
Submission to Mental Health Select Committee Inquiry into the opportunities to improve 
mental health outcomes for Queenslanders. 

Bob Green 

I provide the following submission as retired social worker with 38 years experience working 
for Queensland Health in the mental health field, as well as the father of an adult son who 
has a psychotic disorder.  

From my perspective fundamental to mental health care is the establishment of a positive 
relationship between a patient and a mental health professional/team who know the patient 
well and are responsive to their needs and risks. The key components of effective mental 
health care are: 

• Accessible mental health treatment
• Support, professional and non-professional
• Facilitation of stability across major life domains such as accommodation and

activity/employment
• Facilitation of a life meaningful to the patient

My son has benefitted from a long-term relationship with the same mental health 
professional for about 15 years. Unfortunately this is not the case for many other persons. 
Effective mental health care is heavily reliant on a skilled, knowledgeable and responsive 
workforce. High staff turnover, employment of short-term locums, inexperienced staff and a 
range of factors are barriers to the provision of effective and safe mental health care and 
treatment. Safety is compromised when staff don’t have the skills, don’t know patients well 
and don’t have the resources and options to manage risk of self-harm or harm to others. The 
attraction and retention of skilled staff, relevant training as well as engagement and 
partnership with families and support services are necessary. 

There have been a number of reviews of the mental health system generally, specific health 
services as well as reviews following critical incidents. These are a rich source of issues 
already identified, recommended actions as well as failures in implementation. Many issues 
recur across reviews. A relatively recent review was the 2016 ‘When mental health care 
meets risk: a Queensland sentinel events review into homicide and public sector mental 
health services’.  A fundamental point is that at the time, there is often a pressure to address 
recommendations (as distinct to addressing the issue that the recommendation pertains to) 
which can become a tick the box response. Consequently impetus and ensuring 
recommendations are addressed diminishes over time. Systematically reviewing these 
previous reports, their findings and recommendations would be useful, to not only avoid 
reinventing the wheel but to examine what happens to recommendations. 

Critical incident reviews of Severity Assessment Code (SAC) 1 clinical incidents (e.g. 
suicides and some homicides) conducted by Hospital and Health Service (HHSs) and also 
examined by the Mental Health Branch, contain many recurring themes. The previously 
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mentioned 2016 review recommended the establishment of a committee to review homicides 
committed by persons in contact with mental health services. While homicides are 
statistically rare events, which may necessarily able to be foreseen, they often highlight 
system issues and issues relevant to mental health care generally, e.g. communication 
between families and teams, timely response to relapse, accessibility to services, substance 
abuse and adequacy of assessments.    

Any examination of the mental health system needs to look at it as entire process, not just a 
problem at a single stage. For example, addressing bed shortages isn’t simply a matter of 
creating more beds or finding ways to discharge people more quickly. Some matters that 
need to be considered are what is happening prior to seeking an admission, would increased 
support or better access to services at an earlier stage mitigate against the need for 
admission. Similarly, what are the barriers to discharge, does a person need a level of 
support that isn’t available, or is there a shortage of available community services. Is the 
service able to respond to persons with complex needs who either presents multiple times or 
is readmitted soon after discharge.  A problem at one point in a system often reflects 
problems at another point in the system. 

 A basic issue facing the mental health system is that demand exceeds resources, so that 
points of contact such as emergency departments can be overwhelmed. Not all persons who 
present to such services can or need to be admitted and for someone to be admitted, often 
someone else needs to be discharged, often prematurely. Increased acute beds is one 
need, but so are alternatives to hospitalisation, support services and referral pathways for 
person who may not need admission. Conversely, there are a group of people in acute units 
who either don’t meet the criteria of Secure Mental Health Rehabilitation Units (SMHRU) or 
Continuing Care Units (CCUs) or are admitted to such units, though don’t manage well in the 
community and are soon readmitted. These patients may end up homeless or in custody. 
These two US articles highlight the issues and options: 

Cournos, F., & Melle, S. L. (2000). The young adult chronic patient: a look back. Psychiatric 
Services, 51(8), 996-1000. 

Lamb, H. R., & Weinberger, L. E. (2020). Deinstitutionalization and other factors in the 
criminalization of persons with serious mental illness and how it is being addressed. CNS 
spectrums, 25(2), 173-180. 

The other consideration, is the inpatient experience itself. With a focus on addressing acute 
mental health presentations it is difficult to adequately address the range of needs for both 
the patient and their family. Creating safe and therapeutic environments is important for 
service consumers and staff. An area in need of special attention is persons with first 
episode psychosis. Rates of serious violence are elevated in this group and experiences at 
this first point of contact can shape a lifelong trajectory and how services are viewed. A 
relative recently relayed a friend’s experience: "picking him up from the ward was like in the 
movies when someone is released from prison and they walk out the door and meet you at 
the front, no one provided me a handover or any instructions". 

In addressing such issues an issue facing staff, are not just increases in direct patient 
workload but also other demands that reduce staff time to work with patients. Seeking staff 
input on such factors would be useful. Adding roles without resources is also an issue. The 
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introduction of Assessment and Risk Management Committees (ARMC) was an initiative 
that resulted in some clinical benefits, but involved significant staff time but was without any 
resources to support implementation.  

Medication and its monitoring is an important aspect of mental health care, however, 
services to address: psychological needs (the impact of trauma and trauma informed 
services), stability in accommodation (much could be said about accommodation needs), 
time use (work and activity) and substance use are important. Engagement to promote 
social inclusion can be problematic. From July 1, 2021 only people receiving an income 
support payment are eligible for Disability Employment Support. While this is a 
Commonwealth Government matter, it can have significant impact in persons not receiving 
Centrelink payment and is a gap in service provision. 

There is no shortage of reports which address issues such as those raised above. Alone, 
there are Productivity Commission reports such as ‘Service delivery in remote and discrete 
Aboriginal and Torres Strait Islander communities’ (2017), ‘Inquiry into Imprisonment 
and Recidivism’ (2019), Mental Health (2020) and The NDIS market in Queensland (2021) 
all of which contain many recommendations relevant to mental health care.  The challenge is 
being able to prioritise and focus on key issues that will make a difference.  
 
A relevant issue in this regards is the variability in implementation of such issues. The 
Hospital and Health Service model allows for flexibility of service delivery and 
responsiveness, though this is at the cost of standardisation of practice in key areas, as well 
as difficulties providing statewide services. Service quality should not be due to postcode. 
Clearly there needs to be local autonomy, but examining areas where consistency of service 
provision could be improved, is indicated. 

The bulk of my experience has been in forensic mental health. However, forensic mental 
health services often come into contact with patients who other services struggle with or 
become aware of service gaps, through interactions with a broad range of services. My 
submission has focussed on the broader mental health system. No mental health service is 
perfect and there will unfortunately always be adverse incidents, however, much could be 
done to enhance the current system.   

 

Suggestions: 

1) Undertake a systematic review of previous QHealth, Productivity Commission and 
SAC reviews to examine recurring themes and recommendations but also to explore 
what hasn’t been implemented and barriers to implementation, including this 
committee’s recommendations. This also requires a process of monitoring progress 
over the longer term. 

2) Recommendations should consider the system as a whole and examine issues and 
impacts at each stage of the mental health system. Points of transition between 
services, access and exit points are of particular importance. Recommendations 
should be supported by funding and consider impact on staff resources to implement 
them.  

3) Engagement with the patient and family is essential for a working, therapeutic 
relationship. Victoria has a model of carer consultants, which have involvement at all 
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levels of service delivery, including forensic mental health, which can promote such 
engagement.  

4) First episode psychosis services are a crucial component of mental health care. All 
persons in their early stages of mental health contact should have such services 
made available. 

5) The accommodation and support needs of persons with complex needs (labelled in 
the literature as young chronic patients) needs specific attention. These are the 
patients who do not neatly fit into models of care, become involved with multiple 
agencies, including the criminal justice system and generally have poorer outcomes.  
Another area of need is enhancing capacity of services to address substance use in 
this population. There will be some services that do this well – identification of such 
best practice models and how services might implement them, should be examined.   

6) Recommendations should consider the current HHS: Mental Health Branch 
relationship. Some level of centralised oversight is required or at the very least, 
mechanisms to ensure consistent implementation across the state, where this is 
required.   

7) Retention of skilled staff and developing new staff is critical, especially Indigenous 
staff. Presumably there are teams looking at this issue. It would useful to review 
issues and strategies they have in place.  Training that is relevant to practice is 
essential and often there isn’t time for staff to provide or attend such training. The 
pandemic has opened up a range of technology options, that could be employed to 
provide more flexible, relevant and interactive training, in assessment and 
intervention.    

8) Models such as Safewards are an important initiative in attempting to balance risk 
and recovery in acute wards, and providing humane care. 

9) Consultation with staff could assist in identifying barriers to providing services.  

 

 

Bob Green 
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In 1981 a seminal paper by Pepper, Kirshner, and Ry-
glewicz (1) brought attention to a new group of young
adult chronic patients who cycled in and out of mental

health programs, alternately demanding and refusing serv-
ices. They often got into trouble with their use of alcohol
and drugs and intermittently entered the criminal justice
system. They were unwilling or unable to think of them-
selves as mental patients.

This new group did not have the same passivity or de-
pendence on psychiatric institutions as those who had pre-
viously experienced long-term institutional care (2). On

the contrary, they tended to be superficially independent,
moving from program to program, inpatient setting to out-
patient setting, and place to place. They became the “re-
volving-door” patients who frustrated family, friends, and
psychiatric caregivers (3). And they were now presenting
for treatment at community mental health centers
(CMHCs), which had not been set up to deal with their
problems.

Each of the themes Pepper and his colleagues drew from
their observations in New York State would come to dom-
inate our discourse about patients throughout the country
whom our system was failing. Mental health practitioners
and the press would come to focus on the mental health
system’s decision to carry out a poorly conceptualized pol-
icy of deinstitutionalization as the explanation for the
emergence of this new population of difficult patients and
the growing problem of homelessness. Yet in retrospect
the picture is much more complex and confusing.

Previous articles in this historical series have detailed
many of the critical events that shaped the mental health
system in the second half of the 20th century. This paper
looks at why the needs of young adult chronic patients
overwhelmed the mental health service system by examin-
ing the forces our field can minimally influence—social
welfare and health care benefits, housing markets, and the
larger system of values and legal decisions in which we op-
erate. We believe that although it is important for us to be
self-critical, we cannot solve the problem of providing ad-
equate care to patients with severe mental illness until we
see ourselves as advocates for the resources we need to
practice medicine properly rather than as professionals
who intentionally deprive our patients of needed services.

Financing services and deinstitutionalization
Every system of care we have ever created for people with
severe mental illness has had its limitations, not only be-
cause we cannot cure these diseases but also because each
new system develops in the context of social and economic
upheavals over which mental health professionals have lit-
tle influence. Each reformist surge leaves a “lasting residue
of pessimism, retrenchment, and neglect” (4).

Many factors contributed to deinstitutionalization. Of
these, only one involved a clinical advance: the introduc-
tion of antipsychotic drugs (5). Other factors included an

TTHHEE YYOOUUNNGG AADDUULLTT CCHHRROONNIICC

PPAATTIIEENNTT::  AA  LLOOOOKK BBAACCKK

Francine Cournos, M.D.
Stephanie Le Melle, M.D.

Editor’s Note: In the commentary below,
Francine Cournos, M.D., and Stephanie Le
Melle, M.D., discuss the article on page 989,
reprinted from the July 1981 issue of Hospi-
tal and Community Psychiatry. That article
described a new group of chronic patients,
young adults with poor social functioning
who were draining the resources of public-
sector programs. Drs. Cournos and Le
Melle place the emergence of this patient
group within a larger context of shifts in
funding streams for social welfare programs
and a lack of resources for community-
based care. They describe studies published
in this journal in the 1980s that examined
many issues related to the treatment of
young adult chronic patients—homeless-
ness, outpatient commitment, and comorbid
substance abuse—and they call on mental
health professionals to advocate for more
resources to improve patient care. (Psychi-
atric Services 996–1000, 2000)
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Dr. Cournos is director and Dr. Le Melle is assistant director of
the Washington Heights Community Service at the New York
State Psychiatric Institute, 1051 Riverside Drive, Unit 112, New
York, New York 10032.
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increasing societal bias against the use of large, traditional
institutions (6) as well as a number of important legal deci-
sions concerning the rights of patients (7). However, the
evidence suggests that the most important factor was the
opportunity of state governments to shift patients from
large hospitals, where care was paid for by states, to alter-
native care, where newly expanded federal entitlement
programs would cover much of the cost (8).

The care of people with chronic mental illness relies
heavily on funding streams that are contained within social
welfare programs designed for all poor and disabled peo-
ple and therefore not under the control of mental health
agencies. In the second half of the 20th century, the avail-
able funding streams included welfare entitlements, Social
Security disability payments, Medicare, Medicaid, food
stamps, and housing assistance programs, none of which
were designed for mentally ill people. Deinstitutionaliza-
tion occurred as mental health systems shuffled and shift-
ed to respond to funding changes. It was perhaps not until
the creation of managed care that mental health practi-
tioners could no longer deny the painful limits of their own
authority (9). The view that the mental health care field
created deinstitutionalization and the many ills that fol-
lowed provides a good example of our naïveté.

The term deinstitutionalization was inaccurate, since the
use of institutional care was in no way diminished. Rather,
there was a depopulation of state hospitals while the num-
ber of people living in other types of institutions grew. Ac-
cording to the U.S. census, 1.05 percent of the population
resided in institutions in 1950, 1960, and 1970, and the
percentage rose slightly to 1.1 percent in 1980 (10).

But the kinds of institutions differed, and they included
an increasing number of new settings for the elderly popu-
lation. In 1950 some 40 percent of institutionalized people
were in mental hospitals, and 20 percent were in homes for
the aged and dependent. By 1980 only 10 percent of the in-
stitutionalized were in mental hospitals, and more than 50
percent were in homes for the aged and dependent (10).
States were able to reduce their costs by using federal
money, on a matching basis, to pay for nursing home care
(11). Elderly state hospital patients either died or were
transinstitutionalized, and new admissions of the elderly
often were to nursing homes, which grew into a large new
industry as state hospitals shrank. By the start of the 1980s
some 750,000 mentally disabled elderly people were in
nursing homes; 400,000 of them had “senility without psy-
chosis,” and 350,000 had other mental disorders (12).

Deinstitutionalized middle-aged state hospital patients,
who were accustomed to treatment compliance after years
of institutional care, could be discharged to single-room-
occupancy hotels and other forms of cheap and substan-
dard housing. Although these settings often lacked needed
services, they at least provided shelter, and most dis-
charged patients preferred living outside the hospital even
if the supports were meager (13). It was hoped that
younger patients who had never experienced long-term in-
stitutional care could anticipate a brighter future in the
community (14).

By 1980 the census of the state hospital system had
dropped by 76 percent, from its 1955 peak of 559,000 pa-
tients to just 132,000 (15). Hospital care remained impor-
tant, but it shifted to the use of briefer admissions that in-
creasingly occurred on psychiatric units in general hospi-
tals (14). This trend was also supported by economic
forces—in this case by changes in both private and feder-
ally funded health care benefits (9). Between 1969 and
1982 the number of acute psychiatric admissions increased
116 percent, from 9.76 million to 21.12 million (15).

Community care and its problems
With hospitalization limited to brief stays, the care of se-
verely ill patients increasingly shifted to the community.
However, as has often been stated, adequate services did
not follow the patients. For example, Lipton and col-
leagues (16) noted that from 1978 to 1980, the New York
State Office of Mental Health spent $4.5 billion on state
hospitals but only $540 million on community-based serv-
ices, despite a 70 percent decline in the state hospital pop-
ulation since 1965 from 85,000 to 25,000 beds.

Yet this shift was also a complicated issue, for now pa-
tients were hospitalized for active treatment that had
grown much more expensive and had to be conducted with
much higher standards than custodial care, greatly increas-
ing the operating costs of the state hospital beds that re-
mained (17). And so we found ourselves caught in a para-
dox: on the one hand, we complained that there were too
few hospital beds for those who needed this level of super-
vision, but on the other hand, we bemoaned spending too
much money on the hospital care that we had.

Lack of sufficient funding for comprehensive mental
health care was not the only economic issue the mental
health system faced. Still another set of forces would cause
a growing number of patients to shift from unsupervised
living in run-down housing to homelessness. The mid-
1970s and early 1980s would see the gentrification of in-
ner-city neighborhoods with the loss of almost all single-
room-occupancy housing, reduced public money for new
low-cost housing, the federal government’s attempt to re-
move people with mental illness from the disability bene-
fits programs of the Social Security Administration, and the
reduced value of other entitlements that did not keep pace
with inflation (11). People with mental illness competed
for shrinking benefits and inexpensive housing with others
who were poor and disadvantaged. It is estimated that be-
tween 1980 and 1988 the number of single adults living in
shelters rose from 35,000 to 115,000 and the number of
single adults living in public places rose from 86,000 to
209,000 (18). Estimates varied, but probably one-quarter
of these people had severe mental illness (18).

Still another important institutional shift was a large ex-
pansion of the prison population, a trend that grew out of
government efforts to control illicit drug use by pressing
for higher arrest rates and longer prison sentences. Young
chronic patients who engaged in such drug use were alter-
nately handled by brief hospitalization or through the
criminal justice system. And so jail became the asylum for
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an increasing number of people with dual diagnoses (19).
The mental health system was not lacking in ideas about

how to provide innovative community-based care, but
rather in the resources to carry them out. Expanded out-
patient services, emergency services, home care, day treat-
ment, rehabilitation initiatives, and group and family ther-
apy programs were all under way by the 1950s when the
depopulation of state hospitals began (14,15). These new
programs were thought to lead to “increasing respect for
the dignity of each patient” (14). Considering the poor con-
ditions in many state hospitals at the time of deinstitution-
alization (20), these changes undoubtedly benefited many
people. But funding for new services was insufficient even
for patients who wanted them. Given this context, the
greatest challenge would be how to “address the issue of
people who are not in treatment, who resist treatment, and
who become marginalized and destitute” (14).

Perhaps the best example of mental health leadership
falling short was in the wake of the 1963 passage of the
Mental Retardation Facilities and Community Mental
Health Centers Construction Act. This legislation provid-
ed federal funds to build CMHCs, and these funds were
increased in 1975 (17). The CMHC programs that were
developed were run by activist community leaders and
mental health professionals who put most of their efforts
into psychotherapy, liaisons with the community, and oth-
er rehabilitation models geared toward higher-functioning
patients (11).

For the most part, CMHCs did not address the more tra-
ditional mental health services, which were geared toward
the severe and persistently mentally ill population. But
even if they had been more interested in serving chronic
patients, the money appropriated to CMHCs was limited.
So, for example, all federal payments received by CMHCs
between 1963 and 1981 were less than the estimated pay-
ments for Supplemental Security Income and Social Secu-
rity Disability Insurance received directly by the mentally
disabled during 1981 alone (10).

A growing awareness of the unmet needs of severely ill
patients led to the development in the late 1970s of com-

munity support programs. However, these programs, initi-
ated by the National Institute of Mental Health, often
served an older population, especially in New York State,
where the median age of community support program pa-
tients was 56 years (21,22). Young chronic patients re-
mained the group with the fewest services tailored to their
needs.

American psychiatry from 1981 to 1985
The evolving concept of the young chronic patient was re-
flected in many articles published in Hospital and Com-
munity Psychiatry from 1981 through 1985. Attempts
were made to define subgroups of this population by symp-
toms (23) and by demographic characteristics (24). Others
tried to look at the clinical needs of this population
(3,25–28). In general these studies found that although this
group had a wide variety of diagnoses, they had some com-
mon problems and needs.

Most visible was the need for stable housing as home-
lessness became an ever more obvious problem. Referring
to the homeless as the “walking wounded,” Lipton and col-
leagues (16) cited the economic factors that contributed to
the homelessness problem: the slumping national econo-
my, inflation and unemployment, cuts in federal and state
support, lack of low-cost housing resulting from redevel-
opment of inner-city areas, and the discharge of large num-
bers of psychiatric patients to communities over the past 20
years without adequate community resources.

Some housing programs for mentally ill persons existed,
and the concept of supportive community-based housing
evolved with the acknowledgment that chronic patients
were heterogeneous and functioned at different levels,
thus requiring an array of housing options offering differ-
ent levels of supervision (29). However, residential pro-
grams were in short supply and were not suitable for many
of the young adult chronic patients whose behavior could
be disruptive and who were loath to accept the loss of per-
sonal freedom. (28)

A concern about the link between homelessness and
treatment refusal led to much debate about legal and ethi-
cal issues surrounding the right to refuse treatment
(30–32). Yet there were many treatment-seeking patients
as well. A connection was made between homelessness and
the increase in acute hospitalizations as self-referred pa-
tients arrived at hospitals “searching for a safe and secure
environment” (33). In one study, Arce and colleagues (34)
observed that 86 percent of homeless mentally ill people
agreed to take medications when treatment was offered,
suggesting that many might in fact want help if it was pre-
sented in an acceptable way. This situation became anoth-
er controversy: were mentally ill homeless people refusing
care, or was appropriate treatment for this population
largely unavailable? Throughout the debate, young chron-
ic patients remained ever visible in decompensated states
on the streets.

In hopes of hospitalizing those who were most obviously
ill, the psychiatric community began to reconsider the cri-
teria for court-mandated hospitalization (35–38). Treffert
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(30) noted that because of the strict standards of civil com-
mitment laws, “obviously ill psychiatric patients are left to
deteriorate in order to qualify for treatment, or, just as
wrongly, to be treated in jails or prisons, or, just as cruelly,
to wander the streets untreated and suffering.”

Several articles dealing with outpatient commitment to
treatment also appeared. It seemed that this approach
could be a compromise between forced hospitalization
and treatment refusal, allowing patients to remain in the
least restrictive environment. In a 1984 study looking at
the use of outpatient commitment in North Carolina,
Miller and Fiddleman (39) found that only 3.1 to 4.7 per-
cent of all commitments were outpatient commitments.
Nationwide the results were similar: outpatient commit-
ment constituted less than 5 percent of all commitments
(40). Miller and Fiddleman (39) attributed these small
figures to lack of knowledge of existing statutes and to
the reluctance of CMHCs to treat unwilling patients.
They concluded, “Society seems disinclined to abandon
involuntary treatment for its mentally ill, and many pa-
tients seem equally disinclined to seek treatment volun-
tarily, even as an alternative to involuntary inpatient
commitment.”

Patients continued to cycle in and out of short-term hos-
pital care (26), and we struggled with poor treatment com-
pliance and failure of community programs to effectively
engage patients. Lamb (28) highlighted the innate lack of
insight associated with chronic psychotic illness, “the natu-
ral rebelliousness of youth,” and the newly emerging sub-
stance abuse problem that contributed to recidivism. “A
large proportion of new chronic patients,” he wrote, “tend
to deny a need for mental health treatment. . . . Instead
many medicate themselves with street drugs; thus they also
gain admittance to the drug subculture, where they can
find acceptance despite their lack of status in the conven-
tional sense.” Many saw “ego deficits” as an important part
of the population’s problems, and Schwartz and Goldfinger
(25) noted that “there is a lack of fit between this group’s
characteristic style of interaction and existing community-
based programs.”

Treatment adherence problems were complicated by
the fragmentation of care. The decentralization of serv-
ices outside of the state hospital setting led to a lack of
coordination as various agencies and bureaucracies be-
came involved with these patients in a piecemeal way,
thus leading to ineffectual distribution of services (34).
Talbott (41) referred to the available services as an “anti-
quated, unresponsive, scandal-ridden, mental health
‘nonsystem.’ ”

Efforts were undertaken to reach homeless persons with
mental illness. In 1984 Ball and Havassy (42) described a
new program called Project HELP: Homeless Emergency
Liaison Project. The authors noted the low priority that
their target populations accorded the psychiatric and social
services offered them by community mental health agen-
cies, instead blaming their inability to avoid hospital read-
missions on lack of basic resources for survival such as
housing, work, and benefits. The relative contributions of

poverty on the one hand and mental illness on the other to
the problem of homelessness would remain a much debat-
ed issue.

The theme of substance use became increasingly promi-
nent. We were slow to recognize that many of our patients
suffered from comorbid substance use disorders, a prob-
lem that had occurred less frequently when long-term hos-
pitalization limited patients’ access to alcohol and drugs.
Schuckit (43) recommended that substance use problems
become part of the differential diagnosis of almost all psy-
chiatric patients, noting that “unless therapists consider
these diagnoses in every patient, they may be offering in-
adequate care to one out of five patients they treat.” And
the first mention of AIDS appearing on a psychiatric inpa-
tient unit was published in 1985 (44), heralding the future
spread of this epidemic among people with severe mental
illness, especially those who used illicit drugs (45).

For many of the young chronic patients who were unable
to engage in available treatment or survive independently
in the community, the only reliable source of concern and
support was their families, and there much of the burden
of care fell. Hatfield (46) noted that “families have become
the primary resource for patients, and if the community
care experiment is to survive, good collaborative relation-
ships between families and professionals are crucial.” This
sentiment began to grow with the founding of the Nation-
al Alliance for the Mentally Ill and other advocacy groups
(17), and eventually we began to see the wisdom of joining
forces with families to fight for parity, reduce stigma, and
fund new research.

Conclusions
Much has happened since the early 1980s. Outreach and
housing programs have expanded to serve homeless peo-
ple; several models have been developed for the treatment
of mentally ill patients with comorbid substance use disor-
ders; community-based programs have assumed more re-
sponsibility for treating severe mental illness; new medica-
tions have been introduced; and there is a growing empha-
sis on recovery. However, many of the problems remain:
the limited supply of affordable housing; lack of sufficient
funding for programs and of a centralized funding mecha-
nism that would promote the integration of care; continu-
ing problems with substance abuse, the spread of HIV, and
other health care problems; the large number of mentally
ill people in prison; medications that are still only some-
what effective; and problems with adherence.

The young adult chronic patients of the early 1980s are
now middle-aged and have been joined by a new cohort of
young adult chronic patients. Managed care has taught us
the limits of our power. Perhaps we are ready to pursue our
goals with a greater political understanding that it is in our
domain to develop clinical advances, but not to fund them.
We must join with patients and families in the difficult task
of advocating for the financial resources that are necessary
to create a more humane and comprehensive system to
care for the treatment of young people who are stricken by
chronic mental illness. ♦
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Deinstitutionalization and other factors in the
criminalization of persons with serious mental illness

and how it is being addressed
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One of the major concerns in present-day psychiatry is the criminalization of persons with serious mental illness (SMI).
This trend began in the late 1960s when deinstitutionalization was implemented throughout the United States. The
intent was to release patients in state hospitals and place them into the community where they and other persons with
SMI would be treated. Although community treatment was effective for many, there was a large minority who did not
adapt successfully and who presented challenges in treatment. Consequently, some of these individuals’ mental
condition and behavior brought them to the attention of law enforcement personnel, whereupon they would be
subsequently arrested and incarcerated. The failure of themental health system to provide a sufficient range of treatment
interventions, including an adequate number of psychiatric inpatient beds, has contributed greatly to persons with SMI
entering the criminal justice system. A discussion of themany issues and factors related to the criminalization of persons
with SMI as well as how themental health and criminal justice systems are developing strategies and programs to address
them is presented.
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The United States prison population, including both
federal and state prisons and county and city jails, was
2,162,400 inmates as of December 31, 2016.1 The
percentage of jail and prison inmates assumed to be
seriously mentally ill (as defined in various studies as
schizophrenia, schizophrenia spectrum disorder, schi-
zoaffective disorder, bipolar disorder, brief psychotic
disorder, delusional disorder, and psychotic disorder
not otherwise specified) has generally been estimated at
about 16%.2 Using these numbers (2,162,400 × 16%)
yields an estimate of 345,984 incarcerated persons
with serious mental illness (SMI) in jails, and state and
federal prisons. The actual number may be somewhat
higher or lower, depending on the accuracy of the
percentage.

The figures noted above represent a substantial num-
ber of persons with SMI in correctional facilities. In a
previous era, many more persons with SMI who came to
the attention of law enforcement would have been hospi-
talized rather than arrested and incarcerated.3 The extent
to which persons with SMI have been arrested has signif-
icantly impacted both the mental health and criminal
justice systems. This phenomenon has been referred to
as the “criminalization of the mentally ill.”

One of the major concerns in present-day psychiatry is
that placement in the criminal justice system poses a
number of important problems for and obstacles to the
treatment and rehabilitation of persons with SMI.4,5 Even
when quality psychiatric care is provided in jails and
prisons, the inmate/patient still has been doubly stigma-
tized as both a person with mental illness and a criminal.
Furthermore, correctional facilities have been estab-
lished to mete out punishment and to protect society;
their primary mission and goals are not to provide
treatment. The correctional institution’s overriding need
to maintain order and security, as well as its mandate to
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implement society’s priorities of punishment and social
control, greatly restrict the facility’s ability to establish a
therapeuticmilieu and provide all the necessary interven-
tions to treat mental illness successfully.6

How can we explain these large numbers of people
with SMI being arrested and falling under the jurisdiction
of the criminal justice system? They come to the attention
of law enforcement because they appear to have engaged
in illegal behavior. It may well be that they have done so
because their mental illness is not being treated ade-
quately in the community. Some of the reasons for this
are given in the following sections.

Psychiatric hospitalization and deinstitutionalization

Beginning in the late 1950s, the number of hospital beds
declined precipitously. For example, in 1955, when the
number of patients in state hospitals in the United States
reached its highest point, 559,000 persons were institu-
tionalized in state mental hospitals out of a total national
population of 165 million (339 beds per 100,000 popu-
lation). However, by 2016 (as a result of hospital closures
and bed eliminations), the number of persons in state
mental hospitals dropped to 37,679 for a total population
of approximately 324,000,000, or 11.7 beds per 100,000
population. This rate is similar to that found in 1850
when persons with SMI received little care and concern.7

What were some of the reasons for the reduction of the
number of involuntary psychiatric beds? It was the con-
fluence of the following factors: the introduction of Tho-
razine and other powerful antipsychotic medications; the
development of more efficacious community treatment
interventions, such as assertive community treatment
(ACT); the creation of federal programs (eg, SSI, SSDI,
Medicaid, and Medicare), which funds community treat-
ment and housing for persons with mental illness; the
influence of the civil rights movement; and the high cost
of institutionalizing persons with mental illness.8

Deinstitutionalization is one of the leading causes that
has been viewed as increasing the number of persons with
mental illness entering the criminal justice system. The
community mental health system was developed in the
1960s and 1970s as a more appropriate setting than psy-
chiatric hospitals to provide treatment for persons with
mental illness who hadmoderate needs and could be main-
tained in the community. Consequently, the number of
public psychiatric hospital beds was reducedwith the belief
that current and futurepsychiatric patients could be treated
adequately in the community mental health system.
Although deinstitutionalization held the promise of per-
sons with SMI being able to live successfully in the com-
munity, that outcomedidnot occur for a sizeablenumber of
people. Part of the reason for the failure was attributed to a
lack of planning before or during deinstitutionalization as
well as a lackof adequate funding for the communitymental

health systems. As a result, many of the important compo-
nents of a community care system were not sufficiently
provided (ie, housing, medical and psychiatric care, social
services, and social and vocational rehabilitation) for the
formerly hospitalized patients.

Despite this, themajority of deinstitutionalized patients
were able to adapt successfully in the community; however,
this was not the case for a substantial minority. Some of
these individuals presented challenges in treatment—such
as not seeing themselves as mentally ill, not taking their
medications, abusing substances, and in many cases,
becoming violent when stressed. Many of these persons
needed highly structured care to replace that which had
been provided to them, albeit imperfectly, in psychiatric
hospitals. The flawed implementation of deinstitutionali-
zationwould thus appear to be a significant factor account-
ing for many persons with SMI migrating to jails and
prisons as well as to homelessness (between one-fourth
and one-third of homeless persons have a SMI).9

Initially, concerns about deinstitutionalization tended
to focus on those persons with SMI who were discharged
into the community after many years of living in state
hospitals. However, treating the new generation that has
appeared since the implementation of deinstitutionaliza-
tion policies has proven to be even more difficult.10 These
individuals are different from those who were hospitalized
for long periods and who tended to become institutional-
ized and not experienced in living outside a highly struc-
tured setting.When they are placed in a community living
situation that has sufficient support and structure to meet
their needs, most tend to remain there and to accept
treatment. However, this has not been the case for the
new generation of persons with SMI; they have not been
institutionalized, they have not lived for long periods of
time in hospitals and have developed considerable depen-
dence onothers, and for themost part they have spent only
brief periods in acute care facilities. The lack of commu-
nity resources capable of adequately treating this challeng-
ing new generation of persons with SMI, who often posed
difficult clinical problems in treatment and rehabilitation,
and may also suffer from homelessness, have contributed
to their inappropriate incarceration.

Civil commitment criteria

In 1969, California enacted new legislation regarding
civil commitment law, known as the Lanterman–Petris–
Short Act (LPS). One of the intents of LPSwas to “end the
inappropriate indefinite and involuntary commitment of
mentally disordered persons.”11 Under LPS, the commit-
ment procedures and criteria were better defined than
before; consequently, fewer people were involuntarily
committed. Within a decade, every state made similar
changes to their civil commitment codes. Such universal
and significant changes are virtually unprecedented.
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The new civil commitment laws tended to incorporate
three major changes. The first change referred to the
criteria for involuntary psychiatric hospitalization. The
criteria changed from being general in their focus on
mental illness and the need for treatment to becoming
more specific in addressing how the individual’s mental
illness contributed to the person’s danger to self or others
or the person’s ability to care for oneself. The second
change impacted the duration of commitment; that is, the
length of involuntary psychiatric hospitalization went
from an indeterminate period to one with specific time
durations that were often brief. The third change
addressed the patient’s civil liberty and due process rights
to have prompt access to independent hearings and trials
as well as the assistance and representation of patient
advocates and attorneys at the various hearings/trials.

These revised civil commitment laws resulted in fewer,
as well as shorter, commitments. In fact, many patients
who were discharged from the psychiatric hospitals
because they no longer met the strict criteria for involun-
tary hospitalization were released into the community,
oftenwithout the resources to help themadjust. Theymay
have had difficulties maintaining psychiatric stability,
controlling their impulses, living in unstructured com-
munity settings, and adapting to the demands of commu-
nity living. Thus, some of these individuals might have
decompensated to the point where they committed crim-
inal acts and entered the criminal justice system.

Community support systems tend to be inadequate

Another factor that both leads to and perpetuates the
criminalization of persons with SMI is the lack of ade-
quate support systems in the community. This includes
mental health treatment, casemanagement, housing, and
rehabilitation resources. The inadequacy of these support
systems has three important aspects.

First, given the very large numbers of personswith SMI
in the community, there may not be sufficient resources
to serve them. For instance, case management has come
to be viewed as one of the essential components of an
adequate mental health program.12 However, the mental
health system is ill prepared to provide quality case man-
agement services to all persons with SMI who require it,
including those leaving jails and prisons.

Second, the community treatment services that are
availablemay be inappropriate for some of the population
to be served. For example, there may be an expectation
that persons with SMI go to the clinic when in fact a large
proportion of them need outreach services.

Third, persons with SMI who have been released from
correctional facilitiesmay not be accepted into community
treatment or housing, even when it is available. Clinicians
may not want to treat this population because they are
thought to be resistant to treatment, dangerous, and

serious substance abusers. These individuals can be intim-
idating because of previous violent and fear-inspiring
behavior. Working with this group is very different from
helping passive, formerly institutionalized patients adapt
quietly to life in the community. Thus, these are individ-
ualswhogenerallymay not be considereddesirable bymost
community agencies and staff. Moreover, some of these
agencies may not have the capability to provide the struc-
ture and limit setting necessary to enhance safety for staff
who work with these persons.

A difficult population

A large proportion of persons with SMI who commit
criminal offenses are found to be highly resistant to psy-
chiatric treatment. They may refuse referral, may not
keep appointments, may not be adherent with psychiatric
medications, may not abstain from substance abuse, and
may refuse appropriate housing placements. There is
evidence that many of these persons suffer from a disor-
der called anosognosia (a biologically based inability to
recognize that one has a mental illness, and thus a bio-
logically based lack of insight).13 Consequently, such
individuals are less likely to believe they need treatment
and seek it when needed.

It should also be mentioned that some researchers
suggest that criminogenic factors are a stronger predictor
for criminal recidivism than mental illness.14 On the
other hand, active psychosis has been found to be a risk
factor for violent behavior, independent of criminogenic
factors such as antisocial personality characteristics or
substance abuse.15

The plight of family members

Generally, family members can be an important source of
support for persons with SMI. However, they will have to
overcome a number of hurdles. These include copingwith
the symptoms of their relative’s mental illness, dealing
with their own emotions (eg, frustration, denial, anxiety,
guilt, feeling inadequate), and ambivalence about involv-
ing the police when the relative is violent.16 Given the
many obstacles in dealing with their relatives with SMI as
well as obtaining treatment for them, family members may
feel overwhelmed and discouraged in their attempt to help
their loved ones. As mentioned earlier, these challenges
include not being able to obtain adequate involuntary
treatment because of the insufficient number of inpatient
psychiatric beds as well as the increasingly restrictive civil
commitment criteria. In addition, community treatment
servicesmaynot be sufficient in addressing theneeds of the
mentally impaired relative. Moreover, the nature of the
individual’s mental illness, which may also include sub-
stance abuse disorders, may pose additional problems for
both the family and their relative with SMI. Finally,

DEINSTITUTIONALIZATION AND CRIMINALIZATION OF SMI 175

https://doi.org/10.1017/S1092852919001524
Downloaded from https://www.cambridge.org/core. UQ Library, on 10 Jan 2022 at 23:42:40, subject to the Cambridge Core terms of use, available at https://www.cambridge.org/core/terms.

Inquiry into the opportunities to improve mental health outcomes for Queenslanders Submission No. 005

Mental Health Select Committee Page 12

https://doi.org/10.1017/S1092852919001524
https://www.cambridge.org/core
https://www.cambridge.org/core/terms


resistance to obtaining treatment is a common phenome-
non among those with SMI and thus can contribute to the
family’s frustration which results from their inability to
resolve their relative’s problems.

Police and criminalization

Police play an important role in the criminalization of
persons with SMI. Often, instead of directing the individual
withmental illness to treatment, the personmay be arrested
and placed in jail.17 There are several reasons for this.

When urgent situations arise in the community involv-
ing persons with mental illness, the police are typically
the first responders.18 Consequently, they play a major
role as amental health resource in determiningwhat to do
with the individuals they encounter. The police have dual
roles. They are responsible for recognizing the need for
the treatment of an individual with mental illness and
connecting the person with the proper treatment
resources as well as making the determination whether
the individual has committed a type of illegal act for which
the person should be arrested. These responsibilities
thrust them into the position of primary gatekeepers
who determine if the individual will enter the mental
health or the criminal justice system.

For many years, police have had the legal authority to
transport persons with SMI whom they believe are a
danger to self, others, or gravely disabled to psychiatric
institutions for involuntary treatment. This authority
forces police to make decisions about the individual’s
mental condition and welfare. Police also have the dis-
cretion to use informal tactics, such as attempting to calm
the individual by talking to them or taking them home
instead of transporting them to a psychiatric hospital.

Generally, the police have a great deal of discretion in
determining what to do when they encounter a person
with acute mental illness in the community. In some
cases, however, public policy limits the police officer’s
discretionary power. For instance, if the person with
mental illness is alleged to have committed amajor crime,
the disposition is clear—that person is taken to jail
because of the seriousness of the offense. However, in
cases where persons with SMI are believed to have com-
mitted aminor offense the officermay use discretion; that
is the officer may arrest the individual, transport the
individual to an inpatient psychiatric facility for treat-
ment or refer the individual to an outpatient clinic for
mental health treatment. A major issue is that law
enforcement officers do not have the training and expe-
rience that mental health professionals have in recogniz-
ing symptoms of mental illness in their determination of
dispositions.19 Mental illness may appear to the police as
simply alcohol or drug intoxication, especially if the per-
son withmental illness has been using these substances at
the time of the interaction with the police. Moreover, in

the heat and confusion of an encounter with the police
and other citizens, which may include forcibly subduing
the person with mental illness, signs of a psychiatric
disorder may go unnoticed.

Another major issue contributing to the criminaliza-
tion of persons with SMI is that even if the police recog-
nize the individual’s need for treatment, treatment
services are not always available. For example, there are
often very few accessible hospital beds for psychiatric
inpatients; however, the police are well aware that if they
arrest a person with mental illness, that person will be
dealt with in amore systematic and predictable way under
the criminal justice system.

Efforts to Address the Criminalization of Persons
with SMI

Diversion from the criminal justice system

There have been extensive efforts to divert persons with
SMI from the criminal justice system to the mental health
system. Diversion before the person is actually booked
into jail, or pre-booking diversion, has gained recent
attention and is exemplified by large-scale efforts to cre-
ate community mobile crisis teams of police officers
and/or mental health professionals.

A number of jurisdictions use sworn police officers
who have special and extensive mental health training
to provide crisis intervention services as part of crisis
intervention teams (CIT programs) and to act as liaisons
to the mental health system.20 This approach is often
referred to as the “Memphis model” because it was devel-
oped in Memphis, Tennessee. These specially trained
officersmay deal withmental health emergency situations
on-site or act as consultants to the officers at the scene.
This model places a heavy reliance on psychiatric emer-
gency services that have agreed to a “no refusal policy”
for persons brought to them by the police. Although this
strategy has a close liaison with mental health, it does not
require the actual participation of mental health profes-
sionals in the field.

In addition, mental health training for all law enforce-
ment officers, and not only those who are onmobile crisis
teams, may help them gain a better understanding of
mental illness and result in their seeking treatment for
such individuals rather than arresting them. The inter-
ventions of mobile crisis teams and law enforcement
education of mental illness can reduce the number of
people who previously may have been arrested and
entered the criminal justice system.21

However, not all people with mental illness are
diverted by law enforcement officers prior to booking.
For those who are arrested and taken to jail, post-booking
diversion occurs through a variety of other forms. These
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include specialized mental health courts that handle
exclusively offenders with mental illness. Mental health
consultation to other courts may also assist the judge
by offering recommendations for treatment in lieu of
incarceration.

Mental health courts

Post-booking diversion strategies are being used increas-
ingly by special courts called mental health courts.22 The
first widely known mental health court was established in
Broward County, Florida, in 1997. Since then, the num-
ber of mental health courts in the United States has
increased greatly. Initially, these courts were set up to
hear cases of persons with mental illness who were typi-
cally charged with misdemeanors, but now also include
those charged with felonies. In mental health courts, all
the courtroom personnel (ie, judge, prosecutor, defense
counsel, and other relevant professionals) have experi-
ence and training in mental health issues and available
community resources. These mental health courts have a
particular set of characteristics: they hear specialized
cases involving defendants with mental illness; they use
a non-adversarial team of professionals (eg, judge, attor-
neys, and mental health clinician); they are linked to the
mental health system that will provide treatment; and
they use some form of adherence monitoring that may
involve sanctions by the court.

Underlying the concept of mental health courts is the
principle of therapeutic jurisprudence, which emphasizes
that the law should be used, whenever possible, to pro-
mote the mental and physical wellbeing of the people it
affects. The concept of therapeutic jurisprudence oper-
ates on the belief that the application of the law can have
therapeutic consequences.23 It should be emphasized
that therapeutic jurisprudence does not diminish the
importance of public safety, which is fully taken into
account by the court.

Under the tenets of therapeutic jurisprudence, people
with SMI charged with crimes may be diverted into pro-
grams designed to address their treatment and service
needs rather than simply being incarcerated with their
treatment needs either being neglected or not fully
addressed. Even individuals with SMI convicted of serious
crimes can be provided with humane and appropriate
treatment while incarcerated. Generally, mental health
courts facilitate linking offenders with SMI to appropriate
needed services and supports on discharge from jail in
order to enable them to successfully re-enter their com-
munities.

Mental health courts were developed as a strategy to
divert personswithmental illness from the criminal justice
system into themental health system.Whenoffenderswith
mental illness are arrested, their case may be handled by
mental health courts in lieu of traditional courts. Mental

health courts work in a collaborative effort among the
personnel in the criminal justice and mental health sys-
tems to devise, coordinate, and implement a treatment
plan that includes medications, therapy, housing, and
social and vocational rehabilitation, all in an effort to
address the individual’s mental illness and reduce the risk
of recidivism.

Mental health consultation to the court

In non-mental health courts, the use of mental health
consultation for persons with SMI who are being tried
for criminal offenses may be helpful in influencing the
court’s disposition. By providing mental health evalua-
tion, it may become clear to the court what factors may
have played a role in the defendant’s criminal behavior. If
these appear to be more likely the result of inadequate
treatment regarding the individual’smental illness rather
than the person’s criminal tendencies, the court may be
inclined to place the individual in a mental health treat-
ment program instead of jail or prison.

Clearly, the quality of services plays an influential role
in the success of mental health courts. However, as seen
in the past, community psychiatric treatment, rehabilita-
tion, and housing capabilities have been historically
insufficient to accommodate all persons with SMI. Will
the necessary resources be provided for those who are
diverted? Can the mental health system expand ade-
quately to what is needed to serve this particular popula-
tion? Another question is whether those in the mental
health systemwould be willing to work with those who are
diverted from the criminal justice system given their
denial of illness and tendency for many to be violent.

Outpatient Treatment to Reverse or Prevent
Criminalization

In order to decriminalize persons with SMI, it is necessary
to find ways to help them become stabilized outside of
jails and prisons and, to the extent possible, not enter the
criminal justice system at all. Thus, the community treat-
ment of persons with SMI who are or may become
offenders has developed into an increasingly important
and urgent issue. Many criminalized persons with SMI
can be treated at mainstream mental health clinics on
their release from jails and prisons, especially those who
were arrested for non-dangerous and minor crimes.

Moreover, it must be acknowledged that there are a
number who are discharged from correctional institu-
tions who have multiple problems that cannot be ade-
quately treated in traditional community-based facilities.
This would include persons with SMI who have a history
of violence. Rather, these individuals need special, highly
structured and adequately secured (metal detectors,
alarm buttons, security personnel) clinics staffed by
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professionals who understand dangerous offenders with
mental illness and are willing to provide treatment to
them. Usually, these clinics are an actual part of the
criminal justice system (eg, run by parole departments).

Finally, it should not be assumed that persons with SMI
engage in criminal behavior solely as a result of their
mental illness; theremay be other influencing factors such
as antisocial characteristics or situational circumstances
(eg, poverty, homelessness). If so, the following treatment
interventions may not be very effective in reducing their
criminal recidivism, unless concerted efforts are made to
modify those particular risk factors, if possible.

Treatment of co-occurring disorders

It is estimated by professionals and other personnel in the
criminal justice system, who are knowledgeable about
incarcerated persons with SMI, that many of them also
meet criteria for substance use disorders.24 Clearly, if
treatment after release is to be successful, both themental
illness and the substance abuse must be addressed. These
services should be integrated in the community for the
released offender. Treatment of co-occurring disorders
very frequently needs to be a long-term process.

Assisted outpatient treatment

An important treatment modality that is available in
almost all of the states is assisted outpatient treatment
(AOT). AOT is an outpatient court-ordered civil commit-
ment initiated by the mental health system and not the
criminal justice system. The purpose of AOT is to ensure
that persons with mental illness and a history of hospital-
izations or violence participate in services in the commu-
nity that are appropriate to their needs.25 AOT is for
persons with mental illness who are capable of living in
the community with the help of family, friends, and men-
tal health professionals but have a history of and are
presently resistant to psychiatric treatment, including
medications. Without such treatment, they may continue
to relapse and become violent and/or dangerous to them-
selves and require involuntary hospitalization. Because of
these characteristics, this population is also prone to be
arrested, incarcerated, and criminalized. To prevent
recurrent decompensation, these persons with SMI can
be ordered to participate in outpatient psychiatric treat-
ment, with their progress closely monitored by the court.

For AOT to be successful, intensive and evidence-based
practices of treatment should be used. These include
assertive community treatment (ACT) and forensic asser-
tive community treatment (FACT). ACT is a community-
based programwithmobilemental health treatment teams
that provide an array of treatment, rehabilitation, and
housing services that are available 24 hours a day.
Although similar to ACT, FACT is for individuals who

have been convicted of crimes and includes legal leverage
from the criminal justice agencies (eg, adding probation
officers to the treatment team, use of court sanctions to
encourage participation) in an effort to reduce recidi-
vism.26 The goal of ACT and FACT is to help persons with
SMI stay out of the hospital and avoid incarceration as well
as develop skills for living in the community.

Working in collaborative efforts

Not all persons with SMI who have a history of incarcer-
ation are obtaining treatment in the community with ACT
or FACT. There aremanywho are being released from jail
or prison on probation or parole and are required to
attend outpatient treatment in community mental health
clinics. Given these requirements, agents of the criminal
justice system, including probation and parole officers as
well as judges, are vested in knowing the mental health
status of the client. Consequently, the treating mental
health clinicians may be asked to communicate directly
with these justice personnel regarding the client’s psy-
chiatric condition and progress, as well as the client’s
potential threat of harm. Similarly, clinicians may want to
obtain information about their clients’ criminal history in
order to better understand the extent of their clients’
problems. Therefore, clinicians should feel comfortable
maintaining a liaison with the criminal justice personnel.

The importance of structure

The need for structure is an essential concept for persons
with SMI. Often, they lack internal controls and have
difficulty coping with stressful life demands. Structure
provides external controls and organization which is
needed by these individuals. Generally, mental health
professionals who treat this population believe that their
patients’ days should be structured through meaningful,
therapeutic activities such as work, day treatment, and
various forms of social therapy.

Another form of structure that is essential for most of
this population is that treatment be mandatory, and com-
pliance be reviewed by the court or other criminal justice
agent. Knowing that their community status may be
revoked can be an influential factor in motivating these
clients to adhere to treatment.

Management of violence

Not all persons with SMI who are incarcerated have been
convicted of violent offenses or have a history of violence.
However, for those who do, the need for them to control
their impulses and inappropriate expressions of anger
should be a priority in treatment. Persons whose violence
is rooted in a major mental illness often experience their
violence as a frightening loss of control. A clinician who is
not aware of their destructive potential may be perceived
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as unable to protect them. They tend to establish that
knowledge by testing the clinician for limits. Therefore,
the clinician must not only be aware of their potential for
violence, but must also be continuously alert and firm in
order not to risk being perceived as uncaring and unable
to protect their patient from their destructiveness.

Persons with SMI, especially those with histories of
violent behavior, generally need continuous rather than
episodic care as well as adherence to psychiatric medica-
tions. Thus, regular monitoring is needed, especially
when symptoms are absent or at a low ebb, in order to
deal with individual and situational factors that may arise
and result in violence. In addition, behavioral, cognitive,
and psychoeducational techniques emphasizing anger
management have been widely used and have been suc-
cessful in the treatment and management of violence.

Therapeutic living arrangements

An important factor in determining community survival
for the majority of persons with SMI appears to depend
on an appropriately supportive and structured living
arrangement.27 Often, this can be provided by family
members. In many cases, however, the kind and degree
of structure the client needs can be found only in a living
arrangement outside of the family home with a high staff–
patient ratio, dispensing of medication by staff, enforce-
ment of curfews, and therapeutic activities that structure
most of the client’s day.

Working with the family

The role of family members or significant others can be
critical in the treatment of offenders with mental illness.
However, their involvement may not always be possible.
The treatment team should determine whether these indi-
vidualswere the victims of the client’s aggression,whether
they have maintained contact with the client, and whether
they are able and interested in continuing such contact.

Clinicians should help family members in understand-
ing the client’smental condition, teach them to recognize
symptoms of decompensation, emphasize the importance
of self-protection, and explain the client’s current legal
situation.

Twenty-four-hour structured inpatient care

Community treatment is not necessarily the most effica-
cious or benign intervention at all times for all peoplewith
SMI.10 There is a substantial minority who need the struc-
ture and support of acute, intermediate, or long-term care
in a hospital setting or a highly structured, locked 24-hour
care community facility. Providing access to care in
psychiatric facilities when needed and for as long as
required is absolutely essential if deinstitutionalization
and the reduction of criminalization are to be successful.

A final word

In this time of extreme overcrowding in our jails and
prisons, decarceration has become a necessity. Inmates
with SMI have been included in those released from
correctional facilities. Acknowledging that sufficient
treatment resources did not exist following deinstitution-
alization and that this contributed to the criminalization
of persons with SMI, we are now at a place where we can
aim to prevent the recurrence of this event. Mental health
professionals are poised to provide persons with SMI the
mental health treatment and supportive social services
that were lacking for so many, and thus leading to their
decompensation and criminal behavior. If the goals of
reducing the criminalization of personswith SMI are to be
accomplished, the mental health and criminal justice
systemsmust be provided with all the necessary resources
and funding, as mentioned in this chapter, to identify and
treat these individuals in the most appropriate setting. It
cannot be emphasized enough that the criminal justice
system should not be used as a substitute for the mental
health system in the treatment of persons with SMI.
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