and colleagues [58] conducted a systematic review of the research on jail-based diversion 

programs for adults in North America and published between 1995 and 2011. They concluded that jail-

based (prearraignment) diversion has “a high degree of effectiveness in reducing recidivism … and 

moderate effectiveness in reducing the number of days incarcerated” (p. 210). They also concluded that 

court-based diversion (postarraignment) programs evidenced “moderate effectiveness for reducing 
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recidivism … [and] the number of days incarcerated.” However, these conclusions were based upon the 

inclusion in their review of questionable findings from several pre-experimental research studies (e.g., 

[71-73]). Higher quality studies that were included in their review only partially supported their 

conclusions (all of these studies were referenced above in the section entitled “Quasi-experimental 

evidence of effectiveness”).  

Ryan et al. reviewed the literature published between 1999 and 2008 examining postbooking diversion 

programs targeting individuals with serious mental illness [74]. Unfortunately, results reported conflate 

mental health court outcomes (discussed separately below) with outcomes of diversion programs that 

are not court-based. However, quasiexperimental studies included in the review by Ryan and colleagues 

are summarized above.  

Bail reform 

While not an approach taken to specifically reduce the numbers of individuals with SMI in jail, it is worth 

noting here the attention that no-bail programs have been receiving across the country as a method to 

reduce jail populations. For example, in 2010, Human Rights Watch called for implementation of  

policies that prevent the incarceration of misdemeanants because of their inability to afford financial 

conditions of release imposed to secure their appearance at a subsequent court date [75]. The group 

suggests a number of policies that could be implemented by prosecutors, judges and defense counsel 

that eliminate bail in most cases and that, when necessary, promote financial conditions that are 

affordable to the defendant. The policies called for by Human Rights Watch are now being implemented 

[76]. For example, according to the New York Times, bail reform has been enacted to reduce jail 

overcrowding as well as facilitate access to behavioral health treatment for those in need:  

Reducing the population to make the jail complex more manageable was one of the central 

objectives, and along with the bail changes, the city is also expanding public health services and 

other programs for people with mental health and substance abuse problems [77]. 

In Washington, D.C., bail has been essentially eliminated. Eighty percent of defendants are released 

without financial bonds and 15% are held without bond. The remaining 5% are held on a financial bond, 

and upon request from the defendant, receive credit for time served if convicted [78]. The Pretrial 

Services Agency for the District of Columbia reports that 88% of released defendants (many of whom 

are supervised in the community) make all court appearances, and the same percentage complete the 

pretrial release period without any new arrests [79]. Similar rates of success have been reported in 

other jurisdictions that have employed risk assessment tools to identify individuals appropriate for 

pretrial release [80-82]. In one study of state court felony defendants in the 75 largest counties in the 

United States [83], failure to appear rates were slightly higher releases on recognizance than for those 

on conditional releases (26% and 22% respectively), and rearrest rates (17% and 15%) were similar to 

those of jurisdictions cited in this paragraph. Defendant characteristics associated with pretrial 

misconduct include being male or a racial minority, having a prior arrest record or current drug offense 

[83, 84]. Supervision of the defendant upon release is also associated with decreased arrest and 

increased court appearance rates [85]. 
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Summary 

While once again we were unable to find any published experimental studies related to bail reform, it is 

a strategy to be considered in any endeavor that seeks to reduce the total jail population.  Its potential is 

perhaps best summarized In a recent report on pretrial release programs [86], where the National 

Association of Counties found that that the majority of people held in county jails is of pretrial status 

and of low risk to public safety. Their report recommends expanded use of pretrial release and pretrial 

supervision and concludes with a call to action for county boards: 

County boards have the convening power of all the parties in the pretrial system and courts 

have the authorizing power over pretrial release. Any long term sustainable solution for pretrial 

release requires collaboration across the county justice system, including local law enforcement, 

the court and corrections system. Counties are in a strong position to lead the way in pretrial 

release, developing strategies and leveraging resources that not only assist in managing the 

county jail population, but safeguarding public safety [86]. 

MENTAL HEALTH COURTS 

Because unmanaged psychiatric impairment can be the primary contributing factor in some criminal 

acts, standard criminal justice responses may be viewed as scientifically and therapeutically baseless. 

For these individuals, a model that incorporates both criminal justice supervision and structured 

therapeutic intervention may be more effective for addressing the dual objectives of public health and 

public safety. Mental health courts (MHCs) are specialized dockets for defendants with mental illnesses 

that seek the adjudication of criminal charges and municipal code violations by using a problem solving 

model. Eligible clients voluntarily participate in a judicially supervised course of treatment developed by 

a team that includes mental health professionals. Modeled after drug treatment courts, MHCs provide 

an alternative to incarceration for mentally ill individuals charged with criminal offenses. The number of 

MHCs has expanded since their inception in 1997 to the point that there are now approximately 350 

such courts operating in the U.S. [87]. 

It is important to note that there is no consensus on what constitutes a mental health court; they are 

developed in the context of community need and they function differently based upon the range and 

availability of treatment and court resources in that community and service catchment area [88-90]. As 

such, the following descriptions of populations served, court structures and resources should be viewed 

as guidelines and generalizations about their effectiveness should be approached with caution.  

Population and eligibility 

Mental health courts typically target individuals with SMI [91-93]. Co-occurring substance use disorders 

are common among this population as well [91, 92, 94]. However, the target populations of MHCs can 

vary and are “often shaped by state mental health ‘priority population’ definitions because these 

definitions affect the relative availability of treatment services that community providers can offer and 

be reimbursed for by the state or federal government” [95]. Arraignment for a nonviolent violence is 

often a requirement for admittance to a MHC [96], though involvement of individuals charged with a 

violent offense or history of violence may be considered on a case-by-case basis [91, 97]. Mental health 

courts may serve individuals with both misdemeanor and felony charges [93, 94]. As in regular court 

proceedings, defendants must be competent to proceed and capable of providing consent to voluntarily 
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participate in the MHC [96]; though the question of whether the voluntary nature of participation is 

always clear to defendants is an ongoing one [96]. 

Coercion 

While enrollment in a MHC is presumed to be a voluntary choice, once admitted, the participant’s 

adherence to the court-imposed treatment plan is leveraged through the threat of sanctions and the 

possibility of reinstatement to standard criminal justice processing for the criminal charges that initially 

brought the individual to the attention of law enforcement. The extent to which such mechanisms of a 

MHC are perceived to be coercive can depend upon 1) the transparency of the defendant’s consent and 

enrollment process, 2) the ability of the defendant to withdraw from the MHC and to refuse treatment 

without additional penalties and 3) the defendant’s experience of procedural justice within the MHC. 

Regarding the first point, mental health advocates [98] recommend that an individual’s decision to 

participate in a MHC should involve the same level of choice as that of a criminal plea; that terms of 

participation should be discussed and documented and the decision to participate should not be made 

until after advisement from competent legal counsel has been offered. Making explicit to defendants 

that they have a choice to participate in MHC can significantly reduce feelings of coercion among MHC 

participants [99]. Similarly, an individual’s choice to refuse a particular treatment or to withdrawal from 

a MHC should not engender undue duress. Advocates have recommended that MHCs establish a 

process for the review of treatment refusals by MHC participants “so that any decision to reinstate 

charges is made in an informed manner after all reasonable alternatives have been exhausted” [98]. 

It has also been suggested that feelings of coercion can be minimized when the use of rewards and 

sanctions to promote treatment adherence occurs in the context of a therapeutic relationship [100]. In 

MHCs, the relationship of focus tends to be the one between the judge and the MHC participant and the 

quality of this relationship often involves the participant’s sense of procedural justice [101]. Indeed, 

procedural justice, or participants’ perceived fairness of legal procedures [102], can have substantial 

impact on his/her satisfaction and compliance with MHC [99, 101]. As such, communication with MHC 

participants that imparts knowledge of court procedures and that promotes involvement of clients in 

determining sanctions and rewards can minimize feelings of coercion, increase perceived procedural 

justice and improve MHC outcomes [99, 101, 103].  

Structure 

Mental health courts provide a post-booking alternative to the incarceration of mentally ill individuals 

charged with criminal offenses. Offenders may enter mental health courts prior to pleading to their 

charge(s) or may enter the MHC post-arraignment or post-adjudication [97]. Some MHCs require 

participants to plead guilty to their charged offense(s) in order to participate, with record expungement 

upon graduation. Other MHCs may not require a guilty plea, will dismiss or reduce charges upon 

graduation and will pursue charges for those that are unsuccessful in the MHC structure. It should be 

noted that some critics view the requirement of a guilty plea as precluding the earliest possible criminal 

justice diversion and as contributing to the further criminalization of this population [98].  

Although these courts may differ somewhat in structure, objectives, and function by jurisdiction [104], 

the essential elements of MHCs include: multidisciplinary planning and administration, clear terms of 

participation and informed choice to participate, confidentiality safeguards and, among others, 

increasing participants’ access to evidence-based treatments and services as well as monitoring of 
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participants’ adherence to court conditions and incentives for adherence [105, 106]. In a survey of 90 

MHCs in 2005, the median number of active clients being served at the time of the survey was 36 and 

the mode was 30 [94].  

Resources 

The typical MHC team includes the Judge, court administrator/coordinator, treatment providers/case 

managers, prosecuting and defense attorneys [91] and often (in the case of post-adjudication, felony 

admitting MHCs [107]) probation officers [94]. Given the emphasis on non-adversarial court 

proceedings, the roles of attorneys appear to be minor during hearings [96]. Attorneys play supportive 

and collaborative roles, with the defendant’s success mutually embraced as the MHC goal. The average 

length of expected participation in a mental health court program is 12-18 months [95], with 12 months 

most common [93]. 

Judge/court. The majority of MHCs surveyed in 2005 had clients return to court either weekly or 

monthly in the beginning period of their participation [94]. Participants move through phases that 

gradually require less frequent status hearings before the judge [108]. During court, each participant 

speaks with the judge and the judge receives updates on whether the participant met mental health 

service and court obligations for the week or for the period between court meetings. In one process 

evaluation, status hearings averaged 4.1 minutes per client [91]. Conversations between the judge and 

defendant tend to focus on treatment-related issues [96]. Praise is offered for those who have met 

obligations and encouragement for those struggling to get theirs met. Praise is offered more often than 

sanctions [108]. However, a variety of sanctions may be meted out for noncompliance, in graduated 

fashion ranging from adjustments to treatment plans to written assignments to community service to 

more frequent status hearings to jail time [91]. Research suggests that the judge is instrumental in 

promoting procedural justice (i.e., a sense of fairness in the application of rewards and sanctions) among 

court clients, in part, through the use of transparent and collaborative decision-making with clients and 

treatment providers [109].  

Treatment and support services. Case managers are responsible for evaluating eligible defendants, 

developing treatment plans and linking clients with necessary community support services including 

mental health treatment services. As mentioned above, those courts that utilize a post-adjudication 

model and that admit felony and/or violent offenders, may also incorporate probation officers into 

supervision and support services [107]. In a systematic review of MHC effectiveness studies, Cross found 

that services provided though the MHCs varied but often included clinical counseling, case management, 

substance abuse treatment, money management education, employment counseling, entitlement 

program assistance, and self-help and support groups [93]. The availability and quality of mental health 

and supportive services, or lack thereof, have been identified as limiting factors in the effectiveness of 

the MHC model [92, 110].  

Quasi-experimental evidence of effectiveness 

As mentioned above, quasi-experimental designs lack the randomization of study participants to 
treatment (e.g., MHC) and control groups (e.g., traditional court processing) that equalizes the 
characteristics of participants in the two groups and facilitates causal attribution of observed outcomes 
to the intervention (i.e., MHC). Some designs will use statistical methods that attempt to equalize the 
experimental and comparison groups (e.g., propensity score matching), while others will simply assign 
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those that opt out of the intervention (or who are wait-listed) to the comparison group. In either case, 
there remain differences between participants in the experimental and comparison groups that can 
explain differential outcomes between the two groups (e.g., MHC participants could be more motivated 
to treatment). With this in mind, the results of several quasiexperimental studies are summarized 
below. 

Research utilizing matched sample comparisons found that participants in MHCs  displayed a lower 
overall rate of recidivism (10% vs. 28% within 12 months following the index offense that led them to 
court) and longer time to rearrest (11.3 vs. 9.6 months) for a new charge [111]. Similarly, compared to a 
matched sample of individuals diagnosed with a mental disorder receiving usual processing through the 
San Francisco jail, MHC participants experienced a longer time without incurring any new criminal 
charges or new charges for violent crimes [112]. However, using a matched sample of misdemeanor 
court defendants with mental illnesses, Christy and colleagues [88] found no significant differences 
between the two groups in percentage rearrested or in time to rearrest in the 1 year study period. The 
authors suggest this non-effect was due to a lack of additional funding for the local mental health 
system to support the expanded demand that resulted from the newly developed MHC [110]. 

Using a nonequivalent comparison group design Moore and Hiday [113] found MHC participants, 
compared to traditional court participants with mental illnesses, had fewer arrests and were arrested 
for less severe crimes during the twelve months following entry into either the mental health or 
traditional court. In a multi-site study evaluating four MHCs with a nonequivalent comparison group of 
subjects who were eligible for the MHC but were never referred to it or were never rejected from the 
MHC, Steadman and colleagues [114] observed MHC participants to be significantly less likely to be 
rearrested than comparison group participants in the 18 months following enrollment (MHC) and jail 
admission (comparison group).  

Using non-equivalent comparison groups, Frailing [108] found MHC participants had reduced jail days, 
decreased hospitalizations and decreased positive drug and alcohol tests while Boothroyd and 
colleagues found increased utilization of mental health services [96] compared to non-MHC participants. 
Similarly, comparing MHC opt-in participants to a nonequivalent group of opt-out referrals in two 
Washington state MHCs, Trupin and Richards [115] found a medium effect of MHC participation on both 
decreased bookings and decreased annualized jail days. Using non-equivalent samples, other 
researchers [116, 117] have found relative reductions in the incidence of arrest among mental health 
court participants. Indeed, aside from a recent study by Campbell et al., which found mental health 
court completers had a similar rate of new charges to comparisons not enrolled in mental health court 
[118], the quasiexperimental evidence has generally shown a positive relationship between MHC 
participation and criminal justice and clinical outcomes. 

Experimental evidence of effectiveness 

In one of the only two experimental studies of a mental health court, Cosden and colleagues [97] found 
that participants in mental health court had similar gains to participants receiving traditional court 
processing in measures reflecting life satisfaction and alcohol use. In addition, a similar proportion of 
clients in each condition had been booked at least once and spent some time in jail. However, MHC 
participants showed greater improvements in level of distress, independent functioning, and drug use 
over time. And a lower percentage of MHC participants, than traditional court participants, were 
convicted of a new crime. There was also evidence that study participants processed in traditional 
courts were convicted of more serious charges than those MHC participants who received a conviction. 
It should be noted that MHC participants were supported by an assertive community treatment (ACT) 
team during their court tenure which included the 6- and 12-month follow up data collection points 
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summarized here.  ACT is a highly intensive treatment model involving a multidisciplinary team of 
professionals supporting people with SMI/SPMI in the community. 

In another experimental study conducted in Butte County, CA, mentally ill adults who committed a 
qualifying offense (nonviolent, not a serious felony) were randomly assigned to either enhanced 
treatment, which had as its centerpiece a MHC, or to the community’s usual standard of care [119]. 
Within a six-month follow-up period, 22.2% of MHC participants compared to 46.2% of non-MHC 
participants were booked into jail at least once. On average, MHC participants also spent five fewer days 
in jail. Due to the small sample (18 MHC and 26 non-MHC), statistical significance tests were not 
conducted. A larger sample was available for testing clinical outcomes. The researchers found 
statistically significant improvements over the control group in each of the standardized measurements 
of client functioning and symptomatology [119]. 

Systematic reviews and meta-analysis of effectiveness 

In a meta-analytic review of 18 studies published prior to 2009 and that contained quantifiable 
recidivism data on MHC participants in the United States, Sarteschi and colleagues [92] found a 
significant effect of MHC participation on recidivism reduction (with a moderate effect size; g = -.54). 
Sarteschi et al. found too much heterogeneity in mental health outcomes to allow for pooling of study 
results; likely reflecting the variability of mental health services availability at study sites [92]. 

A meta-analysis conducted by Cross [93] reviewed 20 experimental or quasi-experimental studies 
published between 1997 and 2011 that reported at least one quantifiable indicator of recidivism or a 
clinical outcome for adult MHC participants in the U.S.. This review differed from Sarteschi’s in that it 
excluded pre-experimental studies and multiple studies using the same sample (in the case of the latter, 
the most recent study was included). Mental health courts were found to have a significant but small 
effect (d = 0.32) on reducing recidivism and a nonsignificant effect on clinical outcomes. Effect sizes for 
recidivism outcomes did not differ based upon an indicator of the methodological quality of the study, 
whether the study was published or not, or whether the study experienced greater than 10% attrition of 
study participants. However, studies that used comparison groups comprised of individuals who had 
opted-out of the MHC, had higher effect sizes than studies which utilized matched sample comparisons 
receiving treatment as usual; the latter being a more rigorous design feature than the former. 

The Washington State Institute for Public Policy [120] analyzed studies of MHC outcomes that utilized 
experimental or quasiexperimental designs. They did not include in their meta-analysis studies that had 
only MHC completers in their treatment group (i.e., they included only studies that utilized outcomes for 
all individuals originally enrolled in the treatment condition). The six studies had a small but significant 
pooled effect in favor of MHC on recidivism (ES = -.22). The focus of this meta-analysis however, was on 
cost-savings to be gained through MHCs. Their results indicate a benefit-to-cost ratio of 6.96. That is, for 
every dollar spent on MHCs, tax payers and others (e.g., those not victimized by crime) reap nearly 
seven dollars in savings  [120].  

Factors related to outcomes among mental health court participants 

Completion.  Gender has not been found to influence MHC completion [117, 121-125]. Prior criminal 
behaviors (particularly a felony versus a non-felony [126]) and failure to appear, drug use and 
noncompliance with the conditions of the court positively predict noncompletion of a MHC program 
[116, 122, 123] as has residential instability [125]. Mixed findings have been observed with older age; 
having been found associated with completion [117] as well as found not associated with completion 
[122, 125]. 
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Recidivism.  The factor most commonly observed to determine recidivism of MHC participants is 
graduation status, with MHC graduates much less likely to reoffend compared with nongraduates [92, 
112-114, 117, 121, 122, 126]. The number of prior arrests has also been shown to be positively related 
to number of arrests and jail days during follow-up [114], so that individuals who have a greater history 
of arrests are more likely to have a greater number of arrests and jail days during the follow up period. 
Research has also found “perceptions of ‘negative pressures,’ a component of coercion, were important 
predictors of criminal justice involvement in the 12 month period following MHC admission, even when 
controlling for other factors that were related to criminal justice outcomes” [103]. In one study, MHC 
defendants charged with a misdemeanor had a significantly higher occurrence of rearrest, relative to 
those charged with a felony, but those charged with violent and nonviolent offenses did not differ on 
any recidivism outcomes [111]. Gender has not been found to be associated with rearrest outcomes 
among MHC participants [113, 117, 121, 126]. 

Summary of the Research 

The paucity of experimental research with MHCs precludes its status as an evidence-based practice [90]. 
However, the mounting evidence of the efficacy of these courts in reducing re-arrest and days in jail is 
promising. The table (Recidivism Rates of Mental Health Court Participants) on the next page 
summarizes the (pre-experimental and quasi-experimental) research that provides findings related to 
recidivism rates of mental health court participants. For example, in the first row, Steadman and 
colleagues (2010) observed that 49% of MHC participants were rearrested within 18 months of their 
entry into the MHC program. Recent research has indicated that reductions in costs associated with 
justice system processing may not be offset by the increased behavioral services costs associated with 
participation in a mental health court [127].   

Site Visits 

Site visits to two jurisdictions were made during the period when this consultation was delivered and 
this literature review was underway.  Each jurisdiction differed in its approach to building its MHC and 
also in its length of experience. Both jurisdictions boast good MHC outcomes, but details about these 
outcomes and the methodologies used to determine them were not forthcoming.  In both cases, 
however, the real numbers of persons served (relative to the county population and the jail average 
daily population) suggests that significant positive impacts on jail inmate population reductions, if any, 
would be difficult to substantiate. 

Bexar County, Texas Mental Health Court 

Initiated in 2008, the Bexar County MHC is described as:  

A voluntary 12 month program of supervised probation. Persons accepted into the program will 
receive  treatment and medications, intensive case management services and supervision based 
on their treatment and supervision plan. There is ongoing collaboration among the Judge, 
Mental Health Court staff, probation and treatment providers to monitor and support 
defendants’ compliance with treatment and medications, abstinence from drugs and alcohol 
and successful completion of probation conditions (see: [128]).  

Mental health court participants, limited to a maximum of 250 at any given time, may have been 
arrested on misdemeanor charges, with acceptance into the court of those with violent charges being 
made on a case-by-case basis.  The MHC team consists of the judge, the prosecuting attorney, a mental 
health case manager, and a probation officer.  Defense attorneys play minimal roles in the MHC, not 
unlike other court models reviewed. 
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Recidivism Rates of Mental Health Court Participants 

 Percentage who are … 

rearrested re-convicted reincarcerated (booked) within  

Steadman, et al., 2010 [114] 49%   18 months post-entry to MHC 

Moore & Hiday, 2006 [113] 43%   12 months post-entry to MHC 

Hiday & Ray, 2010 [117] Completed program  = 28% 
Ejected from program = 81% 

  2 years of exiting a MHC 

Cosden, et al., 2003 [97]  47% 76% booked at least once 
and spent some time in jail 

12 months post-enrollment 

Christy, et al., 2005 [88] 47%   12 months following the initial court 
appearance from which they were 
recruited into the study 

Dirks-Linhorst & Linhorst, 2012 [116] positive terminators = 14.5%;  
chose not to participate = 25.8%;  
negative terminators = 38.0% 

  12 months of discharge from the 
program 

Law & Policy Associates, 2013 [129]   Completers in-program = 42.4%;  
Completers 2-yrs post-program = 24.2% 
 
Non-completers in-program = 100%;  
Completers 2-yrs post-program = 95% 

Bess Associates, 2004 [119]  11.1% 22.2% 6 months after point-of-exit 

Herinckx, et al., 2005 [121] 46%   12 months postenrollment 

Comartin, et al., 2015 [130] 28%   12 months following MHC discharge 

Anestis & Carbonell, 2014 [111] 10%   12 months after the index offense 

McNiel & Binder, 2007 [112] Probability of any new charge at: 
6 months = .23 
12 months = .34 
18 months = .42 
24 months = .46 
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While the MHC is seen as part of the larger Bexar County system of mental health resources, it is unclear 
how responsive these resources are to MHC referrals and how well the involved agencies interface with 
each other.  A recent initial evaluation of the Bexar County mental health system found that there are 
low numbers of persons with mental illnesses diverted into treatment after being booked into the jail; 
there are “deficient screening, assessment, and diversion protocols” for these persons; there are high 
recidivism rates among people with mental illness, and a “shortage or inadequate use of” behavioral 
health services among diverted persons [131].  

Fayette County, Kentucky Mental Health Court 

Initiated in 2014 after several years of planning, the Fayette County MHC is truly a “home-grown” effort, 
with officials having foregone technical assistance and federal grant funding in order to fashion, build, 
and implement their own vision of a properly functioning court.  Serving only 15 persons at present, 
with little or no expansion in capacity seen in the near-term, the Fayette County MHC Judge reports 
using case conferences, weekly (initially) meetings with defendants, and linkages to mental health 
services particularly those offered through the National Alliance on Mental Illness, Lexington, which is a 
direct provider of many mental health services in Kentucky. 

As with Bexar County, the MHC team consists of the judge, the prosecuting attorney, a mental health 
case manager, and a probation officer.  The input of others may be received, depending on the case.  
One person who is regularly involved in these cases is the Fayette County homelessness coordinator 
who works to find secure housing when needed, for court participants.   

The judge and mental health court staff emphasized the importance of having key thinkers and 
supporters at the table when planning and implementing the court.  In the Fayette County case, a 
specific member of NAMI Lexington pushed for the development of a court, and remained active in the 
planning stage to shepherd the system collaborations that would assure that the services needed would 
be available to MHC participants.  In addition, while there is not a crisis center in Lexington, there are 
hospital systems, including one state hospital, located in the area and willing to complete the initial 
evaluations on persons brought to them by law enforcement.      

Summary 

While the experimental and quasi-experimental research is limited, particularly given the number of 
specialty courts in the United States, there are some promising results from those studies that have 
been published.  We can say with some confidence that the outcomes of MHCs appear to be equal 
across gender lines, that there is some measurable, though perhaps small, reductions in recidivism rates 
among those defendants involved in a MHC, at least in the 12 month period following court 
involvement. 

There are common and important elements to the structure, composition, and operation of MHCs found 
across the country.  Each offers defendants a range of rewards and sanctions in order to capture their 
attention and shape behavior going forward.  There is generally a graduated reduction in the frequency 
of status hearings, progressively decreasing the amount of court appearances as the defendant’s 
compliance with the court orders strengthens.  In every court, the role of the judge in promoting 
procedural justice is central to the process: the judge directs both the court process and the defendant’s 
case plan.  The latter then is facilitated and monitored by the MHC team, which generally includes the 
prosecutor, a case manager, and a probation officer. 

The existing research reports and narratives about MHCs provide cautions about their operations and 
their outcomes as well.  While the development of MHCs has been largely subsidized by the federal 
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government, they are not inexpensive to operate, especially when one considers the average number of 
persons that can be followed by the court at any given time.  Perhaps the best philosophical approach 
when considering the development of a MHC is to consider the benefits of it in support of maintaining 
and promoting the dignity and health of the consumer, leaving the goals of jail population reductions 
and cost reductions out of the equation. 

Further, jurisdictions with MHCs report that, similar to the experience of CIT programs, without a range 
of community resources to which defendants can be referred and treated, the MHC will have little 
impact.  The judge must have the resources with which a treatment plan can be devised.  The research 
points especially to the need for ACT services, i.e., intensive, multi-disciplinary mental health teams that 
carry small caseloads and provide ongoing, often daily services to consumers.  There are currently no 
ACT services in operation in Douglas County. 

While recidivism rates among defendants involved in a MHC appear to be lower than those among non-
MHC participants, these reductions will not necessarily yield reductions in total jail populations.  In many 
ways, recidivism rates among one group have nothing to do with arrest rates of another group of 
persons with similar characteristics.  Thus, when thinking about designing a system that will address the 
challenges that come with managing persons with SMIs and co-occurring disorders and reducing jail 
populations, MHCs should be seen as one of several strategies that must be simultaneously in operation.  
It calls for a tripartite approach: Well-staffed courts, community resources, and smart arrest and 
diversion policies and procedures. 
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RECOMMENDATIONS 

The literature reviewed for this report, the fact-finding activities undertaken, including data gathering 
and review, and the site visits completed over the last six months, point to several important 
components of diversion processes that we believe are fundamental to the effective operation of a crisis 
center or mental health court and that could assist jail diversion efforts for people with serious mental 
illness who become justice-involved in Douglas County. 

Crisis/Restoration Center 

 The crisis center should belong to the community; that is, not solely used for jail diversion by law 
enforcement (e.g., CIT). The crisis center should be open to individuals seeking assistance with 
behavioral health needs for themselves and for their friends and family members. This open door 
policy will encourage widespread support for its development and continued services. The open 
door policy also has the potential to divert non-justice involved persons from becoming involved in 
the justice system because of their mental conditions. 

 When the safety of staff and the individual in crisis can be managed, the crisis center should 
maintain a “no refusal” policy that maximizes the potential for individuals with behavioral health 
needs to access and engage with needed services.  Risk of violent behavior should be assessed on 
the basis of knowledge of the person’s history of violence and on the viability of a person’s threats 
of violence.  Personal safety, while never a guarantee, can be optimized via quick handoffs by law 
enforcement (who may be the trigger for aggressions) and the presence of capable behavioral 
health personnel trained in verbal de-escalation techniques. 

 The crisis center should have policies in place for law enforcement referrals (e.g., CIT) that expedite 
handoff to the crisis center staff and officers’ return to duty. No refusal and quick handoff policies 
will reduce the likelihood that law enforcement officers will be deterred from bringing an individual 
to the crisis center (due to beliefs that the person in custody will not be accepted for evaluation by 
the center or that transfers at the center will take longer than at the jail). 

 The mental health crisis observation unit should be staffed by qualified mental health professionals 
who can provide 24-hour services, including clinical assessments, treatment (including trauma-
informed care) and observation. For those determined to be in need of longer-term stabilization 
(e.g., 5 – 10 days), an appropriate number of short-term stabilization beds should be provided. The 
number of beds dedicated to stabilization should be determined by a structured community needs 
assessment. 

 In addition to mental health treatment and referral, the design and implementation of the crisis 
center should include the space and personnel to accommodate both males and females 
experiencing a crisis and provide sobering and addiction treatment services. Consultation with local 
addiction treatment providers is essential to cull their knowledge on the appropriateness and 
magnitude of these services when offered within a local crisis center. Visits to neighboring crisis 
centers suggest that the inclusion of a sobering unit that provides brief stays (up to 10 hours) is a 
minimal requirement for inclusion in the crisis center.  

 The crisis center should provide linkages to community services. Upon completion of their stay, 
individuals should be linked to appropriate services including stabilization beds, inpatient psychiatric 
services, detoxification facilities, co-occurring substance abuse treatment, long term/residential 
addictions treatment or other community-based services that target behavioral health and 
criminogenic needs. 
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 Ongoing evaluation of the effectiveness of the crisis center at meeting its objectives (e.g., reduced 
jail stays, reduced hospitalizations, increased treatment access and engagement) is essential. There 
are no known rigorous national studies that follow people referred to crisis centers to identify their 
outcomes. It cannot be assumed that the development of a crisis center that provides the above-
identified services will produce deisred outcomes. Regular assessment of outcomes and subsequent 
service modifications and enhancements will be necessary to effectively incorporate the crisis 
center within the existing community mental health service system. 

Mental Health/Problem-Solving Court 

 Extensive development work remains before a mental health (or other problem-solving) court can 
be implemented in Douglas County. Continued planning activities should be conducted with 
municipal and district court staff and officials to identify non-duplicative, court-based diversion 
efforts that can most efficiently reach those individuals identified as being potentially eligible for a 
mental health court, as outlined by the recent report submitted by Huskey and Associates.  

 While in the pages of this literature review we identify common elements of mental health courts, 
these are truly flexible and dynamic entities, that is, the city of Lawrence and Douglas County have 
the freedom to design one or more mental health courts in ways thought most likely to satisfy 
clearly articulated objectives.  Evaluative feedback mechanisms should be simultaneously 
implemented with the court(s) so that modifications, if implicated, can be made quickly and with 
minimal disruption.   

 The Huskey report identifies potential eligibility criteria for a mental health court as well as length of 
stay in the program. However, screening, referral and admission mechanisms to the court-based 
program will need to be developed. Criteria for progression through and graduation from the 
mental health court program as well as mechanisms for transfer to appropriate community based 
services still need to be established.  

 Recruitment to and enrollment in the mental health court should minimize the potential for 
coercion. An individual’s decision to participate in a mental health court should be informed and 
should only be provided after advice from competent legal counsel has been offered. Participants’ 
decision to withdraw from the mental health court or to refuse treatment should not encumber 
additional penalties. Transparent and collaborative decision-making with clients and treatment 
providers should occur throughout an individual’s participation in the court. 

 Quality mental health and supportive services must be integrated into the mental health court 
program. These services, at the very least, must include ongoing clinical assessment, clinical 
counseling, psychopharmacology where indicated, case management, and substance abuse 
treatment and should also include programs targeting criminogenic needs, housing assistance, 
money management education, employment counseling, entitlement program assistance, and self-
help and support groups. Given the need to alleviate female overcrowding at DCCF (as well as the 
higher rates of SMI among female inmates), it is likely that many women will be identified as eligible 
for MHC. Therefore, MHC services should be able to address the histories of trauma that are 
common among this population. Intensive and integrated supportive services that can address the 
complex needs of the population typically seen in a mental health court are recommended (i.e., 
assertive community treatment or other intensive, community based wraparound services). 

 As with crisis centers, ongoing evaluation will be indispensible for assessing the effectiveness of the 
mental heath court program at achieving progam objectives and for informing enhancements to the 
program that can improve outcomes.  
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Benchmarking

As part of this study, stakeholders visited the 
Valeo Crisis Center, built in 2014 in Topeka, 
Kansas. The center is a non-profi t organized 
similar to and providing many of the same 
programs as Bert Nash. Since it was a new 
facility we looked specifi cally at its environment 
and layout. Valeo works with local hospitals, law 
enforcement agencies, and the county jail to 
divert mentally ill and other individuals in need 
from the criminal justice system.

The crisis center is a single story, residential 
style facility. The building is part of the Valeo 
campus for behavioral health care. Each living 
area includes a lounge, dining area, and 
sleeping rooms organized on a double loaded 
corridor. Valeo has also included administrative 
space and counseling rooms
in this facility that serves persons transported to 
the facility and individuals in need who walk-in 
on their own. Also within the building is nursing 
space for exams, consultations, and screenings.

The team took away from the visit positives that 
can be evaluated as we contemplate a crisis 
center to meet mental health needs in  Douglas 

County. The facility is clean and well run by the 
Valeo staff who take pride in the facility. The 
space created a normalized environment for
those who come to the center, to give a sense of 
calm. The center incorporates natural light into 
the sleeping rooms and other spaces, creating a 
mental health appropriate facility.

The crisis center lacks views to the outside and 
to courtyards and outdoor spaces for those 
in the facility. Although the facility has some 
outdoor space for use by those housed within 
the facility, the space consists of primarily 
grass, where a courtyard might be more 
appropriate and include seating, landscaping 
and hardscape. The fi nishes in the facility are 
residential in nature including carpet, drywall, 
wood doors, etc. The wearability of the fi nishes 
could lead to maintenance issues over time in a 
facility for individuals in care.

Population: 178,831
Crisis Center Beds: 26
Licensed Beds: 16

Site Visit
The group traveled one day, visited the 
crisis center and discussed services 
and treatment with staff.

Attendees: Sheriff McGovern, Captain 
Spurling, David Johnson, Pat Roach-
Smith, Margaret Severson, Mike 
Treanor, and Dan Rowe.

Valeo Crisis Center
Topeka, Kansas



The focus of our visit was to study Bexar 
County’s ability to address needs of the 
population with mental illness in a noncustodial 
setting. Bexar County law enforcement agency 
staff and jail staff are trained in CIT which 
informs the use of the restoration center and 
the Haven for Hope programs. The jail continues 
to house many persons with mental illness 
who were not diverted from the criminal justice 
system. 

Built in the late 80’s, the detention facility is a 
typical facility design. The mental health housing 
includes separate male and female pods 
including a housing control, dayroom with cells 
across from each other and views across the 
dayroom into other cells. 
  
The restoration center is housed in an existing 
building and includes a sobering unit, detox 
area and mental health crisis intervention 
assessment space. The center provides 
mental health services through referral to 
other co-located agencies; and it is in close 
proximity of the Haven for Hope which allows 
for collaboration. Haven for Hope is a fenced 
campus - for security purposes and to provide 
a continuum of care  - with multiple facilities 
accommodating different needs. It includes: 
housing, dining, recreation, a chapel, service 
agencies, and outdoor housing. The philosophy 
of  the treatment group is to provide ground 
rules for those using the facility along with 
steps to help move to independence out in 
the community. If the rules are not adhered to 
individuals are released from the area.

Positive take-aways from the restoration center 
and the Haven for Hope will be considered 

as we plan for a crisis center in and consider 
the mental health needs of persons living in 
Douglas County. Bexar County provides a model 
that encourages collaboration between law 
enforcement, the local criminal justice entities 
and the Haven for Hope. Along with offering a 
range of social service programs, the center has 
sobering beds, a detoxifi cation area, a mental 
health crisis center and crisis hotline.  

The sheriff’s offi ce and law enforcement provide 
crisis intervention training to staff, allowing 
offi cers to work with mentally ill persons who 
are in crisis. The County relies on a Magistrate 
judge that sees individuals who have been 
arrested or otherwise brought to the crisis center 
before being booked into the jail. The Magistrate 
judge sees all detained persons prior to their 
being booked into the detention facility. At the 
hearing, the judge determines if the individual 
might be better served through services 
delivered in the community. This protocol works 
to divert individuals who do not need taken to 
jail for safety purposes, but who require some 
level of services in the community, perhaps even 
at the restoration center or Haven for Hope.

The detention center does not provide a 
therapeutic environment for inmates with 
mental illness; the facility lacks natural light, 
views to the outdoors, and outdoor spaces. 
The detention facility has four units reserved 
for housing inmates who are assessed as 
being a suicide risk and/or have serious 
mental illnesses. These units are not designed 
consistent with therapeutic principles, which 
would offer natural light, opportunities for 
in-unit treatment, and opportunities for social 
interaction. 

Population: 1.8M
Detention Center Holding      
Average Daily Population: 3,750
Mental Health Inmates: 225 
Per capita jail population: 2.08 
Crisis Center Beds: 32

Site Visit
The group traveled two days, visited the 
Bexar County Detention Facility and the 
Haven for Hope restoration center. 

Attendees: Sheriff McGovern, Captain 
Spurling, David Johnson, Pat Roach-
Smith, Margaret Severson, Mike 
Treanor, Dan Rowe, and Jeff Lane.   

Bexar County Detention Facility 
San Antonio, Texas



Stakeholders visited the Fayette County 
detention facility and the Hope Center; these 
were suggested becauase Fayette County has 
implemented a mental health court in an effort 
to divert those with serious mental illness from 
the jail when appropriate. The group toured the 
detention facility to look at the mental health 
housing in a facility built at a similar time as 
the Douglas County Correctional Facility. We 
also toured the Hope center for comparisons 
with Haven for Hope in San Antonio. The main 
objective was to understand the process of 
developing and operating the mental health 
court and its effect on the county’s incarcerated 
population. Fayette County is committed to the 
continued operation of the mental health court 
and confi dent in its ability to divert individuals 
from the county detention center.  

The detention facility was built in the late 90’s 
around the same time as Douglas County’s 
jail. The mental health housing pod, a two-tier 
unit, includes male and female housing areas 
and is typical of jail housing in that it includes 
sub-dayrooms, and a combination of single and 
double bed cells. The facility operates a program 
that has inmates observing other inmates who 
have been placed on suicide watch.  

The County has implemented a mental health 
court which has been operating for about 18 
months. The mental health court is used as 
a diversion program for persons with mental 
illness. The model guiding the court involves 
multidisciplinary planning and administration, 
clear terms of participation and confi dentiality 
safeguards, and the participants’ access to 
evidence-based treatments and services. 
Also part of the program is the monitoring of 

participants’ adherence to the court’s conditions 
and incentives.  Sanctions for violating the 
court’s orders include “shock” stays in the 
Fayette County Detention Center. The treatment 
court consists of a judge, court administrator, 
treatment providers, case managers, defense 
and prosecuting attorneys.

The team took away positives that can be 
considered as we program a crisis center 
to meet the mental health needs of certain 
Douglas County residents. The detention facility 
was clean and well organized; and the staff took 
pride in the facility. The mental health housing 
refl ects a typical jail environment with some 
natural light available from the exercise area, 
but with no direct views to the outside.  

The mental health court is driven by the judge, 
who is passionate about helping individuals 
with mental illness. Although only established 
for 18 months, the court is well thought out 
and organized. The mental health court has 15 
active individuals at any given time. The judge 
and staff make the court feel like a positive 
environment and program, asking individuals 
who appear in court about their week, playing 
music as they come into the court, and generally 
working to help individuals get the right services.

The detention center lacks a therapeutic 
environment for the mentally ill inmates. 
Although it affords some natural light, it does 
not have views to the outdoors. Housing 
includes a typical exercise area. With only one 
judge assigned to the mental health court. the 
capacity to serve more individuals with mental 
illness seems severely limited.

Population: 308,428
Average Daily Population: 1,050
Mental Health Inmates: 48
Per capita jail population:3.4 
Mental Health Court: 15

Site Visit
The group traveled one day, visited the 
detention facility and discussed the 
mental health court with the judge and 
staff.

Attendees: Sheriff McGovern, 
Captain Spurling, Judge Spokorny, 
Commissioner Gaughan, Craig 
Weinaug, David Johnson, Pat Roach-
Smith, Margaret Severson, Jason 
Matejkowski, Mike Treanor, Dan Rowe, 
and Jeff Lane.

Fayette County Detention Center
Lexington, KY



As part of this study, stakeholders visited St. 
Elizabeth’s hospital. This facility was referred 
to us as being exemplary for treatment and the 
design of a forensic hospital. St. Elizabeth’s 
Hospital has been in operation since 1855 and 
is Washington DC’s public psychiatric facility for 
the seriously mentally ill population in need of 
acute, intense inpatient care. St. Elizabeth’s also 
provides mental health evaluations and care 
to patients committed by the Washington D.C. 
courts. The current facility is a new 450,000 
sq ft. state-of-the-art facility incorporating best 
practices in patient care. The facility houses 
forensic individuals and those admitted as part 
of a civil commitment process.

Our focus was to tour an environment 
completed in the last 5 years that is used for 
the housing and treatment of forensic patients 
as well as civilly committed individuals. St. 
Elizabeth’s is an award winning facility for its 
physical environment, layout and treatment 
services. Although it has historically been 
known for providing psychiatric treatment in 
an environment that is hard, the new facility 
represents a change in culture and treatment.  

Our team toured the new psychiatric facility 
- opened in 2010 - which includes individual 
dayrooms for each living unit, with access to an 
outside enclosed courtyard and large expanses 
of natural light. Each living unit includes: a 
dining area, individual sleeping rooms, staff 
and program offi ces for providing screening and 
individual care, and small lounge areas used as 
get-away spaces for individuals having diffi culty 

interacting with others. The areas are adjacent 
to the large dayroom, and allow natural light to 
fi ll the individual lounges. The courtyards are 
enclosed with building walls, a unique security 
fence, and are marked with softscape and 
hardscape.

The building provides program areas for 
individuals in care and include a gym, music 
room, classrooms, treatment offi ces, lunch 
room, etc. As these core elements are provided 
to individuals in the facility the staff have 
also incorporated an amphitheatre and large 
courtyards to be used for group treatments.

They have found a way to incorporate features 
resulting in a living environment more conducive 
to treatment of mentally ill. Studies have found 
that natural light, views to the outside and a 
soft courtyard help shape and support calm 
and productive inmate behavior. Though this is 
a psychiatric hospital, we take from this a need 
to incorporate similar design elements into the 
crisis center and jail expansion environments. 

St. Elizabeth’s includes a control station in each 
wing to allow staff to observe the individuals 
in care. The station has limited views to the 
hallways and does not provide staff the ability 
to enter the dayroom space from the control 
without going into a hallway. The doors in the 
sleeping rooms open into the rooms and have 
been retrofi tted to include an inner door that 
opens into the corridor. The dayroom and lounge 
spaces include hard surfaces and the acoustics 
in those rooms result in considerable noise.  

Population: 658,893
Mental Health Patients: 292
Forensic & Civil 
Commitments: 292

Site Visit 
The group traveled one day, visited the 
hospital and discussed services and 
treatment with staff.

Attendees: Undersheriff Bunting, 
Captain Spurling, Craig Weinaug, David 
Johnson, Pat Roach-Smith, Sharon 
Zher, Margaret Severson, Mike Treanor, 
and Jeff Lane. 

St. Elizabeth’s Hospital
Washington DC



Douglas County Needs 

Jail Needs
Douglas County had a needs assessment 
completed in 1995 prior to the design and 
construction of the current Douglas County jail.  
The needs assessment outlined the projects 
of the county population, inmate population 
and forecasted projections to 2020.  The 
forecasted projections for 2015 where the 
county population to be 104,304, actual 
population is 110,826.  The projected average 
daily population for 2015 was 178; the actual 
average daily population is 220.  As the study 
showed and as the actual numbers indicate the 
county jail is in need of expansion.

This study included meetings with county 
staff and sheriff’s staff over the last year.  The 
purpose of these meetings was to understand 
the personal views, goals, and concerns of 
county leadership and the Justice systems 
offi cials and to assess the current conditions of 
the county’s criminal justice system.  The team 
found benchmark facilities to visit and review 
alternate ways to reduce the inmate population.
  
Existing Conditions

The current facility does not allow for the proper 
classifi cation separation for males and females.  
Inmates that may be classifi ed to be maximum 
are being housed in the medium housing as this 
pod has available cells.  Work release females 
are being housed the medium housing this 
can cause contraband coming into the secure 
portion of the facility.  This causes safety issues 
for staff and other inmates in the housing units.

The female population within the jail has grown 
over the last fi ve years.  This has caused the 
sheriff to farm out his females to other county 
jails.  This has cost the county dollars for travel 
of staff to take the inmate to and from the 
facilities.  The county is required to transport 
inmates from the outside county to Douglas 
County for court appearances.  

 Local offi cials feel that some offenders who 
are in jail, especially traffi c violators and drunk 
drivers, should not be in jail.  A lack of a crisis 
center and detoxifi cation capability for addicts 
impacts the jail population.  Anyone who is 
brought to the jail by local law enforcement is 
processed.  The State law requires incarceration 
of fi rst time OUI offenders, but they do not need 
to be housed in a high security facility.  

Special Needs

Special needs housing currently has the housing 
ability of fourteen inmates.  The cells are single 
and do not provide fl exibility for the needs 
that come with sever mentally ill inmates.  The 
housing includes a typical exercise court with 
only a view to the sky.  The cells have a small 
three square foot window that is frosted and 
provides diffused natural light into the cells.  

There is no natural light into the dayrooms other 
than the borrowed light from the cells.  
Supervision is indirect in that the staff are 
in an enclosed control room and if need to 
attend to an inmate, they need to go in to the 
secure corridor and be let in by central control.  
This takes time and has provided issues with 
handling issues that arise in this housing area.  
Also the staff is observing maximum custody 
inmates that are adjacent to the special needs 
housing.  The jail at this time does not have 
a special needs housing for female, so the 
females are housed with the medium female 
housing.  

As indicated in Bobbie Huskey’s report, 
included in this study a special needs housing 
needs to have the capacity for 28 males and 
14 females.  A special needs pod needs to 
include direct supervision within each housing 
unit and fl exibility for different cell types.  
This will allow for a classifi cation to occur in 
the housing unit for different needs of those 



inmates.  The housing unit should include 
views to the outside and natural light in the 
cells and dayroom spaces.  A courtyard to be 
used for therapeutic treatments has proven 
to be positive at many different facilities that 
include mentally ill individuals.  As indicated in 
our benchmarking the therapeutic environment 
can calm individuals and provide a normalized 
environment, helping staff and inmate safety.

Classifi cation 

Classifi cation within the jail is handled by a 
screening process and a short observation 
during booking.  It is a combination of the 
inmate’s behavioral tendencies and to a lesser 
degree the crime they have committed and 
historic background information this is used to 
help decide what the best placement for them 
inside the jail is.  Some minor offenders can be 
much more diffi cult to manage that a murder 
who may be very passive.  Also the relative 
threat or risk of the inmate to the public should 
they escape must be considered in deciding 

their level of security and therefore crime or type 
of charge is important tin making a housing unit 
assignment in a multi-security jail.   

In our study the county jail needs to add 
classifi cation housing for male and female 
inmates.  The housing unit needs to be 28 for 
males and 14 for females.  These housing units 
should be designed as a wet cell and provide 
fl exability to separate inmates.  The housing unit 
would be used for 72 hour commitments and 
either the inmate is released on bond or placed 
in general population.  This housing allows for 
classifi cation to be accurate and the inmate will 
be placed in housing that is appropriate for staff 
to manage.
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SPACE PERSONS NUMBER Area SPACE
# COMPONENT PER AREA OF AREAS STANDARD NSF COMMENTS

Douglas County Jail Addition
JAIL PROGRAM HOUSING

10.000 Unit A 28 Bed Varied Cell Unit-  Special Needs Male

10.101 Unit Vestibule NA 1 40 SF/Area 40

10.102 Officers Control Room NA 0.5 120 SF/Area 60 Open Area and Closed Area

10.103 Padded Cell 1 2 80 SF/Person 160 2 persons

10.104 Single Cell 1 6 80 SF/Person 480 6 persons

10.105 Double Cell 2 2 80 SF/Person 320 4 persons

10.106 4-man Cell 4 2 80 SF/Person 640 8 persons

10.107 Dorm Alcove 4 2 80 SF/Person 640 8 persons

10.108 Quiet Room 12 1 70 SF/Area 840

10.109 Activity Room 12 1 70 SF/Area 840

10.110 Counseling Dayroom 12 1 70 SF/Area 840

10.111 Storage NA 1 60 SF/Area 60

10.112 Shower (standard) 1 2 50 SF/Area 100

10.113 Handicap Shower 1 1 80 SF/Area 80

10.114 Janitor's Closet NA 1 35 SF/Area 35

10.115 Counseling/Multi Purpose Room 4 2 180 SF/Area 360

10.116 Non-Contact visiting 1 2 50 SF/Area 100

10.117 Outdoor Recreation NA 1 500 SF/Area 500 Restricted access

Housing Unit Grossing Factor 35% 2,133

Subtotal -  Unit A 8,228

11.000 Unit B 14 Bed Varied Cell Unit- Special Needs Female

11.101 Unit Vestibule NA 1 40 SF/Area 40

11.102 Officers Control Room NA 0.5 120 SF/Area 60 Shared with Unit 

11.103 Padded Cell 1 2 80 SF/Person 160 2 persons

11.104 Single Cell 1 2 80 SF/Person 160 2 persons

11.105 Double Cell 2 4 80 SF/Person 640 8 persons

11.106 Dorm Alcove 2 1 80 SF/Person 160 2 persons

11.107 Quiet Room 6 1 70 SF/Area 420

11.108 Activity Room 6 1 70 SF/Area 420

11.109 Storage NA 1 60 SF/Area 60

11.110 Shower (standard) 1 1 50 SF/Area 50

11.111 Handicap Shower 1 1 80 SF/Area 80

11.112 Janitor's Closet NA 1 35 SF/Area 35

11.113 Counseling/Multi Purpose Room 4 2 180 SF/Area 360

11.114 Non-Contact visiting 1 2 50 SF/Area 100

11.115 Outdoor Recreation NA 1 500 SF/Area 500

Housing Unit Grossing Factor 35% 1,136

Subtotal -  Unit B 4,381

13.000 Unit D - 28 Bed Single Cell Unit - Classification/Step Down Male

13.101 Unit Vestibule NA 1 40 SF/Area 40

13.102 Officer's Station 1 1 40 SF/Area 40

13.103 Single Cell 1 28 80 SF/ Cell 2,240  2 cell ADA.  50 SF unemcumbered 

13.104 Day Room 28 1 35 SF/ Inmate 980 28 inmates @ 35 SF/ Inmate

13.105 Storage NA 1 60 SF/Area 60

13.106 Shower (standard) 1 2 50 SF/Area 100 individual stalls

13.107 Handicap Shower 1 1 80 SF/Area 80

13.108 Janitor's Closet NA 1 35 SF/Area 35

13.109 Non-Contact visiting 1 1 120 SF/Area 120

13.110 Outdoor Recreation NA 1 500 SF/ Area 500

Housing Unit Grossing Factor 35% 1,468

Subtotal -  Unit D 5,663

SPATIAL ALLOCATIONS
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14.000 Unit E - 14 Bed Single Cell Unit - Classification/Step Down Female

14.101 Unit Vestibule NA 1 40 SF/Area 40

14.102 Officer's Station 1 1 40 SF/Area 40

14.103 Single Cell 1 14 80 SF/ Cell 1,120  1 cell ADA.  50 SF unemcumbered 

14.104 Day Room 14 1 35 SF/ Inmate 490 14 inmates @ 35 SF/ Inmate

14.105 Storage NA 1 60 SF/Area 60

14.106 Shower (standard) 1 1 50 SF/Area 50

14.107 Handicap Shower 1 1 80 SF/Area 80

14.108 Janitor's Closet NA 1 35 SF/Area 35

14.109 Non-Contact visiting 1 1 120 SF/Area 120

14.110 Outdoor Recreation NA 1 500 SF/ Area 500

Housing Unit Grossing Factor 35% 887

Subtotal -  Unit E 3,422

15.000 Work Release and Re-entry Programs and Offices ADJACENT TO WORK RELEASE DORM

15.101 Work Release Entry/Waiting 12 1 35 SF/Area 420         

15.102 Work Release Check-in Station 4 1 20 SF/Area 80           

15.103 Male Locker 28 1 50 SF/Area 1,400      

15.104 Female Locker 14 1 50 SF/Area 700         

15.105 Classification Office 1 4 180 SF/Area 720         

15.206 Work Room 4 2 220 SF/Area 440         

15.207 Reentry Offices 1 4 180 SF/Area 720         

15.208 Conference Room 12 2 360 SF/Area 720         

15.209 Classroom 12 4 35 SF/Area 1,680      

15.210 Interview/Multi-Purpose Room 4 6 120 SF/Area 720         

Grossing Factor 30% 2,280

Subtotal -  Work Release Entry and Processing 9,880

16.000 Unit G - Work Release Dorm Male - 28 Beds

16.101 Dormitory Beds 28 1 50 SF/Area 1,400      Privacy cubicles for every 4 beds

16.102 Dayroom 28 1 35 SF/Area 980         

16.103 Staff workstation 1 1 40 SF/Area 40           

16.104 Shower (standard) 1 2 50 SF/Area 100         individual stalls

16.105 Handicap Shower 1 1 80 SF/Area 80           

16.106 Toilet Room 4 1 50 SF/Area 200         3 toilets, 2 urinals,  4 sinks (1 toilet, 1 sink ADA)

16.107 Storage NA 1 60 SF/Area 60

16.108 Janitor's Closet NA 1 35 SF/Area 35

16.109 Laundry NA 1 35 SF/Area 35

Grossing Factor 30% 879

Subtotal -  Unit G 3,809

17.000 Unit H - Work Release Dorm Female - 14 Beds

17.101 Dormitory Beds 14 1 50 SF/Area 700         Privacy cubicles for every 4 beds

17.102 Dayroom 14 1 35 SF/Area 490         

17.103 Staff workstation 1 1 40 SF/Area 40           

17.104 Shower (standard) 1 1 50 SF/Area 50           individual stalls

17.105 Handicap Shower 1 1 80 SF/Area 80           

17.106 Toilet Room 4 1 50 SF/Area 200         3 toilets, 2 urinals,  4 sinks (1 toilet, 1 sink ADA)

17.107 Storage NA 1 60 SF/Area 60

17.108 Janitor's Closet NA 1 35 SF/Area 35

17.109 Laundry NA 1 35 SF/Area 35

Grossing Factor 30% 507

Subtotal -  Unit G 2,197

DGSF

10.000 8,228 28

11.000 Unit B 14 Bed Varied Cell Unit- Special Needs Female 4,381 14

13.000 Unit D - 28 Bed Single Cell Unit - Classification/Step Down 5,663 28

14.000 Unit E - 14 Bed Single Cell Unit - Classification/Step Down 3,422 14

15.000 9,880

16.000 3,809 28

17.000 Unit H - Work Release Dorm Female - 14 Beds 2,197 14

37,581 126

1,879 186

3,758 312

43,218

General Building Gross @ 10%

TOTAL JAIL PROGRAM HOUSING

Subtotal Jail Program Housing

Mechanical Area @ 5%

Summary Table - 
Jail Program Housing

Unit A 28 Bed Varied Cell Unit-  Special Needs Male

Work Release Entry & Processing

Unit G - Work Release Dorm Male - 28 Beds



SPACE PERSONS NUMBER Area SPACE
# COMPONENT PER AREA OF AREAS STANDARD NSF COMMENTS

Douglas County Jail Addition

Staff Support Areas

18.000 Staff Support

18.101 Staff Entry NA 1 40 SF/Area 40

18.102 Male Locker Rooms 60 1 35 SF/Area 2,100

18.103 Female Locker Rooms 30 1 35 SF/Person 1,050

18.104 Staff Break Area 12 1 35 SF/Person 420

18.105 Officer Physical Training 40 1 50 SF/Person 2,000

18.106 Multi-Purpose Training/Class Rooms 30 2 30 SF/Person 1,800

18.107 Training Offices 2 2 180 SF/Person 360

18.108 Work Room 4 1 120 SF/Area 120

18.109 Toilet Rooms 6 2 50 SF/Area 600

18.110 Large Staff Muster Room 60 1 20 SF/Area 1,200

18.111 Storage NA 1 500 SF/Area 500

Grossing Factor 20% 2,038

Subtotal -  Staff Support 12,228

SPATIAL ALLOCATIONS



SPACE
# COMPONENT NSF COMMENTS

Douglas County Jail Addition
Remodeled Areas
19.000 Remodeled Existing Building Areas
19.101 Training Area Remodeled to Medical 4,377
19.102 Minimum Male Unit to Female Minimum 0
19.103 Work Release to Minimum Security Male 4,330
19.104 Courtroom to Data, Office, and Hearing Room 2,304
19.105 Male Special Needs Remodel to Male Max 0
19.106 Lobby to Accommodate Video Visitation 239
19.107 Building Storage 0

0
Subtotal -  Staff Support 11,250

SPATIAL ALLOCATIONS



DGSF Comments

10.000 8,228 New Construction

11.000 Unit B 14 Bed Varied Cell Unit- Special Needs Female 4,381 New Construction

13.000 Unit D - 28 Bed Single Cell Unit - Classification/Step Down Male 5,663 New Construction

14.000 Unit E - 14 Bed Single Cell Unit - Classification/Step Down Female 3,422 New Construction

15.000 9,880 New Construction

16.000 3,809 New Construction

17.000 2,197 New Construction

18.000 12,228 New Construction

19.000 0 11,250 Remodeling

49,809

2,490

4,981

57,280

Summary Table

Unit A 28 Bed Varied Cell Unit-  Special Needs Male

Work Release Entry & Processing

Unit G - Work Release Dorm Male - 28 Beds

Subtotal Building Areas

General Building Gross @ 10%

TOTAL JAIL EXPANSION

Unit H - Work Release Dorm Female - 14 Beds

Staff Support

Remodeled Areas

Mechanical Area @ 5%



Crisis Center Needs  

Existing Conditions

The Bert Nash Community Mental Health Center 
provides treatment and services for the Douglas 
County community.  The center provides services 
for the mentally ill within the community as well 
as at the Douglas County Jail.  In the 1995 
jail needs study it was recommended that the 
county partner with local agencies to provide 
treatment, counseling, and rehabilitation 
programs for misdemeanant minor offenders.  
The county to date as partnered with many of 
the agencies in the community to provide these 
services within the jail.  Bert Nash has staff 
that work in the jail to provide services for the 
mentally ill.  

The County has invested in a year-round adult 
shelter for those that are homeless, vagrants, 
etc that might otherwise end up in jail.  This 
has helped the community with the some 
individuals, but those that are mentally ill or 
public drunks do not have a place to go other 
than the jail.  The jail should be reserved for 
those that have committed a sever crime and 
not for those that need help and treatment.  The 

shelter does not provide detoxifi cation services, 
counseling or other social services.

Crisis Center

The county and the jail would benefi t from 
having a crisis center which could be used to 
detox and house drunks and addicts overnight 
instead of using the jail.  The crisis center would 
provide counseling services and other social 
services for individuals in need of care.  The 
center would include sleeping beds that are 
licensed and non-licensed.  Shared programs 
and services that would be incorporated into the 
center as well as in the jail utilize the different 
agencies within the community.  

The center would provide views to courtyards 
and outdoor landscapes creating a 
therapeutic environment and a normalized 
living environment for the individuals in care.  
Spaces would provide natural light and access 
to courtyards that would have soft and hard 
scapes.  These courtyards can be used for 
programs and free time for the individuals in 
care.  



SPACE PERSONS NUMBER Area SPACE
# COMPONENT PER AREA OF AREAS STANDARD NSF COMMENTS

Restoration Center Program

10.000 Welcome and Reception Area

10.101 Vestibule NA 1 40 SF/Area 40

10.102 Lobby 15 1.0 30 SF/Area 450

10.103 Public Toilets 1 2 80 SF/Area 160

10.104 Reception Counter and work area 2 1 120 SF/Person 240

10.105 Client Waiting 12 1 30 SF/Person 360

10.106 Intake Waiting 4 1 50 SF/Person 200

10.107 Interview Room 4 3 100 SF/Area 300

10.108 Medical Exam Room 2 2 100 SF/Area 200

10.108 Intake Process 4 1 120 SF/Area 120

10.109 Storage NA 1 70 SF/Area 70

10.110 Janitor's Closet NA 1 35 SF/Area 35

10.111 Multi Purpose/Community Room 20-30 1 900 SF/Area 900

Grossing Factor 35% 761

Subtotal 3,836

11.000 Sobering Room and Detox Area

11.101 Staff Observation 2 1 40 SF/Person 80

11.102 Sobering Room 12 1 50 SF/Person 600

11.103 Storage NA 1 80 SF/Area 80

11.104 Medical Storage NA 1 80 SF/Area 80

11.105 Dirty/Hazard Storage NA 1 80 SF/Area 80

11.106 Counseling Room 2 2 100 SF/Area 200

11.107 Detox Staff Work Area 2 1 80 SF/Person 160

11.108 Detox Dayroom 6 1 75 SF/Person 450

11.109 Detox Sleeping Room 1 6 220 SF/Area 1,320 2 separate areas; one quiet and one activity space

11.110 Storage NA 1 80 SF/Area 80

11.111 Medical Storage NA 1 80 SF/Area 80

11.112 Janitor's Closet NA 1 35 SF/Area 35

11.113 Dirty/Hazard Storage NA 1 80 SF/Area 80

11.114 Records Room NA 1 50 SF/Area 50

11.115 Outdoor Recreation NA 1 250 SF/Area 250

Grossing Factor 35% 1,269

Subtotal 4,894

12.000 Crisis Center Housing - Long Term

12.101 Vestibule NA 1 40 SF/Area 40

12.102 Staff Station 3 1 80 SF/Person 240

12.103 Sleeping Room 1 16 220  SF/Area 3,520 Includes bathroom (shower, toilet, lav)

12.104 Dayroom/Dinning 16 2 50 SF/Area 1,600 2 separate areas; one quiet and one activity space

12.105 Storage NA 1 60 SF/Area 60

12.106 Counseling/Multi Purpose Room 4 2 180 SF/Area 360

12.107 Janitor's Closet NA 1 35 SF/Area 35

12.108 Calming Room 1 1 120 SF/Area 120

12.109 Outdoor Recreation NA 1 500 SF/Area 500

Grossing Factor 35% 2,266

Subtotal 8,741

13.000 Crisis Center Housing - Short Term

13.101 Vestibule NA 1 40 SF/Area 40

13.102 Staff Station 3 1 80 SF/Person 240

13.103 Sleeping Room 1 10 220  SF/Area 2,200 Includes bathroom (shower, toilet, lav)

13.104 Dayroom/Dinning 10 1 50 SF/Area 500 2 separate areas; one quiet and one activity space

13.105 Storage NA 1 60 SF/Area 60

13.106 Counseling/Multi Purpose Room 4 2 180 SF/Area 360

SPATIAL ALLOCATIONS



SPACE PERSONS NUMBER Area SPACE
# COMPONENT PER AREA OF AREAS STANDARD NSF COMMENTS

13.107 Janitor's Closet NA 1 35 SF/Area 35

13.108 Calming Room 1 1 120 SF/Area 120

13.109 Outdoor Recreation NA 1 500 SF/Area 500

Grossing Factor 35% 1,419

Subtotal 5,474

14.000 Crisis Center Support Spaces

14.101 Vestibule NA 1 40 SF/Area 40

14.202 Kitchen 6 1 50 SF/Area 300

14.203 Laundry 1 1 250 SF/Area 250

14.204 Property Storage NA 1 500 SF/Area 500

14.205 General Storage NA 1 1000 SF/area 1,000

14.206 Mechanical Space NA 1 1500 SF/Area 1,500

Grossing Factor 35% 1,243

Subtotal 4,793

15.000 Administration and Counseling

15.101 Administrator Office 1 1 280 SF/Area 280

15.102 Assistant Admin Office 1 1 220 SF/Area 220

15.103 Case Worker Office 1 8 120 SF/ Cell 960

15.104 Open Office area 8 1 64 SF/ Inmate 512

15.105 Work Room NA 1 120 SF/Area 120

15.106 Conference Room 12 1 35 SF/Area 420

15.107 Group Counseling 20 2 35 SF/Area 1,400

15.108 Individual Counseling 4 4 50 SF/Area 800

15.109 Staff Toilets/Lockers 15 2 35 SF/ Area 1,050

Grossing Factor 35% 2,017

Subtotal 7,779



GSF Comments

10.000 3,836

11.000 Sobering Room and Detox Area 4,894

12.000 Crisis Center Housing - Long Term 8,741

13.000 Crisis Center Housing - Short Term 5,474

14.000 Crisis Center Support Spaces 4,793

15.000 Administration and Counseling 7,779

35,517

1,776

3,552

40,844

Summary Table

Welcome and Reception Area

Subtotal Building Areas

General Building Gross @ 10%

TOTAL RESTORATION CENTER

Mechanical Area @ 5%
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