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mentally ill offenders in the community, Mentally ill offenders have become a

challenge to all levels of criminal justice. The problem of transitioning or
diverting these offenders from secure confinement poses a particular challenge to
community corrections agencies.

This issue of Topics in Commuyr:ity Corrections focuses on supervising

In an effort to help agencies meet this challenge, the NIC Community Correc-
tions Division and the Center for Mental Health Services of the U.S. Department of
Health and Human Services are formulating a cooperative agreement that will allow
both organizations to provide technical assistance for mental health services in
community corrections. Focusing on duaily diagnosed and woinen offenders, the
assistance will emphasize developing collaborative and coordinated working rela-
tions among corrections and mental health professionals as well as utilizing research
data on effective treatment.

Other agencies throughout the U.S. are already dealing with the problem in a
variety of ways. Joel Dvoskin, C. Terence McCormick, and Judith Cox from the
New York State Office of Mental Health describe principles of effective mental
health services for parolees and the work of their agency with the New York State
Division of Parole. Douglas Weber of the Wisconsin Correctional Service discusses
Milwaukee's Conrmunity Support Program. Dee Kifowit and Judy Briscoe of the
Texas Council on Qffenders with Mental Impairments outline a state-level approach
to improve mental health service delivery throughout the Texas correctional system.
Kyle Mickel from the Transitional Living Center in Maricopa County, Arizona,
describes the services provided by the Center, and Linda Andresen discusses the role
of the Center for Health Care Services in San Antonio, Texas, in keeping mentally
impaired offenders in the community.

Bonita Veysey from Policy Research Associates, Inc., describes the special
challenges posed by mentally ill offenders as well as practices that address those
challenges. Grant Harris and Marnie Rice of the Ontario Ministry of Health inform
us about the current research regarding mentally disordered offenders.

will be reduced from two issues per year to one. New is an update section

B eginning with this issue, publication of Topics in Community Corrections
highlighting some activities of the NIC Community Corrections Division.

We hope the present issue is helpful to agencies that are facing increasing
numbers of mentally ill offenders on their caseloads.

Eduardo Barajas, Jr,
Correctional Program Specialist
NIC Community Corrections Division
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by Bonita M. Veysey, Ph.D., Senior Research Associate, Policy Research
Associates, Inc., Delmar, New York

system are a particularly vulnerable group. Combined with the stress and

stigma associated with their mental disabilities, the burden resulting from their
arrest and charges can exacerbate the isolation and distrust that often accompany
their mental illnesses. Moreover, decreasing community resources, particularly the
lack of available or accessible emergency mental health services, have increased the
likelihood that persons with mental jllnesses will come into contact with police and
be arrested (CMHS, 1994).

Persons with mental illnesses who come into contact with the criminal justice

The management of persons with mental illnesses is problematic at all levels of
the criminal justice system, whether for police, jails, prisons, probation, or parole.
Management problems arise because:

B Most corrections staff have not been trained in issues relating to mental illnesses
or in managing people with serious psychiatric disorders;

8 Individuals with acute psychiatric symptoms often have difficulty following
directions and conforming their behavior to that required by corrections agen-
cies; and

® Mental health resources are frequently insufficient to meet the many needs of
persons with mental illnesses in jails and prisons and are often inaccessible to
those under community supervision.

Persons with mental illnesses may come under probation supervision through
standard criminal justice processing or through special mental health diversion
programs. Torrey and colleagues (1992), in their report, “Criminalizing the Seri-
ously Mentally IIl: The Abuse of Jails as Mental Hospitals,” decried the state of U.S.
jails, stating that jails are inappropriate places of detention for persons with mental
illnesses whose crimes are more symptomatic of their illnesses than of criminal
intent. Diversion from jail into mental health treatment has been presented as a key
mechanism to reduce the unnecessary detention of persons with mental illnesses.
Probation is an important component of many jail mental health diversion programs.

Estimates of Mental Health Needs

Like jails and prisons, probation and parole departments have experienced explo-
sive growth over the past decade. On January 1, 1994, 2,216,880 adults were under
active probation supervision, and 569,121 were under active parole supervision. This
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represents a 25 percent increase in the population size just since 1989 (Camp and
Camp, 1994). Although the percentage of persons on probation who have mental
illnesses is unknown, jail and prison estimates are useful in understanding the magni-
tude of the population.

A recent study of a random sample of males admitied to the Cook County
(Chicago) Jail found that 6.1 percent had a current psychotic illness and were in need
of treatment services (Teplin, 1994). Among female Cook County detainees, the esti-
mates of mental iliness are even higher; 11.2 percent had a current diagnosable
mental illness of schizophrenia or affective disorder (Teplin, unpublished).

Estimates of mental illnesses among prison populations are similar, generally
ranging from 6 to 15 percent. A national survey of prisons and mental health facili-
ties in 1978 found that 6.6 percent of offenders were designated as mentally disor-
dered (Monahan and Steadman, 1983). In fact, a recent review of the literature noted
that “surveys of facility administrators suggest that 6 to 8 percent of adjudicated
felons are currently being designated as seriously mentally ill. A study of New York
State prison inmates reveale« that 8 percent had ‘severe psychiatric and functional
disabilities’ that required mental health services, and an additional 16 percent had
‘significant’ disabilities that required periodic mental health services. Clinical
studies, however, suggest that 10 to 15 percent of prison populations have a major
DSM-II-R thought disorder or mood disorder and need the services usually associ-
ated with severe or chronic mental illness” (Steadman and Cocozza, 1993:6).

Based on the estimates of the prevalence of mental illnesses in jail and prison
populations, which are typically two to three times those of the general population
(Teplin, 1990), it is clear that a significant number of probationers are suffering from
serious mental illnesses and are in need of mental health treatment in the community.

Probation and Mental Health Services

According to the NIC Community Corrections Division, the primary intent of
probation supervision in most U.S. jurisdictions has changed from rehabilitation to
risk reduction (USDJ, 1993). The main goal is the protection of the community.
With growing corrections populations and the ever-increasing costs of incarceration,
community corrections alternatives are gaining popularity. The increasing emphasis
on innovative probation programs reflects ‘“probation’s growing role as a community
sentencing option that offers control, treatment, and services outside an institutional
placement” (USDJ, 1993:1).

Risk management can be understood as a two-pronged approach. Probation
services can reduce risk by ‘notivating offenders to refrain from criminal activities
or—for those who cannot oy \vill not refrain—by removing the offenders from the
community. It is becoming clear that an emphasis on surveillance alone increases the
probability of early detection of violations but does not reduce criminal behavior or
aid in offender rehabilitation (Stroker, 1993). If the goal of probation is risk manage-
ment, programs that are designed to reduce criminal activity or increase community
participation should offer long-term solutions by intervening before recidivism occurs.
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The reason that treatment conditions are imposed as part of probation sentences
for some individuals is to guarantee that the individual will receive needed services
and will remain in treatment. This increases the probability that the probationer will
be stabilized and will receive emergency interventions, if they become necessary.
The goal of mental health treatment is not to “cure” criminal behavior, However,
treatment may reduce recidivism when an individual’s criminal behavior is the direct
result of his or her mental iliness, if the array of services maximizes periods of
stability and provides for timely intervention when symptoms are acute. Mental
health treatrnent may also reduce criminal activity if the services provided include
meaningful assistance to help individuals integrate into their communities.

The presence of a mental illness does not necessarily require probation to
enforce mental health treatment, For individuals who have mental health treatment
listed as one of the conditions of their probation, community supervision incurs the
duty to ensure access to appropriate treatment and to supervisc participation. In the
case of refusal, the person may be returned to custodial care based on a technical
violation of the conditions of release.

If mental health treatment is not a condition of probation, an individual’s partici-
pation in mental health services is voluntary, Although persons under community
supervision living in the community should have the same access to mental health
resources as any other community member, their access is often restricted because of
their status as probationers. Currently the subject of debate is whether probation offi-
cers should be advocates to assure that those who want to participate in generic
community programs can do so when participation is not a condition of release.

Strategies for Meeting Special Needs

Special procedures and programs designed to address the needs of probationers
with mental illnesses include: 1) mental health programs, either provided by a
community mental health agency, the probation department, or jointly; 2) cross-
training of probation officers in mental health issues, and of mental health staff in
corrections issues; 3) special supervision practices; and 4) systems integration strate-
gies, such as community planning boards and interagency memoranda of under-
standing. Comprehensive programs incorporate a combination of these elements.

Mental health programs

8 Community mental health services. Individuals on probation who have mental
illnesses, like other community members with similar disabilities, require the
availability of a full range of mental health services that are accessible, appro-
priate, and relevant to their needs. Some probation agencies have developed
standing contracts with community providers. These working agreements
support the activities of both the probation and the mental health systems and the
clients they jointly serve. Community agencies that work with individuals on
probation tend to be familiar with corrections practices and to be receptive to
non-voluntary clients (Cole et al., in press). Such arrangements may also allow
probation officers to intervene at the mental health service provider site when
emergencies involve persons under their supervision.




In other jurisdictions, probation departments or individual officers broker
services as the need arises. In this case, probation identifies all necessary
services and negotiates access for specific individuals. This process can be ‘
greatly enhanced if probation officers take advantage of mental health case
management programs, particularly intensive case management programs. These
programs typically provide support for many domains of living, including

mental heaith, substance abuse treatment, housing, money management, and
other support services. The funding and intensity of the services are flexible.
Such programs appear to be effective in reducing the inappropriate use of psychi-
atric services and the number of days spent in hospitals and jails by some of the
most difficult-to-serve clients (Dvoskin and Steadman, 1994).

While such arrangements ensure access to treatment for many individuals with
mental illnesses, problems may arise when the mental health agency is not
equipped to serve persons with varying levels of disability or with differing
needs and interests. In addition, many community mental health service agencies
are reluctant to provide treatment to persons with a criminal record or to individ-
uals who are participating in services involuntarily.

® Specialized probation programs. Some probation departments provide their own
treatment programs. Probationer resistance to participating in treatment
programs against their will has been linked with higher rates of technical viola-
tion among those who receive services from generic community agencies
(Wilson, 1978). In contrast, certain types of offenders involved in programs
operated by probation agencies have demonstrated reduced recidivism rates
(Gotifredson et al., 1977).

8 Jointly sponsored programs. Some of the most comprehensive and promising
programs for probationers with mental illnesses are those sponsored and devel-
oped jointly by community mental health and probation agencies. In such a
program, a community mental health agency might provide traditional clinical
services, housing, and case management for access to other needed supports,
such as entitlements, while also providing close monitoring of participants
through daily reporting. The probation department, in turn, might provide proba-
tion officers to oversee a small specialized caseload of probationers in the
mental health program. Active collaboration and communication between the
provider agency and probation are important to achieving the overall goals of
the program: to reduce recidivism and to increase the individual’s ability to live
in the community.

Cross-training in mental health and corrections. Cross-training is an important
component in all settings where criminal justice and mental health professionals
work together, For community supervision of persons with mental illnesses to be
effective, probation staff and mental health providers must undesstand each other’s
roles.
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Cross-training is especially important for probation officers who will supervise
specialized caseloads. In particular, community supervision staff need to understand:

@ The characteristics of mental illnesses and the effects that these illnesses
have on daily functioning;

The mental heaith and other services available in the local area and how
to access them;

@ Confidentiality statutes and mental health law; and
& The goals and desired outcomes of treatment.

By the same token, community mental health providers need to be informed
about the demands and nature of the criminal justice system and the need to work
with offenders who have mental illnesses to help them meet the conditions of their
probation. Clinicians and mental health staff should be trained in the specific proce-
dures of corrections work, including conditions of release, violations, goals of super-
vision, and corrections’ typically hierarchical organizational structure.

Special supervision practices. Persons with mental ilinesses tend to have high rates
of technical violation of their probation sentenices. To accommodate their unique
needs, many community supervision agencies have developed strategies to help
them become successfully integrated into the community and meet their conditions
of release.

Usually, technical violations of an individual’s conditions of release result in
immediate and prescribed sanctions. Alternative strategies developed for persons
with mental illnesses allow for continuous monitoring, increased communization
between community supervision and other provider agencies, greater client responsi-
bility, and more flexible sanctions that allow for some mistakes without an
immediate return to jail or prison. Alternative strategies include specialized
caseloads, relapse prevention efforts, and systems of progressive sanctions.

® Specialized caseloads. Persons with mental ilinesses on probation may be
assigned to a specialized community supervision caseload. Such specialized
caseloads tend to be smaller than regular caseloads. The probation officer in
charge of these clients has special skills and knowledge that may facilitate the
integration of the individual with mental illness into the community.

Sometimes placement in a specialized caseload is transitional. For instance,
persons with mental illnesses who are newly released from jail or prison may be
assigned initially to a specialized caseload. Early, intensive supervision tailored
to the specific needs of each person is important. Compared to other releasees,
these individuals may have more difficulty adjusting to community living after
incarceration, have fewer natural resources (e.g., employment, social supports,
and housing), and require supervision of special conditions for treatment. Once
the individual is stabilized in the community, he cr she may be transferred to a
generic probation caseload.

.
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It is important to recognize that persons with mental illnesses may also require
more intensive supervision at a later date. Probation departments should be able
to monitor probationers frequently and reassign individuals based on their needs.

W Relapse prevention efforts. Relapse prevention has recently gained widespread
support (Palmer, 1992). This approach focuses on the development of social and
emotional supports that may reinforce an individual's resistance to further crim-
inal behavior. The key to this effort is the probation officer, who acts as an
intensive case manager, maintaining up-to-date information on the individual’s
progress in treatment programs and in employment, family, and social environ-
ments. Close monitoring allows the officer to anticipate periods of increased
stress, exacerbation of symptoms, and possible criminal activity and to intervene
to avoid recidivism. This approach incorporates and articulates the shared
responsibilities of the client, community supervision staff, and service providers
in achieving successful outcomes.

B Progressive sanctions. Imposing progressive sanctions for technical violations is
another strategy that may be used alone or in conjunction with other approaches
to reduce recidivism for persons with mental ilinesses. This approach recognizes
the fact that many persons with mental illnesses on probation are in a “catch-22"
situation: probation conditions often mandate mental health treatment intended
to increase the probability of success on probation, but an individual’s refusal to
cooperate with the treatment plan may result in a technical violation (Clear and
O’Leary, 1983). Thus, if community supervision staff adhere to strict sanctions
for technical violations based on treatment non-compliance, special needs
clients—particularly those with mental ilinesses—are likely to fail.

Progressive sanctions can help avoid this problem. The essential component of
this effort is to avoid an “all or nothing” approach to success or failure in treat-
ment. For example, a probationer may be required both to report on a weekly
basis and to receive psychiatric clinical services. If the individual fails to go to
the clinic appointments, the probation officer might increase the frequency of
contact to several times per week. Given the cyclical nature of many serious
mental illnesses and the fact that probationers may be required to participate in
services against their will, progressive sanctions allow the system to be respon-
sive to individuals’ changing needs and circumstances without necessarily
returning the person to jail or prison (Clear et al., in press). For this strategy to
be effective, open lines of communication and cooperation must be maintained
between probation agencies and mental health and other service providers.

Systems integration. People who come into contact with the criminal justice system,
particularly those with mental illnesses, have a high incidence of co-occurring
substance abuse and physical health problems. In addition, they are likely to be
impoverished and in need of housing or other social services. Helping individuals
with multiple problems often requires systems-level integration, which ultimately
supports and enhances the efforts of front-ling probation staff and mental health
personnel.

At a minimum, communities may want to consider developing a standing mental
health/criminal justice planning committee or board, whose primary responsibility is




to clarify the responsibilities of each agency involved. Such a group should represent
law enforcement, jail, and community corrections administrators; mental heaith
services administrators; judges, public deferiders, and district attomneys; local govern-
ment officials; consumers and family advocates; and other relevant community
service providers. The group may be supported by a formal memorandum of under-
standing and should have the authority to plan and implement a full array of inte-
grated services to meet the needs of this population.

In particular, a joint planning group could develop streamlined procedures to
facilitate appropriate inpatient and cutpatient mental health treatment. In addition,
such services as housing, health care, alcohol and drug treatment, entitlement assis-
tance, and education and vocational training programs must be avzilable and acces-
sible. These approaches to developing effective criminal justice/mental health
collaboration usually can be accomplished with little or no additional funding.
Making maximum use of existing resources, in some cases by jointly funding cooper-
ative efforts, can overcome many barriers among systems.

Information exchange and mutual support between participating agencies is crit-
ical. It is especially important to explore issues of client confidentiality. Although
community supervision officers must be informed of an individual’s non-participa-
tion in services when treatment is a condition of release, many mental health
consumers object to the idea of complete information exchange between the mental
health and criminal justice systems, Discussions with consumer advocacy groups
may achieve a clearer urderstanding of the kinds of circumstances under which
information may be excha.ged.

Factors Important to Success

To date, there has been no systematic study of the need for specialized services
for probationers with mental illnesses, nor has any study been conducted on the
effectiveness of strategies probation departments have used to supervise persons
with serious mentai illnesses. The information presented here simply describes some
approaches that have proven helpful to some probation departments.

Based on what is known, however, several important concepts are generalizable
to all community corrections agencies:

® Cross-training of probation and mental health staff is crucial to develop under-
standing of the complex needs of individual probationers and of the systems
involved in providing services.

® Probation programs that contract for or provide mental health services in
conjunction with special revocation or supervision practices show great promise.

m Services integration is critical to meet the many needs of probationers with
mental illnesses. Intensive case management programs that link mental health,
substance abuse treatment, and other social support services with housing and
entitlements are effective mechanisms to promote services integration.
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® Mechanisms that encourage systems integration, such as community planning
boards and memoranda of understanding, can be used to identify and overcome
barriers to the provision of services, particularly fiscal and turf issues.

persons with mental illnesses receiving no services at all or receiving inappro-

priate treatment, including being hospitalized unnecessarily or re-arrested and
returned to jail. Coordinated planning among probation, law enforcement and correc-
tional personnel, mental health agencies, and social service providers can help meet
the needs of all parties involved.

Fragmented services and poorly conceived treatment interventions can result in

For additional information, contact Bonita M. Veysey, Ph.D., Senior Research
Associate, Policy Research Associates, Inc., 262 Delaware Avenue, Delmar, New
York, 12054; (518) 439-7415.
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by Grant T. Harris and Marniz E. Rice, Research Department, Oak Ridge Division,
Mental Health Centre, Ontario, Canada

entally disordered offenders (MDOs) are a heterogeneous group'deﬁned
both by changing policies of the criminal justice systems over time and
across jurisdictions and by the fluctuating practices of mental health profes-
sions over time and across disciplines. No services for MDOs have been
implemented with sufficient rigor to permit one simply to copy a fully developed
program with any guarantee of effectiveness. There are few data that inform us
about how age, sex, ethnicity, offense severity, or language of origin influence the
effectiveness of treatment for MDOs.

In evaluating the effectiveness of services for this group of offenders, the ques-
tion of the appropriate outcome arises immediately. Appropriate indices of effective-
ness are measures of criminal and violent behavior, symptom severity, social and
vocational adjustment, and personal happiness. Two distinct empirical literatures
inform us about what ought to be done for MDOs: research on the principles of
effective intervention to reduce criminal recidivism among offenders, and research
on psychosocial rehabilitation for persons with mental illness. The research base also
suggests recommendations for appropriate services for mentally disordered offenders.

Reduction of Criminal Recidivism

Research on the criminal and violent recidivism of MDOs indicates, first, that
the personal characteristics that predict further antisocial behavior among MDOs are
the same as those that predict recidivism among criminal offenders in general.
Mental illness (other than antisocial personality disorder or psychopathy) appears to
be unrelated, or even negatively related, to recidivism among persons who have
already committed a serious offense.

Second, the risk of criminal and violent recidivism among mentally disordered
offenders can be appraised with reasonable accuracy using actuarial or statistical
methods. This permits interventions to be targeted to persons of higher risk. Almost
all MDOs, except those high in psychopathy and with lengthy criminal histories,
would be determined on this basis as no worse than moderate risk.

Third, because the personal characteristics associated with recidivism among
MDOs are the same as those for offenders in general, interventions known to reduce
recidivism among offenders will, in all likelihood, be effective for MDOs.
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Meta-analy tic studies on reducing the recidivism of criminal offenders through

treatment si:ow that interventions are effective as long as they adhere to the
following principles:

Interventions should focus on individual risk. More intensive interventions
should be targeted to individuals who present a higher risk. Targeting intensive
service to low-risk offenders can increase recidivism.

Interventions should address criminogenic needs. Interventions should target
criminogenic needs—that is, changeable personal characteristics empirically
related to antisocial conduct. Appropriate targets include social skills and inter-
personal problem-solving ability; procriminal values and attitudes; antisocial
peer groups; family cohesion and supervision; and substance abuse. Inappro-
priate targets for intervention include self-esteem and other vague intra-psychic
forces or conflicts.

Interventions should ce responsive. The style or modality of service must match
the leaming style of offender clients. Appropriate therapeutic styles for most
offenders include behavioral, cognitive-behavioral, and psycho-educational tech-
niques. Harsher penalties, getting tough, manipulation of criminal sanctions,
shock incarceration, tiie “scared straight” approach, boot camps, psychodynamic
therzpy, emotionally evocative treatment, and non-specific counseling are all
among the styles of service that are not effective for most offenders.

Psychosocial Rehabilitation for Mental Patients

Research on the ability of mental health treatment to improve the quality of life

of persons with serious mental disorders indicates that effective services are those
that are clear about their purposes. Effective services are also described in the
following ways:

They employ conservative medication practices combined with skills training to
improve drug effectiveness and increase compliance.

They emphasize teaching and learning. Improved rehabilitative outcomes result
from explicit step-by-step training with coaching practice and feedback in social
skills, vocational skille, and symptom management, coupled with training for
clients’ families.

They ensure that clients share responsibility. The negative effects of being a
patient are minimized by having clients live in their communities and, when
possible, participate in decisions that affect them.

They ensure program integrity. Objective data on outcomes, clinical progress,
and staff performance are essential for ensuring that services are delivered as
specified.

They emphasize the importance of client contact with clinicians, especially in the
context of community services, Contacts are enhanced by staff training and
assertive service delivery and by keeping client and clinician turnover low.
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Implementation

Certain barriers can impede the implementation of psychosocial programs for
MDOs, whether those programs are behavioral, cognitive-behavioral, or psycho-
educational in approach. These barriers may be political, organizational, profes-
sional, or technical.

Ways to improve the adoption of psychosocial interventions have been
identified, however. They include:

B Obtaining authoritative, persdnal consultation from outside experts.
® Developing detailed, step-by-step training packages for both clients and clinicians.

@ Creating and using a system to monitor, report, and reward staff and managers in
their performance of program duties.

2 Ensuring that the implementation process has a committed, enthusiastic leader.

2 Allowing for consequences, both positive and negative, both financial and non-
monetary, to accrue directly to the organization for successful or unsuccessful
implementation.

with serious mental disorders are completely compatible. Although the ideal

program for MDOs may not have been identified empirically, it is possible to
describe its essential features. They include conservative use of psychiatric medica-
tions with means to maximize compliance; behavioral or psychoeducational training
in relevant skills targeted at criminogenic needs; assertively delivered service whose
intensity is in proportion to clients’ actuarially-determined risk; a staff selected,
trained, monitored, and rewarded in a manner that reflects clarity of clinical purpose;
and the objective measurement of outcomes, clinical progress, and clients’ and
clinicians’ performance.

The research bases for both offender treatment and rehabilitation of persons

All of the key, essential features have already been implemented in one place or
another. The knowledge to provide effective service for MDOs without greatly
increasing costs already exists. All that is required is the will to use it.

For further information, contact Dr. Grant Harris, Research Department, Oak
Ridge Division, Mental Health Centre, Penetanguishene, Ontario, Canada, LOK 1PQ;
(705) 549-3181. =
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‘Services for Parolees with Serious Mental liness -

by Joel A. Dvoskin, C. Terence McCormick, and Judith Cox, New York State Office
of Menal Health, Bureau of Forensic Services, Albany, New York

than doubled, to nearly half a million offenders. A significant proportion of

individuals released o parole have serious mental illnesses. Even if persons
with substance abuse disorders are not counted, a number of studies across the
country have shown that state prison populations have significantly higher rates of
mental illness than the general population. Our own studies here in New York indi-
cate that at least 5 percent of state prison inmates suffer from severe psychiatric
disabilities, and another 10 percent suffer from significant psychiatric disabilities.!

During the decade of the 1980s, parole populations in the United Statés more

Barriers to Obtaining Community-Based Services

There are few empirical studies on the use of community mental health services
by persons with mental iliness on parole. Evidence suggests that community mental
health providers—Ilargely because of fears and assumptions of potential violence
among “criminals”—<create barriers that prevent many parolees from gaining access
to services.? Parole officers report that they have often given up trying to obtain
mental health services for their clients,

Though this phenomenon of rejecting parolees from mental health services has
not been empirically documented, it is so consistently reported by parole officials
that it must be taken quite seriously. Ii is also intuitively sensible. Consider that
many mental health providers have extensive waiting lists. Upon release from
prison, parolees must compete with other persons who have already requested
services. The result is that the parolee is placed at the end of a long waiting list.
Further, offenders, especially those who have endured long periods of incarceration,
are unknown quantities—"‘criminals”—to mental health providers. Compounding
this is the reality that many mental health community residences are specifically
“sold” to communities with promises that they will house no “criminals.” This leads
to permanent discrimination against parolees, who will always be convicted felons.

Ineligibility of inmates in correctional facilities for Medicaid has been identified
as a barrier both to diverting persons with mental illness from incarceration and to
providing pre-release planning for inmates leaving correctional facilities.> Prior to
1985, inmates were eligible for Medicaid during the first and last months of their
incarceration. These funding windows gave mental health providers an opportunity
to divert offenders when appropriate and to develop service linkages before inmates
were released. Federal regulations that became effective in 1985 ¢liminated
Medicaid coverage for any services provided to correctional inmates and created an
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enormmous additional barrier for local providers who attempted to assist clients in
returning to the community.

As a result of these forces, many parole officers have felt forced to “go it alone”
and provide only basic counselling to people who may need far more sophisticated
clinical services, especially psychotropic medication. In addition, parole officers
must attempt to broker a variety of other needed services for their clients.

Pe;ppel'S has referred to offenders with mental disorders as “multi-need, mutti-
agency clients.” In addition to their mental illnesses, these clients are likely to have
had problems with substance abuse, homelessness, poor health, and the myriad of
social ills that often accompany poverty in America. They have dealt, often unsuc-
cessfully, with a staggering array of human service and criminal justice agencies in
their lifetimes, and many have come to view the government as their enemy. Strate-
gies aimed at providing effective services to parolees with mental illness must there-
fore be creative and aggressive.

Core Principles for Effective Programming

There are at least nine core principles, many of which have been articulated else-
where,S which should guide efforts to bring mental health services to parolees.
Briefly summarized, the following characteristics are those that appear most
important in developing effective programs:

Interagency effort. Parole and mental health agencies are obviously at the core
of this effort, but the multiplicity of social and human service needs of these
clients may require the participation of a wide variety of agencies, including
state and/or local departments responsible for parole, mental health, police,
social services, health, child protective services, mental retardation and/or devel-
opmental disabilities, substance abuse, adult education, and vocational
rehabilitation, as well as local clergy. Wherever possible, these relationships
should be formalized in a memorandum of understanding.

Interagency cooperation and commitment. Service agreements among the
primary agencies, especially between parole and mental health, need to be devel-
oped as a first step in creating a responsive program for parolees. The role of
other critical providers, such as social services agencies, also needs to be clearto
ensure interagency commitment on even the most difficult-to-serve parolees.
Cross-agency training is necessary to encourage communication and mutual
understanding. In New York State, a three-day mental health training program
has been developed to strengthen parole officers’ skills in working with persons
with mental illness and in accessing services. Equally important, mental health
providers have been familiarized with the role of parole and ways to integrate
their services effectively with those provided by parole officers.

® Clear targeting of services and the population o be served. Programs that
attempt to serve every difficult parolee and do not identify the special service
needs of this population are likely to fail. Later in this article we discuss two
approaches being used in New York—for most mentally ill offenders, we pursue
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early engagement in community-based services béfore offenders are paroled,
while using intensive case managemerni with the highest-risk individuals.

Cultural appropriateness. Young men and women of color who grow up poor,
witnessing or experiencing violence, with no hope, may need a very different
type of human service provider than white, middle-class, young people who
grow up believing that the system works for them. In addition, many people are
reluctant to reveal personal issues to a person they perceive as quite different
from themselves. Ideally, many of the case managers should come from the
same cultures as the parolees. If this is not possible, then, at the very least case,
managers must receive extensive training in the culturally competent provision
of services.

Use of progressive sanctions. Serious mental illness, especially among criminal
justice populations, is seldom marked by an unbroken string of treatment
successes. Clients of these programs are quite likely to refuse to participate in
treatment or rebel against psychotropic medication. The goal of these programs
is not to increase recidivism, so treatment resistance or relapses should not auto-
matically result in revocation. Less dire consequences can include more frequent
reporting, urine testing for drug use, and so forth. These choices should be devel-
oped ahead of time, in conjunction with treatment providers, as part of
contingency planning.

A focus on residential stability. Homelessness can disrupt every aspect of a
person’s life, increasing the likelihood of arrest’ and making successful treat-
ment of mental iliness infinitely more difficult. Thus, advocacy efforts need to
be targeted at obtaining and maintaining stable housing for the parolee. Parolees
with mental illness who are too disabled to work after release require govemn-
ment supports such as Social Security Disability Insurance (SSDI) or
Supplemental Security Income (SSI). Housing choice should be assessed individ-
ually. It is often assumed that people with mental illness leaving prison require
congregate living. While this is true for some people, for others individual
housing may in fact be safer and more appropriate. Programs such as supported
apartments can provide support and structure without forcing a person into a
congregate living arrangement he or she might find irritating, confusing, or
frightening. For some people, the stress of congregate living could actually
increase their risk of violence.

A focus on prevention of relapse of substance abuse. Prevention of substance
abuse relapse may be the single most important feature of the treatment plan of a
person with these two disabilities, Although the primary problem may vary, both
mental illness and substance abuse need to be addressed in an ongoing fashion
by someone who understands the interaction between the two disabilities and
their treatments. Fortunately, many of the social supports and treatments for
mental illness are also very helpful to someone who is battling an addiction.
Stable housing, good nutrition, sober friends, and a job are as valuable in
treating one disability as the other. Unfortunately, people with mental illness and
substance abuse diagnoses often report being given the choice of stopping their
psychotropic medication or being thrown out of a substance abuse program,
even one that has been mandated.
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® “Boundary spanners."8 Interagency collaboration relies heavily on staff who
have familiarity, skill, and credibility in both systems. Although such staff often
have little authority and receive little acknowledgement, their contributions are
essential. Case managers can and should be boundary spanners. Case managers
must also have the organizational authority to convene periodic meetings around
individual clients or groups of clients served by a team of providers from various
agencies. Further, these boundary spanners require organizational authority to
refer their clients to publicly funded providers.

m  Effective parole officers. The role of parole officers is crucial. Not surprisingly,
parole officers are the major source of parolee referrals to mental health
programs. They can also provide external structure for parolees, which may
increase the chance that an individual will participate in treatment. This struc-
ture need not be coercive, but can come in the form of positive reinforcement,
encouragement, or simple reminders about appointments. Parole officers also
serve as an important safety net for mental health clinicians, who often ask,
“What happens if this person becomes a problem in our clinic?” By providing
external structure, information, clinician support, and even emergency response
in the rare cases where it is required, parole officers can make mental health
staff more at ease until the parolee is accepted as a person in need of treatment.

New York’s Brcad-Based Approach

In New York, there are currently more than 25,000 individuals on parole, at least
1,250 of whom have a compelling need for mental health services in the community.
Collaborative efforts between the state’s offices of mental health and parole to link
these persons with mental health care were formalized in a 1994 interagency memo-
randum of understanding, Efforts have been initiated in several areas, emphasizing
early engagement practices on-site in state correctional facilities.

Funding for parole transition services. The New York State Office of Mental
Health (OMH) in 1989 made its first comprehensive effort to integrate parolees
into the generic community mental health system. This effort focused on the
western New York regicii. OMH used money as in incentive, creating a fund
that enabled a contractor to serve the mental health needs of parolees directly.
To avoid an expectation that agencies would treat parolees only if they were
paid extra, the state limited use of these funds to a period beginning shortly
before offenders’ release and extending only through their first few months in
the community. During that time, it was reasoned, the contractor could help
parolees to access entitlements such as SSI, SSDI, and food stamps and to estab-
lish Medicaid eligibility. Clients would then be able to “pay their own way.”

A second expectation was that during this period, the provider would come to
know each individual as a person, instead of fearing him or her as a “parolee.”
Fortunately, the provider selected was a multi-faceted provider of substance
abuse, retardation, and mental health services and was already committed to
serving criminal justice clients. The program has been successful in helping
clients make the transition from the forensic component into “regular” mental
health care. Within the agency, access to service has improved for parolees
served by the program.




i

B Access to services in New York City. Pricr to 1991, OMH provided services to
parolees in New York City solely through a small parole clinic. Because of its
small size and the large number of parolees, the clinic limited these services to
short-term assistance to parolees in crisis and evaluations for the Division of
Parole (DOP) and/or the Parole Board. Though the clinic was able to provide
mental health treatment for only a small percentage of parolees with mental
iliness, it was important to DOP as a resource for emergency evaluation and
treatment, and also as a symbol of the merital health system’s commitment to
DOP clients. However, no special procedures were in place to help parolees with
mental illness gain access to the community mental health system. Further, our
prison mental health staff, already overloaded with prisoners in need of crisis
help, had little time left over for extensive discharge planning.

When the clinic was forced to close as a result of budget problems, the State of
New York took the opportunity to revisit broad issues of parolees’ access to
mental health care. Fortunately, the New York City Department of Mental
Health became strongly committed to improving parolees’ access to services. A
series of informational meetings familiarized prison mental health staff and
parole supervisors with the referral system and how to access services. Parole
officials in tum educated mental health providers about the support and structure
they could provide and what would happen in the event of an episode of
violence. At the same time, the DOP was working very hard to begin the process
of making offenders eligible for Medicaid prior to release. Most importantly,
each borough developed a contact point from which services could be accessed
more efficiently. Parole officers have the option of calling programs directly or
going through the offices of the five borough commissioners.

® Comprehensive Outpatient Psychiatric System. Access to the generic mental
health system for parolees was greatly improved in New York State when OMH
implemented a “Comprehensive Outpatient Psychiatric System” (COPS), which
enhanced funding to mental health agencies for specific groups of persons with
severe and persistent mental illness (SPMI). Persons with SPMI involved with
the criminal justice system generally, and parolees in particular, were among the
targeted groups. This mechanism improved the access to generic providers
within the clients’ communities.

® Discharge planning initiative. Concurrently, the Division of Parole embarked on
a discharge planning initiative that included pre-release planning conducted
jointly with mental health and medical services in the prison and improved refer-
rals to substance abuse, medical, and mental health treatment in the community.
Determining offenders’ eligibility for SSI and SSDI benefits prior to their
release made these clients more fiscally desirable customers tc human service
agencies.

This broad-based approach has clearly helped to reduce the service barriers expe-
rienced by parolees and their parole officers. It has also reduced mutual misunder-
standing and cynicism. However, it has been a limited success. Medicaid eligibility
is not achieved prior to release, Medicaid reimbursement is limited, and much
stigma, fear, and discrimination remain. But the improvements noted have persisted
over time for parolees with mental illness.
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Intensive Case Management for Hi gh-Risk Parolees

A small number of individuals released on parole are at very high risk of bad
outcomes, such as interpersonal violence, suicide, homelessness, psychiatric emer-
gencies likely to result in expensive emergency room visits or hospitalizations, or
criminal recidivism. The specific needs of these highest-risk individuals are
addressed in New York through intensive case management. Dvoskin and
Steadman’ have described the ways in which intensive case management can reduce
the risks of living with mental iliness in the community, including the risks of
violence, arrest, and days spent in jail. Although their article dealt with case manage-
ment as a component of the overall community mental health system, the fit to the
special needs of parolees is clear.

Though still rare, the concept of intensive case management for parolees with
serious mental illness is not unique to New York. We are aware of at least one other
program that is reporting similar success with this approach. The Texas Council on
Offenders with Mental Impairments funds and coordinates a statewide program of
case management for parolees with mental illness, mental retardation, head injury,
and physical disabilities. (See related article beginning on page 26.)

OMH and the Division of Parole began serving parolees with concurrent mental
illness and substance abuse disorders in 1993 through an intensive case management
program. Parole officers are assigned special caseloads of approximately thirty-eight
parolees, each with a serious mental illness. Further, through a direct contract with a
local provider, OMH provides four intensive case managers who work in teams with
each of two parole offices. Each case manager carries a caseload of ten parolees.
Clients are rostered individually by name and assigned to specific case managers.
Ongoing negotiations with other local human service providers are aimed at making
staff available to the teams on at least a consultative and facilitative basis. However,
whenever specific outside individuals play an important role in the services brought
to each parolee, they are invited to team meetings to coordinate efforts, reduce
waste, and enhance communication.

Whenever possible, case management staff meet the client prior to release and
follow up by telephone contact to initiate the rapport that will be relied upon in the
streets. To enhiance this bond and also *hook” the client immediately into service,
case management staff generally meet clients as they arrive in the community and
assist them in their initial community transition problems, including treatment
service appointments. Clinic appointments are scheduled well in advance of the
offender’s release, so that they occur as soon as possible, sometimes even the same
day as the release.

mental health staff in the identification, referral, and preparation of inmates

with SPMI who are about to return to their communities. Frequent meetings
are needed to screen each client for social, medical, clinical, and criminal justice
factors that would place the client at risk of failing in his/her reintegration into the
community. These meetings should occur both in prison and the community, should
involve both parole and mental health, and should result in a transition plan that
includes appointments !or timely treatment services with specific providers.

Cﬁtical to the implementation of this type of program is educating the prison
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Plans are in place to evaluate this program, but these efforts will be hampered by
methodological problems, especially the absence of a randomly assigned control
group. Because assignment to this program is specifically related to need, it will be
necessary to use inferred control groups, such as similar parolees from boroughs that
do not yet have this program. Despite the difficulties inherent in such evaluative
efforts, however, the novelty of these approaches make such investigations essential.

Opportunities for Action

Providing mental health services to parolees requires an interagency commit-
ment. The planning principles suggested in this paper have evolved from trial and
error over time, and they have as yet not been tested empirically. Clearly, they must
be tested.

The urgency of such research is clear. Even if the percentage of inmates with
mental illness has remained constant, the explosion of prison populations in this
country has created pressure in almost every area of state budgets. The absence of
mental health treatment and planning keeps people with mental illness in prison
longer, despite the lack of evidence that they present greater risk than other
offenders. Creating programs that make mental health treatment systematically avail-
able to parolees is likely to increase their rate of release and may well keep them in
the community longer and more safely.

For more information, contact Dr. Joel Dvoskin, Associate Commissioner,
New York State Office of Mental Health, 44 Holland Ave, Albany, New York,
12229; (518) 474-3290.
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Helping Mentally lll'Otfenders Develop Greater Self-Reliance.
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by Douglas W, Weber, Wisconsin Correctional Service, Milwaukee, Wisconsin

Correctional Service (WCS), a private, not-for-profit agency based in

Milwaukese, is to deliver intensive and extensive services to mentally il
offenders in the community while at the same time closely monitoring their
behavior. Staried in 1978, the CSP was created in response to the increasing number
of chronically mentally ill people entering the courts and jails in Milwaukee.

The goal of the Community Support Program (CSP), operated by Wisconsin

WCS based its program on a community-based model rather than the more tradi-
tional—and costly—approach of incarcerating or institutionalizing mentally ill
offenders. The CSP model includes five defining elements:

B Medical and therapeutic services—Medication is prescribed and administered
five days a week. A pharmacy on the premises closely monitors the prescrip-
tions. Psychotherapy and group sessions are also available. Case management
services are provided to help clients obtain primary health care.

B Money management—The program arranges to be the legal recipient of each
client’s Social Security and other disability benefits. The client’s fixed expenses,
such as rent, are paid directly by the program. The remainder is given to the
client in a daily allowance after the client has taken his/her medication.

® Housing and other support services—Intensive case work provides for clients’
basic needs, either after arrest or upon release from jail or a hospital. The
program provides referrals to other social service agencies, arranges housing,
and monitors clients through periodic home visits.

@ Day reporting and close monitoring—Most clients are required to report to the
clinic daily, Monday through Friday. They can stay either for a brief period to
take their medication and get their money or for longer periods. This daily obser-
vation and interaction with clients enables the staff to monitor behavior and to
determine when changes in medications are needed. Failure to report is noted,
and staff attempt to locate missing clients.

@ Participation in treatment—Although clients must agree to enter the treatment
program, their choice is constrained by other less desirable and more restrictive
alternatives, including jail. Many mentally ill people are difficult to manage and
often resist treatment instructions. However, the program’s combination of
supportive services backed by firm legal authority is effective in bringing them
into and keeping them in treatment,
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Referrals and Admission

The program can serve about 250 clients on an ongoing basis. Most clients enter
the program through referral from WCS'’s Court Intervention Programs in
Milwaukee, which operate out of the Milwaukee Municipal Court and the central
intake unit of the Milwaukee Criminal Justice Facility and Jail. However, mentally
ill people may enter the CSP at many pointt. in their involvement in the justice
system and through several different referral sources.

® The primary goal of the Milwaukee Municipal Court Intervention Program is to
keep in the community people convicted of municipal ordinance violations and
in need of mental health, alcohol, or drug treatment. The program provides a
structured option to incarceration for these offenders.

® Central Intake Unit staff, located inside the Milwaukee Criminal Justice Facility
and Jail, interview all people scheduled for arraignment in Milwaukee Circuit
Courts. Staff conduct hundreds of interviews each day to obtain information for
bail and custody decisions. Through this process, staff identify people who
exhibit behaviors that indicate a need for treatment. These people are then inter-
viewed in depth and referred to WCS programs or other community providers.
Treatment needs and pending referral become part of the Central Intake Unit’s
release recommendation presented to the court. The court may then refer the
defendant to CSP as a condition of pretrial release. An important advantage of
this design is that defendants can move quickly from arrest and arraignment into
treatment in the community. In many jurisdictions, the mentaily ill offender
must wait a long time for transfer from one facility to another. The defendant’s
mental and physical condition often worsens during the wait. WCS’s Central
Intake Unit works closely with the courts to minimize the time between arrest
and treatment for mentally ill defendants.

Admissions to CSP, 1992

Pretrial Probatlon Pre-gentence Voluntary
release
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m  WCS’s Pretrial Services, another referral source, continues to monitor local jail
and House of Correction populations to identify inmates with treatment needs.
WCS develops release plans that are presented to the court, followed by a
referral to the CSP, if appropriate.

& Probation and parole officers provide yet another route to the CSP, The
program’s extensive services provide close monitoring for mentaily ill offenders
in the community, resulting in frequent contact between CSP staff and probation
or parole staff. The relationship between probation and parole staff and the
program have led to the formation of a consistent set of rules and expectations.

m  Though nearly all CSP clients enter the program through a referral, a small
percentage enter voluntarily. Although most clients are referred after contact or
entry into the justice system, CSP can also accept mentally ill people whose
behavior is deemed at risk for law enforcement intervention.

Clients entering the program are often homeless and have no means of support.
As soon as someone is admitted to the program, staff move quickly to meet Lis/her
basic needs, including housing, in addition to arranging for treatment and medica-
tion. Immediately meeting these basic needs motivates the client to continue in the
program. Clients stay with the program and succeed through a combination of coer-
cive elements, incentives, and encouragement. CSP enforces release conditions and
rules, closely monitors behavior and medication, and regularly reports to the couris
or other authorities. This model meets the concemns of law enforcement and the
courts and instills confidence in the program.

Client Characteristics

Of the approximately 1,000 arrestees in Milwaukee County identified each year
as being mentally ill, 700 to 800 had their charges dropped, re-entered programs
where they had been previously enrolled, or were hospitalized. The remaining 200 to
300 are eligible for release and appropriate to enter CSP. However, due to demand,
CSP treatment slots are not always available. In 1992, for example, CSP admitted
sixty-seven new clients. Those who could not be admitted because no slots were
available were referred to other county programs.

In recent years the number of clients admitted has remained steady. However,
with the rise in cocaine use in the area, CSP has seen an increase in the number of
dually diagnosed (mentally ill and drug-using) clients. The increase in cocaine use
has also caused the re-arrest rate of CSP clients to climb from 10 to 25 percent.

The typical CSP client is male, never married, in his mid-thirties, has some
secondary education, and is schizophrenic. More than half the clients have at least
two prior arrests. Clients admitted in 1992 averaged seventy-five days in psychiatric
hospitals during the previous two years. Data on 1992 admissions are presented on
the following page.




Characteristics of Clients Admitted to the Community Support
Program, 1992

Sex Male 87 percent
Female 13
Education Did not finish high school 43
High school graduate 28
Post-secondary education 28
Race/Ethnicity Black 46
White 45
Hispanic 8
Native American 1
iness Schizophrenia 90
Manic depression 9
Other 1

The program often works with clients who have not complied with treatment
elsewhere. In 1992, 39 percent of CSP’s clients returned to the program, voluntarily
or through referral, after having been discharged. The average length of stay is one
and a half years, but this varies greatly from client to client. A few clients have been
enrolled for fifteen years—as long as the program has existed.

Clients leave the program for many reasrins. A total of eighty-four clients were
discharged in 1992:;

B Twenty-eight fulfilled their legal obligations and dropped out;

@ Twenty completed their legal obligation and were referred to other, less
structured outpatient programs;

® Six were found to need closer supervision and treatment and were
placed in inpatient mental health facilities;

8 Three were referred to hospitals for long-term treatment for physical
illnesses;

Three were sent to long-term residential drug treatment programs;
Five moved to another state;

Three died;

One disappeared; and

Fifteen were discharged after being jailed for having committed new
offenses or violating their release terms.

Benefits of the CSP Program

Milwaukee's approach to working with mentally ill offenders is quite different
from the methods of other jurisdictions. In cities where mentally ill offenders are
commonly incarcerated, mentally ill individuals can comprise 15 to 20 percent of the
jail’s population. In Milwaukee, the CSP and other programs have helped to reduce
jail populations; fewer than 3 percent of the jail population are diagnosed as
mentally ill. As Milwaukee County District Attomey E. Michael McCann stated in
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Federal Probation, “Jails are ill-suited for such prisoners as treatment is rarely
provided and such prisoners can be disruptive and aggravating to other prisoners."1

At the core of CSP’s success is its ability to provide service at a low cost. Cost
per service slot is about $3,500 a year. That figure is one-quarter to one-third the
cost of intensive outpatient treatment in the state and county mental health systems.
To control costs, the program employs paraprofessionals—most of whom have a
bachelor’s degree—to provide services.

Nevertheless, the program did not gain immediate acceptance. Today, CSP is
located in a mixed residential and business area. Business people were initially
concerned about the effect the program’s clients might have on local business.
Program administrators took a proactive approach to this resistance and, through
timely response to resident and business complaints, diffused tensions and resolved
situations before they got out of hand. Judges, prosecutors, and defense attomneys
have voiced their acceptance of the program. Many other court officials recognize
the necessity of the program.

effective and efficient means of monitoring and responding to client needs. In

turn, this supportive environment has helped clients leam to become more self-
reliant, An incarcerated mentally ill offender may have had his/her needs met in the
institution—but only until he or she is released. Back in the community, the person
will find little support from the institution. The Community Support Program attends
to the clients’ basic needs, helping them to find housing and a means of financial
support. The program continues to manage the client’s money. With time and prog-
ress, the client will require less reliance on the program and, if possible, on public
means of support.

Providing treatment in the community ‘“under one roof” has inade possible more

CSP is funded through the Milwaukee County Department of Human Services,
the United Way of Greater Milwaukee, the State of Wisconsin Community Options
Program, and Medicare, Medicaid, and private insurance. Milwaukee County budget
officials say that it is unlikely that the county would provide these services if it
required creating additional government positions.

The Community Support Program is not based on conditions found only in
Milwaukee. This model can be replicated, in whole or in part, elsewhere in the
nation, although some aspects of our situation—including WCS's pretrial services
and screening program and its status as a private organization—facilitated the devel-
opment process.

For additional Information, contact Douglas W. Weber, Program Developer/
Research Analyst, Wisconsin Correctional Service, 436 West Wisconsin Ave.,
Milwaukee, Wisconsin, 53203; (414) 271-2512.

Notes

1. E. Michael McCann and Douglas W, Weber, “Pretrial Services: The Prosecutor’s View,"
Federal Probation 57 (March 1993): p. 18-22. ®
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tate-Level Approach to Special Needs Offenders .~ .~

by Dee Kifowit, Director, Texas Council on Offenders with Mental Impairments, and
Judy Briscoe, Council Member

establish a central agency responsible for initiating change throughout the

various levels and components of a state’s correctional system, The Texas
legislature responded to the unique challenges presented by special needs offenders
—especially those with mental health disabilities—by creating a Council on
Offenders with Mental Impairments, whose work affects all ievels of the state’s
correctional system. This article describes how the council was formed and how itis
attempting to carry out its leadership role in programming for special needs
offenders.

One approach to improving the management of special needs offenders is to

How the Council Was Created

Recognizing the growing number of offenders with mental health and develop-
mental disabilities, the Texas legislature nearly ten years ago called for a study on
offenders with the following problems:

Developmental disability
Emotional disturbance
Mental heaith disability
Terminal illness
Physical disability
Advanced age.

The study identified a large number of these offenders within the criminal
justice system and recommended increased cooperation and collaboration among
mental health, law enforcement, and correctional agencies to deal with them. The
legislature responded to this recommendation in 1987 by setting aside funds and
drafting legislation to create the Texas Council on Offenders with Mental
Impairments. The Council has since evolved into a centralized body that responds to
an increasing variety of offenders’ special needs, primarily by supporting innovative
programming,.

The Council is made up of nine appointed members with expertise in managing
special needs offenders, plus representatives from various state agencies—including
the Commission on Alcohol and Drug Abuse, the Department of Mental Health and
Mental Retardation, and the Department on Aging. Advocacy groups involved with
offenders with mental health disabilities are also represented. Every state agency and
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Organizations represented on
the Councll—

# Texas Commission on Alcohol and
Drug Abuse

B Texas Council of Community Mental
Health and Mental Retardation
Centers, Inc.

® Texas Department of Mental Health
and Mental Retardation

@ Texas Department of Criminal Justice
(Institutional Division, Pardons and
Paroles, and Community Justice
Assistance Division)

B Texas Education Agency

® Texas Commission on Jail Standards
® Texas Criminal Justice Policy Council
@ Texas Rehabilitation Commission

® Association for Retarded Citizens

m Texas Department of Human Services
B Parents Asscciation for the Retarded
B Mental Health Association

@ Texas Youth Commission

® Texas Juvenile Probation Commission
® Texas Alliance for the Mentally Il

® Texas Commission on Law Enforce-
ment Officer Standards and Education

Planning Council on Developmental
Disabilities ]
B Texas Department on Aging.

Nine members-at-large are appointed by
the governor.
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advocacy group that has responsibility for, or interest in, offenders with mental
health disabilities is a legislatively mandated member. This mandatory representa-
tion has encouraged broad-based cooperation and collaboration.

The Council’s Leadership Role

The legislation also defined the Council’s responsibility to identify offenders
with mental health and developmental disabilities and the services these offenders
need. The Council funds community-based alternatives to incarceration to deliver
these services and also develops a state-wide plan for meeting the treatment, rehabili-
tative, and educational needs of offenders with mental health disahilities.

Intensive case management pilot programs. The Council estab-
lished its first pilot project, Project CHANCE, in 1988. Operated by
the Association for Retarded Citizens, Project CHANCE is a diver-
sion program that provides community-based, cost-effective alterna-
tives to incarceration for offenders who have some level of mental
retardation or developmental disability and have not committed
aggravated offenses. Offenders remain in the program until they
meet certain goals or are discharged from the criminal justice
system. Case management services are provided for 100 offenders
at a time, and approximately 175 offenders go through the program
in a typical year.

Project CHANCE provides a vital and consistent link between
the criminal justice and social service systems. In a nutsheli, the
project offers the offender the opportunity to obtain needed life
skills while remaining in the community. Intensive case manage-
ment helps participants identify their needs and establish goals.
Staff help each offender to develop an individual justice plan that
emphasizes community support services designed to help offenders
master appropriate social behavior and improve their independent
living skills.

In the 1993 fiscal year, 180 offenders participated in Project
CHANCE. Most of these participants either successfully completed
the program, are still involved in it, or were discharged from the
criminal justice system. Project CHANCE's success is evaluated
primarily in terms of recidivism, but participation in Project
CHANCE improved the lives of virtually all participants, primarily
because the program adapts all correctional programs ar:d services
to meet each offende:’s needs.

was the Council’s second pilot project. Like Project

CHANCE, Project ACTION is designed to divert non-aggra-
vated offenders with general mental health disabilities away from
the criminal justice system and reduce their rate of recidivism.

Project ACTION, also an intensive case-management program,

However, Project ACTION places a greater emphasis on programming than does
Project CHANCE.
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Project ACTION can serve no more than 120 offenders at a time, but it also
provides ongoing technical assistance to other offenders or agencies. Thus far,
almost 400 offenders have been involved in Project ACTION. The maximum length
of stay in the program is two years. If an offender is stable for a significant period,
case managers are encouraged to discharge them before the end of the two years,

Project ACTION reports quarterly to the Council on the recidivism rates of
offenders in the program. Recidivism rates are measured by arrests, new convictions
and/or incarcerations, and noncompliance with probation and parole conditions.
Program success is measured by offenders’ subsequent ability to obtain a job, secure
income, re-establish social skills, maintain a stable home, and comply with medica-
{ion requirements. A 1993 study by the Texas Criminal Justice Policy Council
reviewed the pre- and post-program arrest rates of Project CHANCE and Preject
ACTION patticipants. The study revealed a 63 percent reduction in arrest rates for
participants.

Projects similar to ACTION and CHANC™ have now also been developed in the
eight most populated counties in Texas. Unlike the initial projects, these programs
serve both mentally retarded and mentally ill offenders. All programs are also
responsible for providing screening and pre-release planning for offenders with
mental impairments in county jails or prisons who are in need of aftercare treatment.
(See related article, page 33.) This pre-release planning activity has recently been
expanded to include juveniles with mental impairments who are committed to facili-
ties operated by the Texas Youth Commission.

“Special needs” parole release. In addition to keeping offenders with special needs
in the community, the two pilot projects attracted federal funding for eligible
offenders. Partly in response to this funding success, the Texas legislature recently
broadened the Council’s responsibilities. Legislative changes were made to allow for
the early release of special needs offenders in three new categories eligible to

receive federal funds: the elderly, the terminally ill, and persons with physical
disabilities. The Council established intensive case management and placement
services for eligible inmates.

Target populations for this “special needs parole program” are inmates who
have not been convicted of an aggravated offense and who are elderly, significantly
or terminally ill, or physically disabled, and whose medical condition qualifies them
for a nursing home, hospice, or other similar care. After being released from incar-
ceration, the special needs parolee remains in the program for life or until he or she
is re-incarcerated for a new offense. To date, 140 inmates have been approved for
special needs parole.

The program is intended to reduce the state’s correctional health care costs.
Federal medical care funding reimburses nursing homes and other providers of
health care services, and 80 percent uf special needs parolees have been placed in
their family homes. Since offenders incur no residential fees, state costs are reduced
to case management and the state’s share of Medicaid-reimbursed medications or
treatments.
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Outcomes of the Council’s Efforts

A centralized approach to dealing with special needs offenders allows correc-
tional systems to make programs that are already in place and known to be effective
accessible and relevant to this previously excluded group. Independence and access
to additional funding allow the central body to move beyond conventional treatment
categories and to develop programs and policies that are more relevant to special
needs offenders.

Cooperation among agencies has been significant in Council-funded programs.
For example, the Pardons and Paroles Division of the Texas Department of Criminal
Justice, the Texas Department of Human Services, and the Social Security Adminis-
tration collaborated with private nursing homes and others in the special needs
parole program. Further, although the pilot projects have been the main focal point
for collaboration, there has been a subtle but significant increase in overall coopera-
tion among the agencies and advocacy groups. In cooperation with the Texas
Commission on Law Enforcement Officers Standards and Education, the Council
recently helped develop a training curriculum for the Specialized Mental Health
Deputies Program. The training increases participants’ awareness of mental health
disability and teaches them how to respond appropriately. Some sheriff’s depart-
ments have created specialized mental health deputy positions.

The Texas legislature recently passed legislation requiring the criminal justice
and mental health systems to plan and develop joint funding requests for special
needs offenders. At the same time, the Pardons and Paroles and the Community
Justice Assistance Divisions of the Texas Department of Criminal Justice have each
created specialized caseloads of offenders with special needs.

Although these are some of the positive results of thie work of the Council, the
following statement, made 176 years ago, still rings true today:

But the insane criminal has nowhere any home, no age or nation has provided a place
for them. They are everywhere unwelcome and objectionable. The prisons thrust them
out, the hospitals are unwilling to receive them, the law will not let them stay at home
and the public will not permit them to go abroad. And yet, humanity and justice, the
sense of common danger, and a tender regard for deeply degraded individuals all agree
that something should be done—that some plan must be devised, different from and
better than any that has yet been tried, by which they may be properly cared for, by
which their malady may be healed, and their criminal propensity overcome.

—FE. Jarvis, American Journal of Insanity 13, 3 (1817).

e are still searching for answers. Jarvis’ statement, meant to describe
‘ N 2 offenders with mental health disabilities, could apply today to any
1 offender with special needs.

For additional information, contact Dee Kifowit, Director, Texas Council on
Offenders with Mental Impairments, 8610 Shoal Creek Blvd, Austin, Texas, 78757,
telephone (512) 406-5406; or Judy Briscoe, Council Member, P.O. Box 5260, 4500
North Lamar Blvd., Austin, Texas, 78765; (512) 483-5269. m
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by Kyle Mickel, Coordinator, Transitional Living Center, Maricopa County Adult
Probation Department, Phoenix, Arizona

1an is a twenty-nine-year-old construction worker recently released from jail

after vioiating probation on burglary charges. He is typical of the 566

mentally ill offenders being supervised by the Maricopa County Adult
Probation Department (MCAPD) in Phoenix, Arizona. Locating effective treatment
options for Alan and other members of this challenging population is no easy task.
Seriously mentally ill (SMI) defendants are often rejected for services by behavioral
health agencies. Reasons for their rejection include offenders’ active drug or alcohol
abuse, changes in their diagnosis, loss of contact with case workers, or offenders’
refusal of services.

When serious mentally ill offenders are in distress and need immediate interven-
tion, probation officers need to find ways to tap a limited pool of resources.
Maricopa County Probation currently employs six specialized mental health proba-
tion officers who work solely with SMI offenders, but whose caseloads are usualiy
capped at forty clients. Offenders on the waiting list for specialized supervision may
therefore lack appropriate intervention during times of psychiatric instability. The
result may be that these offenders again come in contact with police, jails, and the
criminal justice system.

All too often, our jails become the “treatment facilities” for the mentally ill only
because there apparently is nowhere else to turn. To avoid the seemingly endless
cycle of SMI recidivism, the standard probation officer needs additional skills and
resources when the doors to successful supervision are closed. That’s where the
Transitional Living Center comes in.

Referrals Key to Transition Process

Funded through legislative appropriation since 1989, the Transitional Living
Center (TLC) is a probation-operated residential program for psychiatric interven-
tion. TLC is home to twenty-five SMI probationers who are awaiting appropriate
community placement and is housed in the renovated Elsinore Baptist Church. The
average length of stay at TL.C is about sixty days, but this varies, depending on the
time it takes to achieve linkages with community support services and facilities.
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TLC’s role is limited and well-defined. Falling far short of addressing all of its
clients’ psychiatric, personal, and legal needs, the program serves as a bridge toward
independent living:

@ Clients receive full medical anic psychiatric evaluations. In most cases, appro-
priate dosages of psychotropic medications are prescribed.

® Staff initiate referrals for applicable benefits and entitlements.

® Initial and monthly case staffings identify follow-up placements and treatment
strategies based on each probationer’s needs.

Court-ordered terms of probation often dictate offenders’ placement following
their stay at TLC. However, input from interested parties helps locate ideal options.
These options are discussed during regularly-scheduled staffings held the initial
week of admission and every thirty days thereafter. TLC staff counselors report the
results of an Addiction Severity Index, which identifies the client’s medical, psychi-
atric, employment, family/social, legal and drug/alcohol treatment needs. Staffing
participants include the probation officer, counselor, project coordinator, clinical
director, psychiatric nurse, and case managers.

After the treatment plan is outlined, TLC’s in-house case manager establishes
community contacts to achieve placement at the desired treatment setting. The
follow-up setting varies greatly from client fo client. Relatively stable probationers
may be placed at their homes and referred to outpatient services, while those in need
of longer-term residential treatment may enter the most intensive therapeutic envi-
ronments available.

Program Operations

Maricopa County contracts with a local non-profit agency, New Arizona Family,
Inc. (AFD), for TLC'’s daily operations. The facility is staffed by a clinical director,
project coordinator, three full-time counselors, six part-time counselor aides, a case
manager, an independent living skills coordinator, an on-call psychiatrist, an on-call
psychologist, and a psychiatric nurse.

TLC is one of three residential treatment programs administered in Phoenix by
AFI. AFI also operates a drug treatment facility with a twelve- to eighteen-month
program and a six-month program for dually diagnosed SMI clients who are also
battling chemical dependency. These two facilities often serve as placement options
for TLC graduates.

department liaison. The program coordinator must be selective in approving
clients for admission and rejecting those who might jeopardize the facility’s
safety and integrity.

ﬁ TLC Coordinator is provided by MCAPD to screen cases and serve as
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Certain types of offenders are usually ineligible for TLC:
B Offenders with a significant history of violent criminal behavior;

g Offenders with non-SMI mental health problems, such as mental retardation or
developmental disability; and

® Offenders needing extreme medical intervention, court competency evaluations,
or treatment for mental problems resulting from long-term substance abuse.

TLC Successes

In statistical terms, TLC is a resounding success. Last year, 144 clients bene-
fitted from TLC’s unique services, with 63 percent achieving successful community
placement.

More than 70 percent of those admitted to the program were released early from
jail sentences into TLC under a specific court order to enter treatment. Had these
offenders remained in jail to complete their sentences (and thus received no treat-
ment), Maricopa County would have incurred an additional 5,428 total days of incar-
ceration costs. The average daily cost of TLC treatment is about $60 per client,
significantly less than the average daily cost of $75 to incarcerate an inmate in the
Maricopa County jail’s psychiatric unit. From July 1, 1993, through June 30, 1594,
eighty-eight clients were released early through the TLC, for an estimated savings to
the county of $81,420.

probationer’s definition of success is the degree of insight he or she has

gained about the specific complexities of his/her mental illness, its symptoms,
and how these can be treated and controlled. This knowledge leads to self-
understanding and confidence, which can enable SMI probationers to address the
psychiatric obstacles that interfere with their transition to productive, independent
living.

The true test of TLC’s worth, however, is not as easily calculated. Perhaps the

We witness success in the TLC beneficiary who maintains gainful employment;
who remains clean and sober; who avoids further contact with the criminal justice
system; who improves his/her own quality of life; and who contributes to the
community by helping fellow Phoenix residents. This is the true test of success, for
which there is no real measurement.

For additional information, contact Kyle Mickel, Coordinator, Transitional
Living Center, Maricopa County Adult Probation Department, 6655 W. Glendale
Avenue, Glendale, Arizona, 85301; (602) 435-6738. ®
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by Linda Andresen, Forensic Unit Coordinator, Center for Health Care Services,
San Antonio, Texas

=he Center for Health Care Services in San Antonio, Texas, provides a unique
approach to continuity of care for mentally impaired offenders in Bexar

K. County. While also serving the mental health needs of the community at
large, the Center operates a Forensic Unit that offers intensive treatment and support
to offenders with serious mental disorders. The Forensic Unit works with the courts,
jail, probation, and parole to assess the needs of mentally impaired offenders and
link them with services in the community so that offenders can remain in non-institu-
tional placements when appropriate.

Recommendations for individual clients may include services provided by the
Center. For mentally impaired offenders receiving forensic clinical treatment from
the Center, the program provides a combination of cutpatient services and intensive
case management, as well as crisis intervention services.

The Center’s philosophy is to ensure that services delivered to persons with
severe mental disabilities are tailored to individual needs so that these people can
achieve the highest possible level of independent functioning in the community.
Services for each client are constantly re-evaluated to be sure they meet the client’s
changing needs.

The Center’s Service Matrix

The Center’s Forensic Unit provides comprehensive services to improve the
chances that mentally impaired offenders will adjust successfully in the community.

B Assessment and evaluation. Center staff provide screening, evaluation, and -
consultation for the courts, the Bexar County Detention Center, Bexar County
Probation, and the Texas Department of Corrections. Staff may recommend that
offenders be referred to programs provided by corrections agencies such as
probation, by other community organizations, or by the Center itself. The Bexar
County Adult Detention Center provides security badges for forensic case
managers and the forensic psychiatrist so they can easily meet with offenders for
thi= ~urpose.

B Intensive case management. Each offender receiving services from the Center is
assigned a forensic case manager to provide overall coordination of mental
health care, including care provided by the Center. The case manager also
locates low-cost housing as needed and provides linkages to appropriate commu-
nity resources. Other responsibilities include working closely with probation or
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parole officers, the courts, and other criminal justice agencies on issues related
to community supervision. The client ratio is one case manager to twenty clients,
Clients are seen face-to-face five times a week and are in contact by phone the
other two days a week during the first thirty days of case management. After that
period, the treatment team determines an appropriate treatment level.

B Forensic clinical services. At the Center, Forensic Intensive Treamment Services
staff have special skills needed i0 work with offenders with mental impairments.
The staff includes a unit coordinator, a forensic psychiatrist, a registered nurse,
forensic case managers, and a contracted psychologist who assists with research
and outcome analysis. Psychiatry residents from the University of Texas Health
Science Center at San Antonio also see clients regularly. A forensic psychiatrist
and nurse based at the Center’s outpatient clinic provide comprehensive clinical
evaluations of offenders with complex presenting problems, specialized treat-
ment for severe mental impairments and dual diagnosis with substance abuse,
and medication management. Substance abuse treatment may be provided by the
Center’s substance abuse outpatient clinic.

Community referrals and living assistance. Clients are referred to a range of
community services and receive help with their basic needs. Case managers
assist with transportation, leases, disability subsidies, and the acquisition of
household items. Because supportive and drug-free housing is important to
client success, a main goal is to establish more housing choices for severely
mentally impaired offenders. The Center can have difficulty finding placements
for clients who are offenders, despite providing twenty-four-hour crisis
response, and sometimes pays providers an extra amount for the first month to
help get these clients accepted as residents.

®m Crisisintervention. In situations requiring clinical crisis intervention, the Center
can admit offenders into its own crisis resolution residential unit or detox unit.
Beds in these units are immediately accessible to offenders twenty-four hours a
day, seven days a week.

Providing Services to Offender Populations

The Center’s main target populations include detainees in the pretrial investiga-
tion and pre-sentencing stages who are being held at the Bexar County Detention
Center, inmates sentenced to the Texas Department of Corrections but being held at
the detention center, probationers, parolees, and persons found not guilty by reason
of insanity under Texas law.

Jaillprison detainees. A close partnership exists between the Bexar County Deten-
tion Center’s medical/psychiatric department and the Center’s case management
program. A specially trained Center caseworker works as part of the jail’s mental
health team and provides liaison between the detention center and the Center for
Health Care Services. The caseworker screens and evaluates detainees for mental
impairments including mental illness and the dual diagnosis of mental illness and
substance abuse. The Center may provide diagnosis, medications, and treatment
while the offender is at the detention center.




The case manager also works with detention center staff to develop a discharge
plan for continuity of care after release, providing initial linkages to mental health
service providers in the community. Approximately eighty jail detainees per year
who are severely mentally impaired are referred to the Center for treatment on
release from jail/prison. Those with mental disorders who do not meet the criteria for
severe mental illness or who have special needs, such as sex offender treatment, are
referred to other community resources.

Center staff also work with state inmates being held at the jail. Through its
regular screening and service recommendation process, the Center is able to pull
some of these offenders out of their intended institutional placements to receive
community-based services coordinated by the Center. ‘

Probationers. Staff conduct screenings for an estimated 1,000 mentally impaired
potential probationers annually and submit recommendations to the sentencing court,
Community management recommendations for offenders who are not severely
mentally ill may include the use of probation department resources, such as elec-
tronic monitoring and Antabuse maintenance, rather than care provided by the
Center. The Center’s crisis intervention services are available to these probationers if
needed.

Of the individuals who are screened for service needs on probation, approxi-
mately sixty per year will go on to receive clinical treatment and/or intensive case
management services from the Center. Center caseworkers also provide consultation
to probation officers on how to manage individuals and assist the probation depart-
ment with offenders who are particularly difficult to manage.

Offenders found not guilty by reason of insanity. Center staff provide screening and
evaluation for Bexar County’s criminal law magistrate, who hears all cases
involving competency and insanity. Eligible offenders judged not guilty by reason of
insznity are placed on court-ordered outpatient commitments and released to the
custody of the Center, which provides them with all regular services while they are
in the community. Approximately twenty such cases are managed per year. Any
failure to comply with treatment is immediately reported to the court, which may
require the client to be incarcerated or hospitalized.

Parolees. A law passed by the Texas legislature in September 1994 requires the state
prison system to notify local service providers before releasing mentally impaired
individuals on parole. In Bexar County, the Center for Health Care Services is the
designated site to receive this notification. This enables the Center to perform evalua-
tions and recommend service plans for offenders before they are released.
Previously, parolees were referred to the Center, but their contact was much less reli-
able, Offenders often did not receive needed services and were more likely to re-
offend and be retumed to prison.

Offenders at risk for probation or parole revocation. Center staff play a role in the
revocation process by conducting assessments and making recommendations to the
court or hearing officer. In most cases, the Center is successful in recommending
continued community placement along with treatment services. However, limited
availability of some services in the San Antonio area can lead to a recommendation




that offenders be incarcerated in order to receive needed treatment. For example,
since only thirty- to ninety-day substance abuse treatment placements are available
locally, mentally impaired offenders who need long-term substance abuse treatment
in order to become stabilized must be sent to the state corrections system. Sex
offenders are another population for whom adequate treatment is not presently avail-
able in the community.

Interagency Collaboration

Liaison between the Center and criminal justice agencies is integral to the
Center's role. Center staff work out of the Bexar County Detention Center and Adult
Probation offices, and staff of these agencies have offices on-site at the Center, For
their work with parolees, staff maintain connections with the Texas Department of
Corrections Institutional Division. The Center works with the maximum security
unit at the Vernon State Hospital in matters relating to offenders not guilty by reason
of insanity, and it maintains ties with the Texas Council on Offenders with Mental
Impairments. This collaborative approach ensures that mentally impaired offenders
receive the supervision and care they need to function independently.

In addition, cross-training contributes significantly to the effectiveness of the
program and further exemplifies its interagency approach. Forensic Unit staff attend
training provided by the state’s parole academy, and the Center trains probation,
parole, and jail staff on issues in mental illness and disability.

staff of twelve. Funding is provided by the Texas Council on Offenders with

Mental Impairments, the Texas Department of Mental Health and Mental
Retardation, the Texas Criminal Justice Assistance Division, and through Medicaid
and other third-party reimbursements.

S ince its inception in 1986 with one staff member, the program has grown to a

For additional information, contact Linda Andresen, Forensic Unit Coordinator,
Center for Health Care Services, 1407 N. Main St., San Antonio, Texas, 78212;
phone (210) 299-1071. &

Hints on Developing a Continuity of Service System for Offenders with
Mental lliness and Mental Retardation

= Involve the highest level officials from each participating agency.

@ Involve all agencies and consuiners in the service area in the strategic planning process.

® Establish a liaison system between the mental health system and all facilities/agencies
involved.

® Cross-train staff of all organizations.
Establish an information exchange among all agencies.
& Establish collaborative, on-going communication on a daily basis among agency staff,

# Establish a mechanism whereby the highest level officials and key staff of all organizations
meet at intervals to work through implementation strategies. @
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The national toll-free
number for the Social
Security Administration is

(800) 772-1213.
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“MENTALLY ILL OFFENDERS IN THE COMMUNITY -

‘Accessing Federal Disability Resources * - - -

by Kyle A. Matting, M.S., Mental Health Therapist/Case Manager, Adams
Community Mental Health Center, Commerce City, Colorado

mentally ill may be eligible for disability benefits provided through the Social

Security Administration (SSA). Two types of disability benefits are available: a
monthly cash benefit for obtaining food and housing, and disability insurance that covers
psychiatric evaluation, medications, and mental health therapy. These supports help a
disabled individual start a course of recovery, and they are key to accessing mental
health and other rehabilitation resources in the community.

People who are unable to work or engage in gainful activity because they are

The application process is initiated with a phone call to a local or national SSA
office. Information will be requested, including the person’s name, Social Security
number, date of birth, diagnosis, and an address to which the follow-up formal applica-
tion should be sent. Because the time between application and final review can be
lengthy, it is important to start the process early and to provide complete and accurate
information. It may be advisable to assign a r<*ponsible person as the disabled
applicant’s representative payee—a probation department, community corrections
facility, mental health center, or a family member. The payee agrees to manage the
disability income and ensure that the funds are used as intended.

Publication no. SSA 64-039, “Disability Evaluation Under Social Security,” defines
the criteria for disabling mental disorders. The law defines a disability as “the inability to
engage in any substantial gainful activity by reason of any medically determinable phys-
ical or mental impairment which can be expected to last for a continuous period of not
less than twelve months.” Based on this definition, the Social Security Administration
evaluates an application based on the following specific criteria:

B Clinical signs and symptoms of mental disorder. Clinical signs are “medically
demonstrable phenomena which reflect specific abnormalities of behavior, affect,
thought, memory, orientation, or contact with reality.” They may include auditory hallu-
cinations or other perception disturbances, delusions or other thought disturbances, and
depression or other significant mood disturbances.

B Adescription of the individual’s functional impairment that is a direct result of the
mental disorder. A functional impairment may be a neglect of personal care or an
inability to perform activities of daily living.

® Evidence of the person’s inability to function outside of a structured setting or
evidence of repeated deterioration or exacerbation of symptoms under stress. Exam-
ples could include the inability to find housing, employment or food.

The application must document the ways in which the disabled person meets each
criterion. His or her status in the correctional system is also important in determining
eligibility: an offender currently in prison serving a sentence for a felony is ineligible
until he/she is on parole, In most cases, a person engaged in a work release program is
also ineligible for disability benefits.
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*NIC COMMUNITY CORRECTIONS DIVISION UPDATE .~ -

R

by Eduardo Barajas, Jr., Correctional Program Specialist, NIC Community
Corrections Division, Washington, D.C.

he NIC Community Corrections Division has taken initial steps in promoting
I the establishment of linkages among probation and parole agencies, the
police, and the community.

A new paradigm of criminal justice is emerging. Spearheaded by community or
“problem-oriented” policing, criminal justice is initiating new approaches that
conceive of the community as both the ultimate customer and a business partner.
Elements of this trend can be seen in the community justice and restorative justice
movements and in such practical applications as “beat” or neighborhood probation.

By hosting two meetings, the Community Corrections Division has begun to
help frame the conceptual and practical implications of this movement and to estab-
lish a dialogue between police and probation/parole agencies.

Community response to crime. The first of these meetings was held on Qctober 20,
1994, At this meeting, community corrections practitioners and criminal justice
researchers came together to plan a spring 1995 conference on violent offenders.
The planning meeting was co-convened by the Communitarian Network, a group
founded by professor Amitai Etzioni of George Washington University. The group’s
purpose is to build or strengthen communities and community institutions, restore
the “moral voice” to those institutions, and establish a balance between individual
rights and individual responsibilities.

One product of the meeting was the formulation of four guiding principles for
community corrections as it works in parmership with communities to address crime
and violence. These principles emphasize that community corrections must:

® Provide value. The value of community corrections must be in contributing to
safe, secure, and just communities.

B Be responsive to community demands. Community corrections must work
collaboratively so that capabilities available in the community are used.

®  Enhance the capacity of the community to be responsive. Crime control should
not exact such a high price that it reduces the community’s ability to respond
responsibly to crime and violence.

B Hold the community responsible for its work as co-producers of justice.
Community corrections must urge the larger community to provide the neces-
sary resources to respond responsibly to crime and violence.
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The context of the 1995 meeting on violent offenders will be framed within this
general structure, and participants will focus on formulating coordinated responses
to tiie harm inflicted by violent offenders. Participants also will discuss effective
treatment interventions based on the principles of limited risk management.

Linking police with probation and parole. On November 2, 1994, the Community
Corrections Division co-sponsored a meeting among chiefs of police and probation
and parole executives. The purpose of the meeting was to establish a dialogue and
better cooperation and collaboration between law enforcement and community
corrections. This meeting was cosponsored by the Police Foundation, an organiza-
tion that conducts research on police practices and provides technical assistance to
police agencies. '

Those aitending the meeting agreed that the timing was right for police and
community corrections to work together toward the common goal of creating safer
communities. This meeting was the first step in establishing a working relationship
between NIC and the Police Foundation to carry this effort forward.

Symposium on Female Offender Issues

NIC and the Community Corrections Division have received a growing number
of requests for assistance on issues related to female offenders. As a result, the
Community Corrections Division is working with the National Association of
Women Judges to study the possibility of holding a national symposium on female
offenders. The project is in the very early stages of conception at this time. NIC will
keep agencies informed as things develop. &
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COMMENDED READING
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Abstracts of Currently Utilized Substance
Abuse Assessmens Instruments.

National Institute of Corrections Academy
(Longmont, CO), 1993, 10 p.

This document briefly describes ten
substance abuse assessment instrumerits in
use throughout the United States. Each
abstract describes the instrument's purpose,
target population, validity and reliability
data, administration/scoring, training
requirements, source, and cost.

A Comprehensive Review of
State-By-State Probation and Parole Drug
Testing Case Law.

Council of State Governments (Lexington,
KY); American Probation and r'arole Assn.
(Washington, DC), 1992. Sponsored by
U.S. Burzau of Justice Assistance (Wash-
ington, DC). 27 p.

This document provides an overview of the
available drug testing case laws among the
states as they relate to urinalysis, fourth
and fifteenth amendment issues, and legal
challenges. Issues covered include: testing
as a condition of probation and parole;
confidentiality; right against reasonable
search and seizure; right to due process;
and admissibility of test results.

Correctional Technology: A User’s Guide.

Kichen, Carol Cole; Murphy, James;
Levinson, Robert B. American Correc-
tional Association (Laurel, MD); National
Institute of Corrections (Washington, DC),
1993.278 p.

Meant to provide corrections administra-
tors with a nonbiased, objective source for
evaluating different correctional technolo-
gies, this guide is divided into seven chap-
ters: 1) Perimeter Security Systems; 2)
Locks and Locking Systems; 3) Internal

Detection Systems; 4) Monitoring and
Surveillance Systems; 5) Fire Safety
Systems; 6) Communication Systems; and
7) Management Information Systems, Each
chapter includes an abstract, table of
contents, executive summary, and sections
containing sample characteristics, survey
findings, conclusions and issues, and ques-
tionnaire data,

Development of Hawaii Paroling
Authority Case Management
Classification System.

Hawaii Paroling Authority (Honolulu, HI);
Hawaii Dept. of Public Safety (Honolulu,
HI), 1993. Sponsored by National Institute
of Corrections (Washington, DC), 97 p.
The Hawaii Paroling Authority re-struc-
tured the way cases are managed by
implementing an offender classification
and workload management system based
on a model developed by the National Insti-
tute of Corrections. This packet represents
the summary documents and working
papers of the Authority.

Mentally Retarded and Mentally 1l
Criminal Offenders: Effectiveness of
Community Intervention Programs.
Eisenberg, Michael. Criminal Justice
Policy Council (Austin, TX), 1993. 4 p.
This report discusses two pilot projects
developed by the Texas Council on
Offenders with Mental Impairments and
reports on preliminary outcome evaluations
of their impact on the recidivism rates of
mentally ill and mentally retarded
offenders. Preliminary program evaluations
show significant reductions in recidivism
rates for project participants,

Materials listed are among those cataloged into the NIC Information Center
collection between September 1993 and January 1994. Single copies of these titles
may be requested from the NIC Information Center by calling (800) 877-1461.
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Multisite Evaluation of Shock
Incarceration.

MacKenzie, Do:is Layton; Souryal, Claire.
University of Maryland. Dept. of Criminal
Justice and Criminology (College Park,
MD); National Institute of Justice (Wash-
ington, DC), 1994, Sponsored by National
Institute of Justice (Washington, DC). 45 p.
This study examines eight boot camp
prison programs. The examination focuses
on: the development and implementation
of the programs; the attitude changes of
offenders during the in-prison phas of the
program,; the impact of the progranis on
recidivism; the impact of the programs on
the positive activities of graduates during
community supervision; and the effect of
the program on prison crowding,

New Approaches to Staff Safety.
Thomton, Robert L.; Shireman, John H.
Personal Development Consultants, Inc.
{Tacoma, W A); National Institute of
Corrections (Washington, DC), 1993. 73 p.
This document is designed to assist commu-
nity corrections agencies and trainers in
evaluating their training needs relating to
staff safety, The monograph specifies
specific safety training needs areas, legal
issues in safety training, research on the
most effective training techniques, and
resources in the respective safety training
areas. Topics covered include: use of
force, crisis prevention, firearms training,
canine use, transporting offenders, self-
defense training, handcuffing, contraband
management, and electronic monitoring,

Pro-Active Press: Developing and
Implementing a Media Strategy for
Probation Image Enhancing,
Constituency Building and Damage
Control.

Migliore, Gerry. New York (N.Y.). Dept.
of Probation (New York, NY); Massachu-
setts Trial Court. Office of Commissioner
of Probation (Boston, MA), 1993, Spon-
sored by National Institute of Corrections
(Washington, DC). 155 p.

Migliore advocates using the media to
educate the public and market the mission
of community corrections. His pro-active
press policy is divided into 177 statements
categorized under numerous major head-
ings and sub-headings. They include: the

mission statement, define your constituen-
cies, the probation story, probation’s
commitment to the community, projecting
the image of leadership, letters to the
editor, public safety: the primary concem
of John Q. Public, meeting with editorial
boards, insuring media participation,
holding a press conference, working with
reporters, rights of probationers, damage
control, and managing crisis situations. The
exhibit section provides examples of news-
paper articles that tell the probation story,

Responding to Probation and Parole
Violations.

Parent, Dale G. Abt Associates
(Cambridge, MA); National Institute of
Justice (Washington, DC), 1994, 50 p.
This report examines recent trends in viola-
tions of conditions of community supervi-
sion as reported by probation and parole
practitioners. It also discusses the policies
being developed by different jurisdictions
in response to problems associated with
these trends. Areas discussed include:
conditions of supervision; administrative
review of revocations; enhances casework
responsibilities; revocation guidelines;
information gathering; privatization of
absconder-apprehension services; limited
sanctions; and policy issues.

A State-By-State Sampling of State
Legislation on the Use of Intermediate
Sanctions by Probation and Parole,
Council of State Governments (Lexington,
KY); American Probation and Parole Asso-
ciation (Lexington, KY), 1992, Sponsored
by U.S. Bureau of Justice Assistance
(Washington, DC). 61 p.

This report summarizes ine results of a
survey of state legislators and legislative
staff concerning legislation on intermediate
sanctions as incorporated by probation and
parole. This compilation by sanction
provides a sampling of each states legisla-
tion on community-based sanctions,
sentencing alternatives, intermediate sanc-
tions, and alternatives to incarceration. For
further information, the Appendix contains
the name, address, and telephone number
of each contact pesson, providing that
states information. &
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Policy. The Department of Correction shall identify,
monitor and control security risk groups and their members.

Authority and Reference._

A. Connecticut General Statutes, Section 18-81.

B. Administrative Directives 6.10, Inmate Property; 9.2,
Inmate Classification; 9.4, Restrictive Housing; 9.5,
Code of Penal Discipline; and 10.7 Inmate
Communications.

Definition. For the purposes stated herein, the following
definitions apply:

A. Close Custody Unit. An inmsate housing area located at
designated facilities wherein Security Risk Group
Safety Threat Members are placed.

B. Reviewer. A person assigned by the Unit Administratorxr
to assess all information relating to alleged security
risk activity.

C. Security Risk Group. A specifically designated group
of inmates possessing common characteristics which
serve to distiayu.:h them from other inmates or groups
of inmates and wiiich as a discrete entity poses a
threat to the safety of staff, the facility, cther
inmates or the community.

D. Security Risk Group Member. An inmate specifically
determined to be a member of a security risk group in
accordance with this directive.

E. Security Risk Group Safety Threat Member. A member of
a security risk group and whose behavior or status has
been determined in accordance with this directive to be
a threat to the safety of staff, the facility, inmates
or the community or the order of the department.

Security Risk Group Identification. The Unit Administrator
shall report any incidemnt, activity or information which
suggests the existence of a Security Risk Group to the
Director of Security. The Director of Security shall assess
the activities of inmates who may constitute a Security Risk
Group. The Director of Security shall control the
collection, maintenance and dissemination of information
regarding Security Risk Groups.

PROPERTY OF
NIC INFORMATION CENTER
v
/o RECEIVED aU6 1 7 1934

011789 -
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A. Recommendation Factors. The Director of Security shall

consider the following factors when recommending
designation of a Security Risk Group. These factors
include, but are nct limited to: (1) history and
purpose of the group; (2) organizatiomal structure of
the group; (3) propensity for violence by the group:;
(4) specific violent acts or intended acts of violence
that can be reasonably attributed to the group as an
entity; (5) specific illegal or prohibited acts, to
include the intention or conspiracy to commit such
acts, that can be associated with the group as an
entity; (6) demographics of the group to include group
size, location, patterns of expansion or decline of
group membership; and (7) the degree of threat to
facility security.

B. Degignation. The Director of Security shall evaluate
all information suggesting the existence of a Security
Rigk Group. When sufficient information suggests the
existence of a Security Risk Group, the Director of
Security shall preseant the findings and supporting
documentation to the Commissioner. The Commigsiocner
shall be the approving authority to designate a
Security Risk Group in accordance with the factors set
forth in Section 4(A) above.

Group Monitoring. The Unit Administrator shall ensure the
ongoing monitoring and repeorting of Security Risk Group
activities to the Director of Security. Such monitoring and
reporting shall include organizatiopnal structure, chain of
command, bylaws, creed, names and titles of individual
inmates connected with Security Risk Groups as and

identifying colors, tattoos or other common identification. ..

Monitoring shall include information on the relationships of
Security Risk Group members both within the unit and the
Department as well as reports on all factors listed in
Section 4(A) above.

Degignation of a_ Security Risk Group Member. Upon

reasonable belief that an inmste is a member of a Security
Risk Group, the inmate shall be so notified and allowed to
present any objection(s).. If the Unit Administrator, in
consultation with the Director of Security, determines the
inmate is a member of a Security Risk Group, the Unit
Administrator .shall designate the inmate as a Security Risk
Group member and notify the inmate in writing. The Unit
Administrator shall notify the Director of Security by
completing and forwarding the Inmate Security Risk Group
Membership Form, CN 61401, along with all documentation

é
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indicating security risk group membership. A photocopy of
the inmate’s picture and visiting list shall be attached.
The Director of Security shall eansure the designation is
noted on the RT46 and RT50 computer screens.

Hanagement. An inmate designated as a Security Risk Group
member shall be managed as follows~ .

A. Claggification. The inmate shall be classified Level 3
or higher in accordance with Administrative Directive
9.2, Inmate Classification.

B. Work or Program Aggignments. An inmate assigned to a
worksite or program must be in a specific location
under ongoing supervision. Assignments to a
maintenance crew, industries job, seven day job or an
assignment outside the secure perimeter shall be
prohkibited.

cC. Extended Family Visiting. Extended family visiting
shall be prohibited .

D. Qutstanding Meritorious Good Time (OMGT). OMGT awards
shall not be granted;

E. Good Time Restoration. Restoration of forfeited good
time shall not be permitted in accordance with
Administrative Directive 9.5, Code of Penal Discipline.

Appeal. An inmate designated as a Security Risk Group
member may appeal the designation in writing to the
Commissioner (or designee).

Degignation of Inmate as a Security Risk Group Safety Threat
Member. When it is reasonably determined that the behavior,
or status as a recognized leader, of a Security Risk Group
member is a threat to the safety of staff, the facility,
other inmates, the community or the order of the Department,
the Unit Administrator or higher authority shall initiate a
review. Any inmate housed in a Level 3 facility or below
shall be transferred to a Level 4 or 5 facility and/cr shall
be placed on Administrative Detention in accordance with
Administrative Directive 9.4, Restrictive Housing, upon
initiation of the review. If the inmate is determined not
to be a Security Risk Group Safety Threat Member, the inmate
shall be returned to a facility of the inmate’s original
level unless reclassified under Administrative Directive
9.2, Inmmate Classification. The Reviewer shall complete
Sections 1 and 2 of the Immate Security Risk Group Safety
Threat Determination Form, CN 61402. Upon completion of the
review a hearing shall be conducted as follows:
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A. Notification. The inmate shall receive a copy of the
Security Risk Group Safety Threat Member Hearing
Notification Form, CN 61403, and Sectiong 1 and 2 of .
Form, CN 61402, notifying the inmate of the hearing and
the reason(s) for possible designation as a security
risk group safety threat member. The writtemn
notification shall be delivered to the inmate at least
48 hours prior to the scheduled hearing. The Unit
Administrator shall ensure that the Hearing Officer and
advocate, if applicable, is notified of the scheduled
hearing and is provided with Sections 1 and 2 of form
CN 61402, and supporting documentation, except as
provided in Section S(D) below, at leagt 48 hours prior
to the hearing. Specific information which could
reasonably jeopardize the identity of informants shall
not be given to nor shared with the inmate or Advocate.

B. Representation. The Reviewer shall determine if the
accused inmate desires an Advocate and shall inform the
inmate of the choices. The choices shall be any of the
Advocate(s) scheduled to be on duty at the time of the
hearing. The Reviewer shall indicate the inmate’s
decision on form CN 61402 and, if an Advocate is
selected, shall promptly notify the Advocate. The
Advocate shall meet with the inmate at least 24 hours
prior to the hearing, conduct a thorough review
independently of the Reviewer, assist the inmate in
preparing a defense, and assist in making &
presentation at the hearing. Each Unit Administrator
shall appoint advocates in accordance with
Administrative Directive 2.5. The names of the
Advocates shall be made known to all staff and inmates
through appropriate notice. If the inmate elects to be
represented by an Advocate, an Advocate shall be
present at the hearing. If an Advocate assigned to a
given case becomes ill or otherwise is unable to be
prasent for the hearing, a substitute Advocate shall be
appointed by the Bearing Officer. In such a case, the
inmate may chocose to proceed with the present hearing
or continue the hearing to a later designated time so
that the substitute Advocate can become familiar with
the case.

c. Witnegsses. An accused inmate shall have an opportunity
to present witness testimony at a hearing. Witness
testimony must be relevant, freely given and not
redundant. To appear at a hearing, an individual must
be present at the unit and pose no threat to an orderly
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hearing or to personal safety. If an otherwise
qualified witness is unable to appear, writtem
testimony may be submitted.

1. Identification. The Reviewer shall ascertain
whether the inmate wants to call witnesses. If
so, the Reviewer shall record the names on Form,
CN 61402. The inmate’s failure to identify .
witnesses to the Reviewer shall make any
subsequent request for a witness subject to the
Hearing Officer’s discretion.

2. Tegtimony. The Reviewer shall interview
prospective witnesses; list the witnesses and the
nature of the testimony on Foxrm, CiN 61402; and
schedule the admissible witnesses for the hearing.
No inmate witness shall be compelled to testify.

3. Staff Witness. A staff member, called upon for
testimony, may submit such testimeny in writing or
in person at the discretion of the Hearing
Officer. No shaff member shall be compelled to
testify in person.

Hearing. Following notification to the inmate, a
hearing shall be conducted by a Department Hearing
Officer within five (5) business days. The inmate
shall normally be allowed to be present during the
hearing, present testimony/evidence and call witnesses.
Information which is material to the purpose of the
hearing may be exempted from disclosure if it places
the informant in jeopardy. If the Reviewer believes
that documentary or testimonial information should be
exempted from disclosure, the Reviewer shall present
the information and an assessment of its credibility to
the Hearing Officer outside the presence of the inmate
and the inmate’s Advocate. The Hearinyg Officer shall
decide if the information should be exempt f£rom
disclosure and, if so, shall inform the inmate that
there is exempted information. If the inmate ig found
to be a Security Risk Group Safety Threat Member, the
Hearing Officer shall state, in writing, a summary of
the information, an assessment of its reliability and
why it was exempted. This sgstatement shall be
maintained in a file which is not accessible to any
inmate. If the Hearing Officer determines information
is not confidential, the Hearing Officer may proceed
with the hearing or may coantinue the hearing to permit
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the inmate time to prepare a defense. The inmate
and/or witnesses may be denied access to the hearing
when a threat to facility safety, security, or oxrder
exists.

E. Unit Administrator Review Procedureg. The Hearing

 Officer shall complete Section 3 of Form, CN 61402, and
forward it to the Unit Administrator for review within-
three (3) business days of the hearing. The Unit
Administrator shall review all materials and make a
recommendation within three (3) business days by
completing Section 4 of Form, CN 61402. All supporting
documentation shall be attached to the Unit
Administrator’s recommendation. The recommendation
shall be forwarded to the Director of Security who
shall review and develcp the materials for presentation
to the Commissioner.

F. Decigsion. Only the Commissioner may designate an
inmate as a Security Risk Group Safety Threat Member.
Such designation shall be based upon the perscnal
discretion of the Commissioner, sound correctionsl
practice, the Commissioner’s training and experience,
and a review of all available materials.

G. Notification of the Commissioner’s Actiom. The inmate 0
shall be notified of a Security Risk Group Safety
Threat Member designation in writing within 10 business
days by receiving a completed copy of Form, CN 61402.
The notification shall inform the inmatz of the right
to request a reconsideration by the Ccamissioner. The
Offender Classification Administrator shall be notified
when an inmate has been designated as a Security Risk
Group Safety Threat Member and shall arrange transfer
to a Level 4 Close Custody Unit.

10. Automatic Degignation as a Sequrity Risk Group Safety Threat
Member. An inmate who has been verified as a Security Risk

Group member in accordance with Section 6 of this Directive
and is found guilty of any of the following disciplinary
offengses in accoxdance with Administrative Directive 9.5,
Code of Penal Discipline shall be automatically designated
as a Security Risk Group Safety Threat Member and be
clagsgsified -Level -4 in accordance with Administrative
Directive 9.2, Inmate Classification and placed in a Close
Custody Unit:

A, Level 2 Assault cn Staff;
B. Creating a Disturbance; . N
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11.

12.

13.

c. Agsault;
D. Fighting;
E. Contraband A (Possessing a Dangercus Instrument).

Thé provisions set forth in Secticn 9 above shall be waived
when an inmate who is a Security Risk Group Member is found
guilty of one of the above offenses.

Placement of an inmate in a Close Custody Unit shall not
preclude placement in Administrative Segregation in
accordance with Administrative Directives 9.2, Inmate
Classification, and 9.4, Restrictive Housing.

Inmate Records. An inmate’s designation as a Security Risk
Group member or as a Security Risk Group Safety Threat
Member shall be recorded in the inmate’s Kaster file and
identified on the RT46 and RT50 computer screens.

Readmitted Inmate. An inmate discharged from the Department
while designated as a Security Risk Group Safety” Threat
Member shall be readmitted in the same status. The inmate’s
status shall be reviewed within 90 days of readmission. The
Unit Administrator shall notify the Director of Security and
the Offender Classification Administrator of any Security
Risk Group Safety Threat Member’s readmission. The Director
of Security shall review the case, and make a recommendation
to the Comrissioner to determine whether the inmate should
remain in such status.

Management Of a Security Risk Group Safety Threat Member.
An inmate designated as a Security Risk Group Safety Threat
Member shall be managed as follows:

A, Housing. Placed in a Level 4 Close Custody Unit;
B. Movement.

1. Out of cell or secured area within housing unit -
not more than eight inmates including
janitors/tierman allowed out of cell at one time.

2. Qut of cell or secured area when on restraint
status. - restraints shall not be .authorized unless
for movement to Restrictive Housing. _

3. Out of unit other than to adjacent recreation area
- inmate shall be escorted, at a minimum, by one
(1) staff member for every three (3) inmates.
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Searcheg. Cell and living area searches shall be
conducted at least once every seven (7) days.

In Cell Observation. Direct cbservation by a
Correctional Officer shall not be less frequently than
every 30 minutes. Living breathing flesh shall be
observed.

In Cell Restraint Status. In cell restraints shall not
be allowed. -
Mail. All mail shall be handled in accordance with
Administrative Directives 6.10, Inmate Property and
10.7, Inmate Communications. No more than five (5)
letters may be retained per inmate in the cell.
Telephone. All inmate telephone calls shall be in.
accordance with Administrative Directive 10.7, Inmate
Communication. A maximum of three (3) 15 minute
telephone calls per week may be allowed, exclusive of
privileged communication. All calls must be approved
by a supervisor. Phone calls shall be recorded and may
be listened to directly. Upon written. request, an
authorized call to a privileged correspondent shall be
arranged to preclude recording or listening.

Inmate Property. Shall be in accordance with
Administrative Directive 6.10, Inmate Property, and as ‘!’
follows:

1. A television shall be allowed as long as the
inmate remains free of any Class A and/oxr B
misconducts which shall result in loss of T.V. for
30 days. In cells that are doubled, both inmates
must remain misconduct free.

2. A radio with headset may be allowed.

3. Commissary shall be the same as for the General
Population.

Inmate Accounts. The Unit Administrator shall monitor

the inmate’s account activity.

Claggification. Classification shall be in accordance

with Administrative Directive 9.2, Inmate

Claszification.

Work Agsignments. Work assignments shall be limited to
cleaning and. food service jobs withir the Unit.

Program Asgignments. Program opportunities shall be
provided in-cell/unit or separate from the general
population in a secure area. The Unit Administrator

shall submit a program plan to the Deputy Commissioner

of Operations for approval.

Recreation. Recreation shall be authorized to include ‘
one (1) hour per day, five (5) days a week in a Q
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14.

15.

controlled area.

N. Showers. Three (3) showers with a 15 minute limit
shall be allowed weekly.

0. Food Service. Regular meals shall be provided but must
be provided within the cell or unit. ‘

P. Vigitgs. Two (2) non-contact vigits per week shall
normally be allowed. No extended family visits shall be .
allowed.” Legal visits will be allowed as needed and
approved by the Unit Administrator (or designee).

Q. Sentence Credits. Statutory Good Time credits shall
not be authorized. Outstanding Meritoricus Good Time
award shall not be granted.

R. Good Time Restoration. Restoration of forfeited good
time shall not be permitted in accordance with
Administrative Directive 9.5, Code of Penal Discipline.

Change in Security Rigk Group Safety Threat Member
Designation. The Director of Security shall review any
inmate’s designation as a Security Risk Group Safety Threat
Member as new information requires, or at léast every six
(6) months, to determine whether the inmate should remain in
this status. Any recommended change in the inmate’s status
shall be forwarded to the Director of Security and submitted
to the Commissioner for action utilizing Form, CN 61402.

The Director of Security shall notify the Offender
Classification Administrator, the appropriate Unit
Administrator and the inmate of any changes in the inmate’s
designated status.

An inmate may request reconsideration, in writing to the
Commissioner, whenever circumstances have changed enough to
merit review.

Security Risk Group Renunciation. An inmate identified as a
member of a Security Risk Group but who is not a Threat
mamber, may submit a letter to the Unit Administrator to
request removal from such designation. The Unit
Administrator (or desigmee) shall interview the inmate to
determine the validity of the regquest and have the inmate
sign the Security Risk Group Renunciation form, CN 61404.
When the .Unit Administrator, in.comsultation with the
Director of Security, reasonably determines the inmate hag
discontinued unauthorized associations and activities, the
Unit Administrator may approve a change in designiation and
forward a written copy of the decision, along with any
related information to the Director of Security. The
designation shall be removed by the Security Division on the
RT46 and RT50 screens upon approval from the Director of
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16.

17.

i8.

19.

Security. The inmate’s Security Risk Group file shall be
kept in an inactive f£ile in the Security Division for future
reference.

Re-Degignation. An inmate re-degsignated as a Security Risk
Group Member in accordance with this Directive, after having
been allowed to renounce membership, shall not be allowed to
renounce again without authorization of the Commissioner.
The Director of Security shall reactivate the file wh:ch
shall be maintained on the RT46 and RT50 screens.

Movement. The Offender Classification Administrator shall
notify the Director of Security and the receiving Unit
Administrator prior to the movement of any known Security
Risk Group Safety Threat Member.

Digcharge of a Security Risk Group Safety Threat Membex.
The Unit Administrator (or designee) of the discharging

facility, shall notify the Director of Security when a
Security Risk Group Safety Threat Member is scheduled for
discharge to the community. The Director of Security shall
notify the appropriate local law enforcement and State
Police, providing a profile of the released inmate.

Exceptions. Any exception to the procedures in this
Administrative Directive shall require prior writtem
approval from the Commissioner.




i N : ' | CN 61401
b \ . . . 4-10-92
[ wmwe ' Inmate Security Risk Group Membership

\ photograph | i i
‘p\_‘-’/p,’ Connecticut Department of Correction

. Inmate name | Inmate number

Alias(es) . | Date of birth

Security risk group affiliation

" Facility

MEMBERSHiP DETERMINATION
(check all applicable items and attach all supporting documentation)

Self admission
Identified security risk group tattoo
Possession of security risk group paraphernalia (e.g., clothing, colors, literature)

Information from outside law enforcement agency

Information from internal investigation
Information from confidential informant
Inmate correspondence or outside contacts
Security ri;k group picture

Other

‘3ased on the attached mformatlon | have determined the above-named inmate to be a member of a
security risk group.

Unit Administrator signature ‘ Date




Inmate Security Risk Group

Safety Threat Determination, Page 1

Connecticut Department of Correction

CN 61402
4-10-92 ¥

. Inmate name

| Inmate number

. Alias(es)

| Date of birth

Security risk group affiliation

~ Fagility

SECTION 1: SAFETY THREAT ACTIVITIES
(attach all supporting documentation)

Current group involvement/activities:

Past involvement:

Specific status, behaviors or actions that demonstrate that the inmate is a threat to departmental

safety and security:

SECTION 2: INMATE WITNESS REQUEST

Name

Nature of testimony

Name

Nature of testimony

Name

Natur= of tesumony

Inmate declined to present witnesses __ Yes No

Advocate chcice: (1)
(2)
(3)

__ Declined advocate

Reviewer sicrature

Date




CN 81102

inmate Security Risk Group - 41092
Safety Threat Determination, Page 2

Connecticut Department of Correction

SECTION 3: HEARING SUMMARY

inmate name . Inmate number

— P

Date \ Time L iam. ¢ opam.

pR—

Hearing Officer

" Advocate not requested

—

———

-+ Advocate requested .| Advocate not requested, but assigned

' Advocate name ' Title

Witness testimony:

Assessment of current group involvement/activities:

%

Assessment of past group involvement/activities:

Assessment of potential continued/future group involvement:

Conclusions/recommendations:

Hearing Officer sigr{ature - Date

SECTION 4: UNIT ADMINISTRATOR REVIEW

Conclusions/recommendations:

Unit Administrator signature Date




j«% " Inmate Security Risk Group
’;ig; Safety Threat Determination, Page 3

W - Connecticut Department of Correction

CN 6.402
4-10-02

SECTION 5: DIRECTOR OF SECURITY REVIEW

’ i
+ Inmate name - | Inmate number

" Conclusions/recommendations:

Director of Security signature ' \ Date

|
SECTION 6: COMMISSIONER DESIGNATION

: Designated as a security risk group safety threat member

: Not designated as a security risk group safety threat member

Comments:

Commissioner signature ~ Date

Notice: A reauest for reconsideration may be made by the inmate directly to the Commissioner.

Distripution: Director of Security (original and all attachments)
Deputy Commissioner for Institutional Servxces (form only)
Unit Administrator (form only)
Director of Classification (form only)
Inmate (form only)
inmate master file (form only)




A @ | Security Risk Group Safety o2
‘*““i%% Threat Member Hearing Notification
‘%{fﬂj Connecticut Department of Correction

* |nmate name ) i Inmate number

Hearing date 3 * Hearing time [ am. ' pm

Hearing location

Hearing purpose: Pursuant to Administrative Directive 6.14, Security Risk Groups, the hearing will

". address whether the inmate should or should not be designated as a Secunty Risk Group Safety -

Threat Member.

Summary of reasons:

elmate signature

Unit administrator signature Date

Delivering staif signature Time —_am.__pm. Date
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Security Risk Group Renunciation Onotios 4
Connecticut Department of Correction

(print inmate name)

renounce my affiliation with the

(print name of security risk group)

This is my first positive step toward reintegration into the general inmate population.

| realize that my status is directly controlled by the recommendations of the unit
administrator to the director of security.

in making this renunciation, | am obligated to remain unaffiliated with the

(print name of security risk group)

? or any other security risk group.

‘ Iflam gbserved participating or associating with members of any security risk group or .
~ potential security risk group, | understand that | will immediately revert to my former
security risk group member status for the remainder of my incarceration.

! Inmate signature " . . . ’ Date

! Inmate number

" Witness signature ’ Date

Unit Administrator
Inmate file

: Distribution: Director of Security é
inmate SRG file l!

|

|
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EXECUTIVE SUMMARY

In 1990, the 1Indiana Department of Corrections (IDOC)
implemented an objective prison classification system which has
greatly enhanced its overall prison operations. Nevertheless, IDOC
is concerned that the current system is over-classifying the female
inmate population which is known to pose lower security risk. IDOC
also recognizes the importance of identifying the needs and
problems unique to female inmates before the Department can devise
changes to fulflll those needs.

In August 1992, NCCD received a grant .from the National
Institute of Corrections (NIC) to evaluate the effect of the
current IDOC classification system on female inmates, especially on
the issue of potential over-classification. It is also the purpose
of this study to assess the specific difficulties that female
inmates experience during their incarceration.

SUMMARY OF FINDINGS
Women Survey Data

] This study affirms the general perception that women inmates
commit fewer infractions compared to their male counterparts.

5]

Though female inmates pose less threat to management regarding
institutional misconduct, they present several unique levels
of need that have to be addressed by the Department.

® Most women inmates who are mothers do not receive visits from
their children mostly because of transportation problems and
guardians’ refusal to bring them.

€ The wvast majority of female inmates are uneducated and
unskilled.
. ® Over half of the female inmates have been victims of physical

abuse and a quarter of them victims of sexual abuse.

@ Female inmates tend to have a greater demand for medical and
psychiatric services. .

Clasgification and Disciplinary Data

® Misconduct among both male and female inmates is best
predicted by age, institutional disciplinary history, drug
involvement,. probation or parcle violations, and scored
security level.




1.

The classification system presently in use tends to over-
classify women inmates. It is indicated by females’
consistent lower rates of misconduct across all security
levels when compared to males’.

The IDOC classification system has. an overrlde rate which
doubles the generally accepted rate of 20 percent.

The basis for overrides is poorly documented, so it is
difficult to determine if IDOC is using overrides improperly.

_RECOMMENDATIONS

To prevent over- Clas51f1catlon of wcomen inmates, IDOC should

adjust Section III of the female classification instrument:
the scale for recommending either a reduction, no change, or
an increase in security level should be expanded as indicated
in Table 9. ,

The OIS Classification Data Base need to be modified so that
the precise reasons for overrides are documented. Although
preliminary steps have been taken by IDOC to eradicate this
problem, this modification needs to be 1mplemented as soon as
possible.

Once the basis for the Department’s excessive use of overrides
is assessed, steps should be taken by the IDOC to determine
whether overrides are being used in an appropriate manner.

A needs assessment form is required to document properly the
unique needs of both male and female inmates (Appendix IV).

The siting of any new female prisons should be done to
increase visits between inmates and their children.




INTRODUCTICN

In >1990, the 1Indiana Department of Corrections (IDOC)
successfully developed and implemented an objective ﬁrison
classification system to gquide the transfer and housing of inmates.
That syétem was developed with the direct assistance of the
National Institute of Corrections (NIC) which‘provided fgnds.to
help design, piloé test and implement the objéctive classifidatioh
criteria.

The entire system was put in effect by February, 1991 and has
had a very positive effect on overall prison operations. Inmates
are now being assessed and housed accofding to standardized
criteria. The Department is also able to describe its inmate
population security needs which is helping them to'better.plan
future correctional resources.

Despite these successes, the IDOC is concerned that its
growing female inmate population may be inappropriately classified
by the newly implemented objective system. Since the current
system was pilot tested on a predominaqtly male inmate population,
the tested criteria may not properly apply to the female inmate
population. And, since females in general represent a lower
security risk there may be some danger that the current system is
over-classifying them. Finally, there is the remote concern that
by not having a separate female classification system, the
Department may be unnecessarily exposed to potential litigation.

The issue of possibly over-classifying female offenders takes

on greater significance given that the female population has been




growing far faster than the male population and that the IDOC soon
needs to decide which type of facilities the future female inmate
population will require.

l Because - of these outstanding concerns, the IDOC seeks to
devéloé a classification system which caters to the specific
attributes and needs of female inmates. In August 1992, the
National Council on Crime and Delinquency recéived a grant ffom tﬁ;
NIC to design and evaluate such a system in collaboration with the
IDOC. After almost a year of research efforts, this report is
prepared to demonstrate the effectiveness of the 'ekisting
classification instrument in predicting institutional misconduct
among female inmates and to assess the prevalence of over-
classifying female inmates in the IDOC. 1In addiﬁion, findings from

a female inmate survey are presented to describe the major concerns

and needs among female inmates at IDOC.

DATA )

There were two types of data used in this study. First were
' two extract files from the automated record system (OIS) mainﬁaingd
. by the IDOC. The first file contained classification data of the
stock prison populaticon on one particular day and the second file
held all disciplinary incidents that occurred between June 1, 1992

and April 30, 1993.! The two files were merged and cases with

! The IDOC only began automating its disciplinary data by June
1, 1992 which explains why this time frame was used.

- . 4




missing classification data were dropped. The procedure resulted
in a total of 13,164 inmates, 741 of which were women.

In order to look more closely at the problems and ﬁeeds
specific to female inmates and to assist IDbC in -long-term planning
for its future female inmate population, a survey study was
conducted which collected information on demographics, abuse
.history, children, and prison visitation of'femalé inmateé; .The
queétionnaire was,administered to a random sample of 401 female

inmates. All responses were voluntary.

COMPARISON OF MALE AND FEMALE INMATES (CLASSIFICATION DATA)

The distrigutions of male and femalie inmates in racial and age
groups are similar (Table 1). For both genders; whites constiﬁute
over half of the inmate population and blacks about 40 percent.
The majority of inmates are over 30 years of age; 56.7 percent for
males and 61.7 percent for females.

The two sexes differ mainly in their 1levels of threat as
refl=cted in variables regarding severity of current qrimes and
conviction history. There are 20 percent more female inmateé than
‘male who are currently convicted of minor crimes and about the same
difference in the absence of violence in current crimes. There is
a higher level of deaths involved in females’ current crimes (21
percent as opposed to the males’ 14 percent). This is probably a
result of women’s self-defense mentality especially in domestic
violence cases. Women inmates are also less likely to have prior

convictions, and if they do the convictions are for minor crimes.




TABLE 1

CLASSGIFICATION DATA BY SEX

'FEMALES

ATTRIBUTE MALES ATTRIBUTE MALES °  FEMALES
N=12,423 "'N=741
Race . Job Level
White 57.7 56.3 -Highly Skilled 3.0 0.8
Black 39.9 42.7 Skilled . 6.2 2.4
Other 2.4 1.0 Semi-Skilled 18.0 2,0-
Unskilled 72.8 94.7
Separation? 45.0 7.0
Academic Level
Security Level Post Secondary 8.1 1.8
Minimum 8.1 13.5 High School/GED 41.5 37.5
Low Medium 43.4 55.3 6 Grade Plus 25.5 33.2
High Medium 21.2 13.6 Literacy Not Met 15.6 211
Maximum 26.3 17.5 Literacy Waived 8.3 6.5
Custody Level Current Severity
High 7.2 1.1 Low 12.9 35.6
Low 77.5 80.2 Low Moderate 16.9 8.8
Maximum 0.4 0.0 Moderate 36.6 -+ 26.9
Out 15.0 18.8 High 33.7 28.7
Medical Level Violence
No Conditions 73.3 58.7 None 37.4 58.6
AIDS 0.3 0.5 _Deadly Weapon '35.5 11.2
Gross Mental 1.0 0.3 Serious Injury 13.4 9.3
Chronic Condition 5.3 7.7 Death 13.7 20.9
Stabilized 15.2 12.4
Psychiatric 4.8 18.6
Pregnancy 0.0 1.8
Other 0.1 0.0




TABLE 1
(CONTINUED)

CLASSIFICATION DATA BY SEX

FEMALES

ATTRIBUTE MALES ATTRIBUTE MALES FEMALES
Prior Conviction Age
None 12.4 28.3 30 plus 56.7 61.7
Low 33.1 49.9 22-29 34.3 31.9
Low-Moderate 30.1 15.0 21 below 9.4 6.5
Moderate 19.3 5.5 ‘ . '
High . 5.0 1.2 | Drug Involvement
None/Never 18.7 21.8
Prior Violence Past 64.3 72.4
None 56.1 76.6 Current 17.1 5.9
Deadly Weapon 38.6 18.9 ‘
Serious Injury 3.8 3.6 | Escape History
Death 1.5 0.8 None 80.5 79.8
Past Minor 7.4 5.9
Time Remaining Recent Minor 4.3 111
LT 730 Days 20.9 33.1 Past Serious 5.6 2.4
731- 1,460 19.8 22.4 Recent Serious 2.3 0.8
1,461 - 2,190 13.0 9.6
2,191 - 2,655 < 4.0 2.7 | Misconduct - Severity
2,655 +/Life 8.2 5.9 None 43.3 61.5
3,286 + /Death 34.2 26.3 Low Moderate 7.0 - 5.2
Moderate 24.1 17.3
Prob/Parole Viol High 15.6 8.7
No Record 78.1 83.8 Greatest 10.0 7.3
Prob/Parole 18.1 13.4
CAB 3.8 2.8 | Misconduct - Freq.
_ None 43.4 61.9
Security Score 1-3 36.1 28.2
Minimum 23.4 45.1 4-7 12.8 7.3
Low Medium 36.3 27.5 8+ 7.7 2.6
High Medium 22.2 10.5
Maximum 18.2 16.9




Their use of wviolence in'prior offenses, 23.3 peféent, is much
lower than males’ 43.9 percent.

Due to the above factors, it is only logical that most females
are classified for low security and custody supervision and their
institutional conduct is superior to the males’. Inmate behavior
will.be discussed in greater detail in a later section.

Female inmates have more needs in terms 6f.medical éerviées,.
.educétion and job training than their male couﬁterparts. Almost 20
percent of femaié inmates enter the prison system requiring
.psychiatric counselling and related service; one-fifth of them have
not attained a functicnal level of literacy and 95 percent have no
job skills at all. If IDOC intends to prepare their female inmates
for the demands of life after release, it should give additional

attention to meeting these needs.

SURVEY RESULTS OF FEMALE INMATES

A comwon issue that arises among female inmates is their need
to maintain relationships with their children and it is expected of
the corrections system to accommodate such needs. The IDOC female
survey addresses this issue by measufing the scope of the problém
and by assessing  the inmates’ attitude toward visitation
arrangéments.

The survey sample of 401 femalé inmates is represenﬂative of
the total female inmate éopulation as shown by the almost identical
distributions in racial and age groups between the sample and'the

population (Table 2-1).




TABLE 2-1

CHARACTERISTICS OF WOMEN INMATEé

N %
~ Inmate Characteristics
Race
White 401 57.0
Black 292 41.6
Hispanic 8 14
Indian 2 0.3
Age
17-20 22 3.1
21-30 282 40.2
31-40 256 36.5
41-50 101 14.4
> 50 41 5.8
Age (Mean) 34 yr. 1 mo.
Marital Status
Single 323 46.0
Married 134 19.1
Divorced 173 24.6
Separated 28 4.0
Widowed 44 6.3
Number of Children
0 133 18.9
1 149 21.2
2 185 26.5
3 123 17.5
4 65 9.3
5 or more 46 6.6
Age of Children (N=1,401)
Under 6 315 22.5
6to 12 434 31.0
1310 18 276 19.7
191tc 25 224 16.0
Over 25 152 10.8
Inmates With Children Under Age 18
Yes 482 68.6
No 221 31.4




TABLE 2-2

T CHARACTERISTICS OF WOMEN INMATEé

N %
o History Of Abuse As Victim And/Or Perpetrator
Victim Of Sexual Abuse (Incest) As A Juvenile X
Yes ' 157 22.5
No 542 ’ 77.5

Victim Of Sexual Abuse (Rape) As A Juvenile A
Yes ) : 162 23.2
No ‘ 536 76.8 -

Victim Of Sexual Abuse As Aﬁ Adult '
Yes 157 22.6
No 539 77.4

Victim Of Physical Abuse
Yes - 370 52.9
No 330 47.1

Sexual Abuse As Perpetrator
Yes 20 2.9

’ No 679 97.1

Physical Abuse As Perpetrator
Yes 81 11.6
No 618 88.4

' Pregnant Within 6 Months Of Admission

To Prison
" Yes 85 12.1
No 616 87.9

Had Abortion Within 6 Months Of Admission

To Prison
Yes 12 ' 1.7

No 689 98.3




TABLE 2-3

CHARACTERISTICS OF WOMEN INMATES

N_. %

information On The Children Of inmates

(N=1,401)

Gender
Male , . 717 - 51.4
Female ' 678 . 486

Number Of Visits To Prison Per Month A
None ' 732 52.2
Not More Than Once 429 30.6
Two To Four Times 204 14.6
More Than Four Times 36 2.6

Who Are Children Reéiding With {Relationship

To Mother) '
Mother 301 ’ 22.1
Husband/Child’s Father ' 228 16.7
Foster Care/Ward Of State/Group Home 123 9.0
Father 56 4.1
Sister 79 5.8
Older Children 23 1.7
Other Relatives 105 7.7
Child’s Relatives 32 2.3
Friend 30 - 2.2
Adopted 28 o241
Of Age 360 26.4

Custody Rights

~ Mother 410 29.9

Father ' 104 7.6
Joint 65 4.7
Relatives/Friend 127 9.3
Foster Care/Ward Of State 47 3.4
Adopted 34 2.5
No . 180 ' 13.1
Yes 57 4.2

Of Age 347 25.3




TABLE 2-4

CHARACTERISTICS OF WOMEN INMATES

N %
Information On Inmate Visitation
Number Of Primary Visitors
0 157 22.3
1t02 186 26.5
2to 4 184 26.2'
5 or more 176 25.0
Who Visit The Inmates®
Children 496 25.7
Parents 363 18.8
Siblings 331 17.2
Husband/Boyfriends 135 7.0
Friends 342 17.7
Other Relatives 218 11.2-
Minister 44 2.3
Number Of People Inmates Would Like To Have
Visited But Are Unable To
Nobody 241 34.3
1 183 26.0
2 104 14.8
3 81 11.5
4 or more 94 13.4.
People Inmates Wish To See**
Children 394 39.0
Parents 196 18.4
Siblings 166 15.4
Husband/Boyfriends 43 4.3
Other Relatives 125 12.4
Friends 96 9.5




TABLE 2-5

e : CHARACTERISTICS OF WOMEN INMATES

Reasons The Desired Visitors Are Unable

To Come®**

Traﬁsportation Problems/Distance 514 50.9
Guardians Of Children Refuse ‘ :

To Bring Them . ‘ 101 - 10.0
Heaith Problems , 89 - 8.8
lncarceratelearoie/Probation ‘ 84 8.3
Feel Uncomfortable In Prison 51 5.0
Administrative (Not On List,

Court Order No Visit) ‘ 42 4.2
Bad Relationship/Estranged 36 3.6
Too Busy 36 3.6

Don’t Know 57 5.6

* Figures‘ in this item are based on multiple responses given by inmates. Total
0 responses = 1,927,

*+* The inmates were asked whom they wish to see in prison {(no more than four people).
The figures in these items are based on the total of 1,010 responses collected.




Forty-six percent of female inmates are .éingle° and 19.1
percent are presently married. More than 80 percent of them. have
at least one child and 68;6 percent have children under the age of
18. A little over half of all inmates’ children are under 13 and
22.5 percent are in their tender years of one to six. Not counting
those children who are of age, the most common living arrangements
~for these "mothérless" children are eithé; .to stay Qitﬁ‘ithef
inmates’ mother (22.1 pércent)'or with the child’s father (Table 2-
3).. Nine percent.of these children are under the care of the state
being placed in foster care, group homes and the like. Close to 40
percent of the female inmates still have sole or joint custody
rights over their children and are expected to resume their
maternal duties once they exit the prison system.

Even 'though inmates’ children compose the highest portion of
visitors (25.7 percent) to female inmates, it is clear that a good
number of the women yearn to see their children who for various
reasons do not visit (Table 2-4). The two major reasons which the
inmates perceive as preventing visitation from their children and
‘other desired visitors are transportation problems/disﬁance and
refusal from children’s guardians (Table 2-5).

One portion of the questicunaire inquires about inmates’ abuse
history and as expected, the data collected paints a sorry picture
of these inmates. Fifty-three percent of the female inmates have
been victims of physical abuse, around 23 percent victims of incest
and rape as a juvenile, and 22 percent victims of sexual abuse as

an- adult. These traumatic experiences may explain partly why

— 14




female inmates are more likely to seek psychiatrié assistance than
male inmates.

Another issue that is unique among female inmates concerns
pregnancies gnd what they entail, i.e., abortions, child births and
child custody. Twelve percent of the sample report they have been
pregnant at a certain time in the lést six months and 1.7 percent
say they have had an abortion during the sahe‘period of éimen . |

" The survey information reiterates some of the pressing
problems which faée the management of female prisons. IDOC has to
enhance its current visitation progrém to encourage the meeting of
inmates and their children. It may mean making prisons more
accessible to the public or it may require the Department to loosen
its visitation restrictions in order to provide for longer and more
frequent visits between inmates and their children. It is obvious
that a prison is not the most natural place for maternal bonding
and female inmates, because of their circumstances, may actually
find communication with their children impossible. It would be
useful for the Department to introduce innovative parenting
workshéps to help female inmates optimize the little ﬁime‘they have
to spend with their children during visitation.

The vast majority of female inmates are not well-equipped to
-sustain a normal productive life outside the prison walls due to
their lack of education and job skills (more so than male inmates).
Therefore, the Department should seek to expand and improve its
current educational and work programs available at prison

facilities.
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DISCIPLINARY CONDUCT

This section will focus on the distribution of disciplinary
misconduct across different security levels and the extent to which
the classification instrument predicts misconduct. If, indeed, the
instrument is measuring inmates’ risk in misconduct, then some type
of association should exist between séoring items and discipliﬁary
rates. Statiétically, the classification items are the independent"
variables, or predictors, and disciplinary incidents the dependent
variable. Readefs should bear in mind that institugional
disciplinary incidents are rare occurrences in general, and so, any
relationship between the independent and the dependent wvariables
may not be ob&ious.

Table 3 displays the types and the frequency of disciplinary
incidents of  male and female inmates. Comparing the two gender
groups confirms that female inmates are less likely to break rules
than male inmates. While female inmates make up 5.6 percent of the
sample, they are responsible for only 3.2 percent of total
infractions. And the infraction rate (number of incidents per
.inmate) of men almost doubles that of women; 1.63 for men’compared
to 0.91 for women. |
| Total disciplinary incidents include both mincr and major
infractions, and since the IDOC does not consider minor infractions
significant or deserved of special attention, all statistical
analyses. from this point forward refer to major infractions only.

Major infractions compose 51.9 percent of all infractions in IDOC,

16




TABLE 3

TYPES OF ‘DISCIPLINARY INCIDENTS

BY SEX
MALE FEMALE TOTAL
N . % N . % N %
Sample Total 12,423 94.4 - 741 5.6| 13,164 100.0
Total Disciplinary Incidents 20,268 96.8 672 3.21 20,840 100.0
Number of Incidents per Inmate 1.63 .91 1.59
Total Majof Disciplinary Incidents
(% of all incidents) - 12,417 (61.3) 391 (58.2)] 12,808 (61.2)
Types of Major Incidents
Fighting or Battery 962 97.7 23 2.3 985 7.7
Threats 485 96.7 17 3.3 512 4.0
Possession of Weapons,
Explosives, or Chemicals 94 100.0 0 - 94 0.7
Sex Violations 17 86.4 27 . 13.6 198 1.6
Attempt Class A Offense 14 77.8 4 22.2 18 0.1
‘ Destroying Property 245 98.4 4 1.6 249 1.9
Theft 192 96.0 8 4.0 200 1.6
Drug Possession 548 98.9 6 1.1 554 4.3
Trafficking 34 94.4 2 5.6 36 0.3
Possession'or Making Intoxicants 144 98.6 2 1.4 146 1.1
Violation of Any Law 88 97.8 2 2.2 90 0.7
Habitual Conduct Rule Violator 397 91.7 36 8.3 433 3.4
Engaging in Group Demonstration 98 100.0 0 - 98 0.8
.Encourage Others to Riot 8 100.0 0 - 8 0.1
Resisting or Fleeing 233 99.6 1 0.4 234 1.8
Disorderly Conduct/Insolence 3,182 96.3 124 3.7} 3,316 25.9
Refuse to Obey Order 4,302 98.3 73 1.7| 4,375 34.2
Unauthorized Possession of Money
or Property 672 94.3 41 5.8 713 5.6
Being in Unauthorized Area 528 92.2 21 3.8 549 4.3

Note 1: All percents for "males” and "females" are row percents and those for "total" are column

percents.

0 Note 2: Table reflects™disciplinary incidents recorded from 6-1-92 to 4-30-93.




®

and female inmates have a slightly"lower' percentage of major
infractions (44.6 percent).

Major infractions which occur mose frequently are refusal to
obey order (40.4 percent) followed by fighting or battery which
happens far less often (9.1 percent). Major infractions committed

by females tend to be non-viclent such as refusal to obey order and

‘unauthorized possession of money, whereas male inmates are more

likely to engage in fights and assaults.

Cross-tabulations were run to assess the association between
classification factors and misconduct. If the 1likelihood of
misconduct varies proportionally with the levels of an item, it
suggests an association between the two variables. For example,
the older an inmate is the fewer his incidents of misconduct. The
presence or lack of association with misconduct among the factors
is shown on Table 4 and the level of variation for those factors
which demonstrate an association are shown on Table 5. Note that
the initial classification scoresheet contains only the security
items and thereforz the number of cases involved in the analysis of
custody items is smaller than total inmate population.

Two findings stand out from Table 3: first, custody items are
much better predictors of disciplinary misconduct than security
items and second, factors which correlate with wmisbehavior for
males are the same for females. Probation/parole violation level
is the 6nly factor among security items which shows an association
with misconduct. 80.4 percent of female inmates (68.3 percent for

males) with no prior probation or parole violations have clean

- . 18




TABLE 4

FACTORS ASSOCIATED WITH MAJOR DISCIPLINARY MISCONDUCT

BY SEX
DEGREE OF ASSOCIATION
MALES FEMALES
Security ltems
Current Severity Level None ' None
Current Violence Level None ' None
Prior Conviction Level None None
Prior Violence Level ' None None
Remaining Time Level None None -
Probation/Parole Violation Level + +
Total Security Score ione None
Security Score Level None o None
Q Custody ltems
Current Age Level T+ +
Drug Involvement Level + +
Escape History Level None None
Serious Conduct History Level + +
Fréquency of Conduct History + +
Level _
Total Custody Score + +
Custody Score Level
Final Security Level + +

Note: Degree of association refers to the ability of an item score to predict misconduct
behavior.




CLASSIFICATION FACTORS
ASSOCIATED WITH MISCONDUCT

TABLE S

BY SEX

PERCENT WITH NO DISCIPLINARY INCIDENTS

CLASSIFICATION FACTORS

Total Rate

- Security Level ltems

Probation/Parole Violation Level
No Record
Probation or Parole Violations
CAB Convictions

Custody Level items
Current Age Level

Age 30 or Greater
Age 22-29
Age 21 or Lower’

Drug Involvement Level
Never
Past
Current

vSerious Conduct History Level

None

Low Moderate
Moderate
High

Greatest

Frequency of Conduct History Level

None

1-3

4-7

8 or More

Custody Score Level
Decrease
No Change
Increase

Scored Security Level
Minimum ’
Low Medium
High Medium
Maximum

MALE
(N=12,423)
61.9

64.9
53.7
37.8

(N=9,625)
70.0
48.5
33.2

68.2
59.4
49.3

85.4
72.7
43.2
31.0
20.0

85.4

50.8

25.4
9.0

84.9
57.3
20.5

(N=12,423)
77.5
55.6
57.4
53.4

FEMALE
(N=741)
75.2

76.1
72.7
57.1

(N=496)
82.7
58.9
43.8

82.4
71.0
55.2

87.8
65.4
54.7
32.6
38.9

87.6
56.4

30.6
7.7

90.7
68.6
36.9

(N=741)
81.6
64.9
75.2-
67.2




disciplinary recorés, and 66.7 percent (42.4 perceﬁﬁ for males) of
those with CAB convictions are so. The variation in misconduct
am&ng-female inmates is lesser in degree mainly due to the fact
that they commit fewer infractions in.general. This observation
will hold true in regard to other fgctors indicated on Table 5.

Five custody items which are used for reclassification are

associated with institutional misconduct. Ali of them, except.fof .

drug involvement, are much stronger predictors of misconduct than
the security item mentioned above. Young inmates 21 years of age
Or younger are more prone to commit infractions than inmateg 30 or
older (é7.3 percent male and 46.9 percent female compared to 73.1
pgrceht male and 86.6 percent female with no violation records).
Custody score level, a factor to determine whether an inmate should
be moved up or'down onn the security scale according to his or her
total custody score, is strongly correlated with misconduct.
. Inmates who were recommended a decrease in security level are
mostly infraction free (86.8 percent male and 92.4 female), a much
smaller group of those given a higher security level are so (24.3
percent.male and 40.0 percent female);. | |

There should be no surprise that the two factors which measure
misconduct history are strongly correlated with frequency of
infractions. To a degree, both the independent and the dependent
variables measure the same thing. Despite that, the link between
prior misconduct and future risk should not be understated in
classification. An inmate'’s disruptive behavior does not normally

improve over a short period of time and the threat he/she imposes
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on the system shodld not be taken lightly. 1In fect, it may well
serve the purpose of classification to include in the initial
classification scoresheet previous misconduct committed by new
Vadmissions while serving prior sentences.

The correlatien between scored security level and misconduct
is not linear (1 e., not directly proportional), but the relatlvely
hlgher mlsconduct—free percentages (80.2 percent male and 86. 5
percent female) iq the minimum category and the somewhat lower
percentages in other categories suggest that inmates placed at
minimum security facilities are less prone to disciplinary
problems.

Overall, women inmates belizve much better than male inmates
across all scored security levels. Assuming the disciplinary rates
of male inmates reflect the tsnlerance threshold of IDOC toward
misconduct in its prison system, ther it is obvious that most
female inmates are overclassified and placed in a security level
higtzr than necessary. This leads to the next section which
dlscusses what measures can be taken during the cla851f1cat10n

'process to bring women 1nmates more in line with male 1nmates

ADJUSTING SCORED SECURITY LEVEL (SECTION II)

Section II of the IDOC classification instrument is the enly
section that deals with security assignments based on procedures
and can-be used during both initial intake and reclassification, so
it should be the most logical place for adjustments to be made.

However, as mentioned in the previous section (see Table 4),
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.security items (i.e., items on Section II) do no£ correlate with
disciplinary rates with the exception of ©Parole/Probation
Violation, thus, it is .diffiCult to make statistically-éound
adjustments assuming IDOC’s main concern in classification is
disciplinary rates.

There is a lack of variation or pattern in misconduct rates
_among security scores to warrant a change iﬁ'the éecurity'séélé,
and this is true for both initial and reclassification cases.
Looking at initial cases only, the female no-misconduct rates start
at 85.2 percent at minimum, slide to 81.8 percent at low medium but
shoot back up to 94.4 at high medium (Table 6). The lack of
variation is evén more visible when all cases are considered where
the rates hover around the upper seventies (Table 7).

Since ehe no-misconduct rétes of female inmates af intake are
S0 muéh lower than the males’ (average of 84.9 percent compared to
73.9 percent) and there is no variation by security level scores,
one suggestion is to place all newly-admitted women inmates in
either minimum or low-medium security for a 12-month period of
time, excluding those to whom Departmental restrictions apply} and
.allow the reclassification process to weed out those who have shown
habitual or major behavioral probiems such as sexual offenses. In
other words, there would be only two possible security levels for
. women at intake.

This suggestion actually sounds more outrageous than it really
is for three reasons. First, the classification instrument in its

present form already 2lassifies 208 of the 245 female inmates at
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TABLE 6

MISCONDUCT RATES BY TOTAL SECURITY SCORES (SECTION i)
INITIAL CASES ONLY

MALE FEMALE
CELL % NO CELL % NO
TOTAL MISCONDUCT | TOTAL - MISCONDUCT
2 13 100.0 5 100.0
3 111 82.0 40 80.0
4 66 83.3 12 33.3
5 ' 184 81.6 26 34.6
6 ' 102 72.6 7 57.1
7 203 79.3 22 86.4
8 177 78.0 16 75.0
9 180 73.9 14 82.9
{minimum)} (1,036) (78.7) {142} (85.2)
10 197 79.7 12 83.3
11 180 75.6 14 71.4
12 , 137 66.4 4, 100.0
13 ' 115 67.0 10 70.0
14 130 68.5 7 85.7
15 72 56.9 6 83.3
16 112 6i.6 7 85.7
17 90 70.0 6 100.0
(low medium) {1,013) {69.9) (66) (81.8)
18 121 65.3 b 100.0
19 109 73.4 5 100.0
20 93 66.7 4 75.0
21 80 75.0 3 100.0
22 : 79 . . 65.8 1 100.0
(high medium) - {482) (69.1) {18) (94.4)
23 74 75.7 13 84.6
24 83 90.4 4 100.0
25 30 76.7 0 -
26 38 71.0 0 -
27 . 17 70.6 1 100.0
28 12 50.0 1 0.0
.29 4 100.0 0 -
30 6 100.0 0 —
31 2 100.0 0 -
32 _ 1 100.0 0 —
(maximum) (267) {79.4) (19) (84.2)
Total: 2,798 73.9 245 84.9




TABLE 7

~ MISCONDUCT RATES BY TOTAL SECURITY SCORES (SECTIONII)

ALL CASES
MALE FEMALE
CELL % NO CELL % NO
TOTAL PISCONDUCT | TOTAL MISCONDUCT
2 27 81.5 10 100.0
3 214 74.8 71 84.5
4 135 77.0 22 77.3
5 401 69.8 61 - 77.0
6 296 - 67.2 27 74.1
7 587 67.5 65 75.4
8 561 62.6 31 74.2
9 " 685 61.3 47 80.8
(minimum) {2,9086) (66.5) (334) {79.0)
10 672 61.2 31 77.4
11 700 61.4 52 65.4
12 677 57.5 14 64.3
13 555 59.1 24 79.2
14 564 59.6 16 81.2
15 436 57.1 23 82.6
16 469 55.9 21 85.7
17 432 58.6 23 82.6
(low medium) (4,505) (59.0) (204) {76.0)
18 495 63.2 22 81.8
19 605 67.4 21 80.9
20 500 62.2 14 85.7
21 588 66.2 17 70.6
T 22 : 567 66.8 4 75.0
{high medium) (2,755) (65.3) (78) {79.5)
23 607 81.2 73 87.7
24 596 81.2 27 85.2
25 285 74.7 3 100.0
26 315 72.1 1 100.0
27 179 72.6 4 75.0
28 119 65.5 3’ 33.3 .
29 46 56.5 1 100.0
30 42 73.8 1 100.0
31 31 38.7 1 0.0
32 23 73.9 1 0.0
33 6 33.3 o] -
34 5 40.0 0 -
35 3 66.7 0 -
{maximum) {2,257) {76.1) (125) (85.6)
Total:™ 12,423 65.3 .| 741 79.4




initial intake to either minimum and low medihh,'which is 85
percent of the intake population.

Second, while prison staff may worry that certain newly-
admitted inmates with propensity toward major violations will
become under-classified, the reality is that the initial instrument
is not designed to predict what type of misconduct an inmate is
likely to commit. Therefore violations whidh have proven.toxbe a
greéf concern in the lower security level faéilities such as sex
vioclations are to.be dealt with in the reclassification procedure,
after a period of observation.

Third, sex violations and habitual condugt violations which
are relatively prevalent among female inmates occur mostly among
reclassification cases (Table 8). Of the 63 incidents which took
place within the 1ll-month period, only ten were instigated by
initial cases, and nine out of the ten by minimum and low medium
cases.

NCCD consulted IDOC on this option of eliminating high medium
and maximum security levels at intake and the response was that due
.to Departmental criteria and other administrative restrictions this
suggestion would be impractical. Currently, female intake cases
who are assigned to high medium and maximum are mostly driven by
Departmental criteria, therefore, changing ‘the instrument as
suggested by NCCD is not likely to Ering any marked différence in

the ocutcome.
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TABLES

SEXUAL AND HABITUAL VIOLATICNS AMONG FEMALE INMATES

BY SCORED SECURITY LEVELS
"SECURITY ALL CASES INITIAL CLASS RECLASS
LEVELS N=741 N=20" N =496
SEXUAL HABITUAL SEXUAL  HABITUAL SEXUAL HABITUAL

Minimum 7. 4 1 2. 6
Low Medium 17 24 | 3 3 14
High Medium 1 6 0 0 1
Maximum _2 2 1 _0 i |

Total: 27 36 5 5 22

2
21

.
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ADJUSTING SCORED SECURITY LEVEL (SECTION III1)

Section III of the classification instrument requires a twelve
month period of incarceration to be served before it is used.: The
score derived from this section is not written in the final
classification designation ané is merely used as a recommendation
for overrides. Despite these limitations this section does affect
the majority of inmates being claséified, and the impact incurred
by chénging this section should not be overlooked. BAbove all, the
scored security le&el recommended by this section correlates with
disciplinary rates and this association supports an adjustment of
the scale baéed'on quantitative evidence.

Referring back to Scored Security Level, the last item on
Table 5, the misconduct rate at the minimum category' is
distinctively lower than those in the higher categories and we
assume that moving a certain number of low-risk female inmates one
level down the security scale will not' inflate disciplinary
incidents to an unacceptable degree. With this assumption in mind,
we adjusted the rule which determines the final security level and
,ﬁade it more difficult to increase an inmate’s security level  (see
Table 9) .? We eventually placed 56.0 percent of all women inmatés
in the minimum category, 22.9 percent in low medium, 15.2 percent
in high medium, and 5.8 percent in maximum (Table 10). At this

level of placement, the infraction rates of women are still

2 This manipulation can only be applied to inmates with
reclassification data because the initial classification data do
not contain any custody items, which are used to derive the £final
security level. The first part of Table 11 shows the effect of
score adjustment on the reclassification cases only.
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TABLE 9

ADJUSTMENTS ON CLASSIFICATION SCORESHEET
IN DETERMINING FINAL SECURITY LEVEL

REDUCTION IN

NO CHANGE IN INCREASE IN .
SECURITY LEVEL SECURITY LEVEL. SECURITY LEVEL SECURITY LEVEL
CRIGINAL AMENDED ORIGINAL AMENDED ORIGINAL AMENDED
Minimum N/A 0-12 0-18 13+ 19+
Low Medium 0-6 0-10 7-15 11-21 16+ 22+
High Medium 0-6 0-10 7-15 11-21 16+ 22+
Maximum " 0-6 0-10 7-31 11+ " NJ/A .
TABLE 10

DISTRIBUTIONS IN SECURITY LEVELS
SECURITY LEVEL PRE-ADJUSTMENT POST-ADJUSTMENT

N % N~ %
Minimum 369 49.8 415 56.0
Low Medium 185 . 25.0 170 22.9
High Medium 129 17.4 113 15.2
Maximum 58 7.8 43 5.8
Total 741 100.0 741 100.0




comparable to those of men; 82.4 percent of no infraction in the
minimum category among women inmates compared to 80.2 percent among
males (see Table 11). -

The initial recémmendation for Section II and the adjustments
suggested for Section III were experimented on the classification
data and the pfocedure pPlaced 56 percent of female inmates in the
minimum security ievel, 27.9 percent inilow medium, 12.8 percent.in |
high medium, énd 3.2 percenf in wmaximum (Table 12). - The
recommeﬁded system will place approximately ten percent more female
inmates in either the minimum or the low medium levels compared to

the current system.

OVERRIDES

The scored security level derived from the classification
instrument will become the actual designation unless overridden by
classification personnel. Overrides discussed here refer to the
discrepancy between the staff-recommended security level and the
scored security level found in Section II in the case of initial
classification. As for reclassification cases, the scored security
level has accounted for increase or reduction in security as
suggested by Item 33. Recommendation for overrides is usually
justified by policy‘mandates, potential management problems, and
other compelling>reasons- Though downward overrides are possible,
they are.generally rare.

IDOC has an unusually high percentage of overrides as shown in

Table 13. Generally, overrides exceeding 20 percent signify flaws
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’ ‘ . TABLE 11

MISCONDUCT RATES FOR
ADJUSTED FINAL SECURITY DESIGNATIONS
BY SEX

N PERCENT WITH NO DISCIPLINARY MISCONDUCT

MALES FEMALES
Adjusted Final Security-Level (For Cases (N=9,625) - (N=296) °
With Reclassification Data) )
Minimum | ' ' 80.8 81.0
Low Medium ' - 56.9 60.6
High Medium 58.3 84.2.
Maximum 52.9 66.7
Adjusted Final Security Level (For All - (N=12,423) (N=741)
Cases) B : .
Minimum 80.2 82.4
‘ Low Medium 60.1 68.8
High Medium 59.9 85.8
Maximum , 57.3 74.4




FEMALE DISTRIBUTION IN SECURITY LEVELS
PRE AND POST RECOMMENDED ADJUSTMENTS

CURRENT CLASSIFICATION

TABLE 12

AFTER ADJUSTMENTS

SECURITY LEVEL
Minimum

~ Low !\/Iedium
High Medium

Maximum

Total:

N
369
185
129

58

741

%

49.8

25.0
17.4
7.8

100.0

N
415

- 207

98
24

741

%
56.0

27.9.

12.8
3.2

100.0




.TABLE 13

. o FREQUENCIES OF OVERRIDES.

MALE FEMALE TOTAL

% % %

All Cases ' _
) (N=12,423) (N=741) (N=13,164)

Override Up a7 | 50.6 37.8

Override Down 3.2 1.2 3.1

Total Overrides 40.3 51.8 40.9

Cases With Initial Classification Only ’
(N=2,798) {N=245b) ~ (N=3,043)

- Override Up 23.0 41.2 : 24.5
O Override Down 00 0.0 0.0
Total Overrides 23.0 41.2 24.5

Cases With Reclassification

(N=9,625) (N=496) (N=10,121)

Override Up 41.1 55.2 41.8
Override Down 4.2 1.8 4.1

Total Overrides 45.3 57.0 45.9




in the instrument itself or in its administration.‘ When all cases
are considered, IDOC has a total of 40 percent of overrides, 37.8
of which are upward. Female inmates have an even higher rate of
51.8 percent, 50.6 percent of which ar2 upward overrides.
Overrides tend to be more érevalent for reclassification than
initial cases;_57 percent in reclassification compared to 41.2
percent in initial classification for women and 45.3 pércénﬁ'
compared to 23.0 for men. Also, most overrides are upward
movements from miﬁimum to low medium and high medium to maximum
(see Table 14). .

IDOC captures the basis for overrides in four main categories,
namely, score, criteria, time restriction, and management. If a
recommendation is based on the final security score and the outcome
from Item 33, then SCORE will be checked. For all practical
purposes SCORE is irrelevant in explaining overrides since adhering
to classification scores for inmate placement is not considered an
override in the first place. CRITERIA refer to Departmental
pqlicies and restrictions (other than time restriction) which
'prevent a scored level placément. ‘When the remaining tiﬁe of
incarceration of an inmate exceeds the limits of his scored
security level, the necessity to reassign him to a different level
is termed TIME RESTRICTION. The last category MANAGEMENT includes
a number of considerations such as mental and psychiatric needs,
' maladaptive behavior in jail, escape threats, detainer and sex

offender restrictions.




. TABLE 14

COMPARISON OF
RECOMMENDED SECURITY LEVELS AND SCORED SECURITY LEVELS
(ALL CASES) '

RECOMMENDED LEVEL SCORED LEVEL
| FEMALE N S % N %
Minimum : 99 13.4 | 369 49.8
Low Medium 419 56.5 | 185 = 25.0
" High Medium © 95 12.8- | 129 17.4
Maximum o 128 17.3 58 _7.8
. Total: 741 100.0 | 741 100.0
RECOMMENDED LEVEL SCORED LEVEL
MALE N % N C %
Minimum 1,272 10.2 3,450 27.8
. Low Medium 5,209 41.9 4,068 32.7
High Medium 2,772  22.3 3,299 26.6
Maximum 3,170 .25.5 1,606 _12.9
Total: 12,423 100.0 12,423 100.0
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The following analysis will concentrate on upward overrides

because they compose the bulk of all overrides and also because of
the litigation risk that ﬁnjustified upward overrides may incur.
Also note theﬁ when one or more reasons were given to support a
recommendation, CRITERIA will take precedence because of its
mandatory nature, then MANAGEMENT because of its degree of
_prevalence and then TIME RESTRICTION. SCORE is rejected unlesé it
is the only reesen stated.

What accounts for 1IDOC’s extensive use of overrides?
Unfortunately, the information provided by the classification data
does not yield a clear answer. The major problem is the frequent
use of the SCORE category as justification for upward overrides.
As mentioned before, SCORE is basically a non-reason and should be

ignored. Table 15 displays the .distributions in the reason

categories by scored security levels and gender. Initial
classification cases have the "cleanest" distribution as the SCORE
cells are very small. For male inmates, over 90 percent of upward
overrides are explained by reasons other than scores, and for
female inmates it is an impressive 100 percent. Problems seem to
_arise during the reclassification process, as shown by the high
percentages in the SCORE cells. The male percentages in this
category are 49.3, 38.7 and 62.5 fo; minimﬁm, low medium, and high
medium respectively, whereas female inmates have an average of 44.5
percent. These overrides will remain an enigma until their

recommendations are accounted for.




TABLE 15

BASIS FOR UPWARD OVERRIDES

REASONS

SCORE CRITERIA TIME RESTRICTION MANAGEMENT
SCORED
SECURITY MALE FEMALE | MALE FEMALE | MALE FEMALE | MALE FEMALE | MALE  FEMALE

% % % %
All Cases
Minimum 2,209 270 37.1 10.0 46.8 79.6 0.9 1.8 15.2 8.5
Low Medium 1,114 33 37.8 69.7 9.1 18.2 17.3 3.0 35.8 9.1
High Medium 1,282 72 60.0 100.0 3.4 0.0 1.2 0.0' | 25.5 0.0
Cases With Initial Classification Only
Minimum 562 100 1.2 0.0 87.4 95.0| 0.2 ~ 0.0 11.4 3.0
Low Medium 31 1 6.4 0.0 51.6 100.0 16.1 0.0 25.8 0.0
'r—ligh Medium 52 0] 0.0 - 32.7 — 63.5 — 3.8 -

Cases With Reclassification
Minimum 1,647 170 49.3 15.9 33.0 69.4 1.2 2.8 16.5 11.8
Low Medium . 1,083 32 38.7 71.9 7.8 15.6 17.4 3.1] .36.1 9.4
High Medium 1,230 © 72 62.5 100.0 2.1 0.0 8.9 0.0 26.4 0.0

e: Row percentages added up to 100 percent.




SCORE aside, CRITERIA is the most prevélénﬁ reason for
recommendation, then followed by management concern. The majority
of upward overrides for the initial cases are sﬁpported by some
type of Departmental criteria (an average of 81.3 percent for males
and 96.0 peréént for females), so are reclassification cases but to
a lesser degree (an average of 16.5 percent for males and 44.9 for

percent females). ' Female inmates who score minimum are most likely

to be moved up the security level because of criteria restrictions,

95 percent for initial cases and 69.4 percent for reclassification.

While TIME RESTRICTION is relatively infrequent, it is a
compelling reason to move high-medium male inmates up to maximum
security facilities (63.5 percent). Management problems concern
mostly the reclassification cases; around ten percent for women
inmates in minimum and low medium and an average of 24.9 percent
for men. Most potential management problems are not detected until
inmates have resided in an institution for a period of time which

explains the above pattern.

CONCLUSIONS

This report affirms the general berception that women inmateé
commit fewer infractions compared to their male counterparts.
Nevertheless, they present several unique levels of needs that have
to be addressed by the Department. |

The foremost issue is the difficulty women inmates experience
in maintaining relationships with their children. The majorit§ of

female inmates have young children over whom they hold legal
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custody, and suéh children are often unable toigee their mothers
because of distance and transportation problems. Inmates
frequently complain that they do not get to see their children.
The Department must revise its.visitation rules to encoufage more
frequent and longer meetings between inmates and their children,
and in planning for future prisons for female inmates, glve more,
consideration to location and acce351b111ty

'Another concern specific to female inmates is their higher
demand on medical and psychiatric services, which includes
gynecological and obstetric éa;e and family-planning coudsélling.
Lastly, the majority of female inmates are uneducated and
unskilled, the Department must determine its role in preparing
these women for independent 1living through ‘education and job
training.

The classification and disciplinary data provided by IDOC show
that misconduct among both male and female inmates is best
predicted b& age, institutional disciplinary history, drug
involvement, probation or parole violations, and final_security
level. The custody items on Section III are much better predictors
than the security items on Section II.

.The classification instrument presehtly in use tends to over-
- classify women inmates. Most can be placed at a lower éecurity
level without jeopardiziny safety in the facilities. Based on
statistical results, NCCD would recommend placing all £female
inmates in minimum and low medium facilities at initial intake,

however, recognizing the valid concern IDOC has on this issue, NCCD
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agrees that Section II of the classification iﬁéﬁ?ument should be
left as is. |

The designation scales of Item 33 in Section III of the
classification instrument was adjusted for females, and note that
this measuré does not increase their disciplinary rate in the
minimum security category to an uﬁacceptable degree.” The IDOC
should revise its claésification process as NCCD has doﬁe hefelté
bring women inmates more in line with the male inmates.

A major concern with the IDOC classification system is the
excessive use of overrides which doubles the generally' accepted
rate of 20 percént. And because the justification for overrides is
poorly documented, NCCD cannot determine whether overrides have
been improperly used. The amount of information' available suggests
that Departmental criteria are responsible for most upward
overrides during initial classification for both males and females,
and management restrictions account for a quarter of upward
overrides at reclassification for male inmates. There are more
overrides applied to female inmates than male and the primary
reason is also Departmental criteria.

| The issue of overrides has té be resolved before the current
instrument can be meaningfully revised. The purpose of an
objective classification system is to minimize subjective biases
and arbitrary decisions-making during the classification process,
and IDOC’s frequent use of overrides, regardless of reasons, will

defeat this very purpose.
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RECOMMENDATIONS

1.

To prevent over-classification of women inmates, IDOC should
adjust Section III of the female classification instrument:
the scale for recommending either a reduction, no change, or
an increase in security level should be expanded as indicated
in Table 3. '

The OIS Classification Data Base need to be modified so that
the precise reasons for overrides are documented. Although
preliminary st2ps have been taken by IDOC to eracicate this
problem, this modification needs to be .implemented as.soon as’
possible.

Once the basis for the Department’s excessive use of overrides
is assessed,  steps should be taken by the IDOC to determine
whether overrides are being used in an appropriate manner.

A needs assessment form is required to document properly the
unique needs of both male and female inmates (Appendix III).

The siting of any new female prisons should be done to
increase visits between inmates and their children.
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APPENDIX II

INDIANA FEMALE CLASSIFICATION — SUPPLEMENTAL CODESHEET

1. Inmate’s Name ‘ : 2. Number, 3. Race
4. Sex___ 5. Facility 6. DOB 7. Marital Status ;
RESIDING WITH cUsTODY .
SEX  # OF VISITS (RELATIONSHIP RIGHTS CHILD'S FATHER'S LOCATION
~ AGE M/F  PER MONTH TO MOTHER) CITY/STATE TERM? FATHER CITY/STATE

. ) )

2,

3.

4,

5.

Y/N

8. Was Inmate Pregnant Within 6 Months Of Admission To Prison?

9. Did Inmate Experience Aborticn Within 6 Months Of Admission To Prison?

10. History Of Sex Abuse As A Juvenile?

11. If Yes To #10, Was Abuse Incest?

12. If Yes To #10, Was Abuse Rape?

13.  History Of Sex Abuse As An Adult? —_— -‘l
14, Since Incargerated, Who Have Been Your Primary Visitors? (List Name and Relationship)
15.  History Of Physical Abuse? 3

a. : i d.
b. _ ' ‘ e. '
c. f.
16. Is Thers Anyone You Would Like To Have Visit You But Have Been Unable To Do So?
Name ‘ Relationship Reason For No Visit :

a. '

b.

® ; | ®




RPFENULA L1

5334 Indiana Government Center South

INDIANA DEPARTMENT OF CORRECTION o . Washington St

Indianapolis, IN 46204

R (317) 232-5715
_'fu"“. 'ﬁ-“n"l:
U Vs .‘.:, —
TO: Thuc Van Phan, Senior System Analyst
. 'OIS Project Manager
FROM: . Randall Short, Analyst
Classification Division
DATE: May 11, 1993
RE: Offender Information System (OIS) Modifications

As a follow up to our conversation on April 28, 1993, we are
requesting the following modifications to the classification
screens in the Offender Information System.

1. Allow the use of a numeric code 1-8 instead of "X" in
the "basis for new designation" - criteria field.

2. Modification. o the "basis for new desigisation to allow
only one option score, criteria, time restrlctlon or
management to be entered ¢

[}

We are also requesting the development of two (2) additional

classification reports..

1.”7" An on-demand report which would provide raw and
percentile data of the number of offenders in each
criteria category. Raw and percentage totals of

" offenders at each facility and raw and percentage
- totals for each security level for the entire
department.

2. ‘A cycle report (daily) which would select and list
offenders of a specified criteria category at a
specific facility.

We are requesting a approximate Completion date on these .
modifications. If you have additional questions please contact
this office. : 3

cc: Mr. Norman G. Owens, Director
Classification Division
Mr. Robert Hughes, Director
Information Management Services
Mr. James Wynn, Supervisor of Offender Placement
Classification Division
File

An Equal Opportunity Employer |

> mem mhemteme w—- g e
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"page 2

~

E334 Indiana Government Center Soutt *

l INDIANA DEPARTMENT OF CORRECTION Ity

(3173 232-5715

ATTACHMENTS:

The following is .a listing of criteria categories.

."10

Active warrants, detainers or pending charges extending
beyond the offenders Earliest Possible Release Date.
Includes Parole Violators who have not appeared before
the Parole Board.

Escape - significant escape hlstory in past four (4)
years, or current commitment for escape. Includes
documented Abscond;ng from probation or parole.
Vlolent Offenses - as deflned in current crlterla.
Sex Offenses - as deflped in current crlterla.

Disciﬁlinary Transfer - history of disciplinary
transfers during the previous two (2) years.

"Conduct Adjustment Board Actions -~ Class A conduct

reports guilty findings in the past twelve (12) months,
and Class B conduct report guilty finding in the past
six (6) months.

DR e S

Medical Status COdes.

Multiple Life Sentences.

CLASS & FTeiomits

An Equal Oppertunity Employer
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'4PPENDIX IV

NAME

i se st me w amems o saassBIAIN b W WAINNEL L IUN

NEEDS ASSESSMENT FORM

DOC NUMBER

DATE

FACILITY

COMPLETED BY

DOB

1.

SUBSTANCE ABUSE; )

0 =. Ne alcohol consumption or limited use in social situations. No illicit drug use.

1= Use of alcohol predommant in most social and private situations. Expenmentatnon
and/or recreational use of iliegal drugs or abuse of prescription drugs.

2 = Heavy use of alcohel/illegal substances and/or criminai behavnor involving substance
abuse.

EDUCATION:

0= Has attained GED or High School diploma.

1= Literacy skills at sixth grade level or hlgher but has not attained High School Diploma
"or GED.

2= fliterate or literacy skills below the sixth grade level.

VOCATION:

0= Maintained employment with marketable skills.

1= May have some work skills.

2= Unstable or no employment with no marketable skills.

EMOTIONAL STABILITY:
= Maintains emotlonal stability with appropriate life skills.
= Experiencing minor emotional ditficulties due to inadequate life skills.
= Poor emotional stability requiring psychological/psychiatric evaluation and treatment.

= No history of physical violence

= Involvement in act(s) which resulted in bodily injury to others.

= Involvement in act(s) which have caused serious bodily injury/death to others or a
lengthy history of acting out physicaily.

o
1
2
VIOLENT BEHAVIOR:
0
1
2

PHYSICAL ABUSE: - .

0
1
"2

0= No history of being physxcally abused.

1= The victim of an isolated incident of physical abuse which may or may not present
an emotiona! conflict.

2 = The victim of physical abuse occurring on multiple occasions.

SEXUAL BEHAVIOR:

0= No history of inappropriate/illegal sexual behavior.

1= Non-predatory sexual behavior such as prostitution or promiscuous activity that may

be dangeious to hezlth,

2 = Invoivement in predatory sexual behavior by use of force, weapons or threats. Also
includes all sexual offenses with minors.
PARENT
= No indication of parenting needs.
= Any reported evidence of parenting skill needs.
= Any documented record of inadequate parenting skills including but not limited to

criminal convictions for neglect or abuse.

SEXUAL ABUSE: :

0= No history of being sexually abused.
2 = The victim of sexual abuse as an adult or child.






