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The Missing I ntercept:

From Lived Experienceto Lived Expertise - The Case for Justice Peers

By Helen “ Skip” Skipper, CPS, MA
Executive Director,

NY C Justice Peer Initiative

Vice Chair, NYC Board of Correction

behavioral health crisis can be-
come a 911 call, which can then
become police contact. Police
contact can become arrest or,
in some cases, death. Arrest can become
detention, which interrupts medication,
housing, employment, treatment, family
connection, social supports, and recovery.
When all is said and done, release can re-
turn a person to the same conditions that
helped create the crisisin the first place.

We often describe behaviora health and
the criminal legal system as two separate
systems that sometimes intersect. For far
too many people like me, they are not sep-
arate at all. They are experienced as one
continuous revolving door — a hamster
wheel if you will!

My work has placed me at this inter-
section from multiple vantage points—as
a peer professional, criminologist, work-
force developer, organizational leader, and
participant in jail oversight and systems

change agent. Those perspectives have
taught me something no flowchart can ful-
ly capture: when systems collide, people
need more than another referral, another
assessment, or another casefile.

They need a credible human bridge. That

bridge now has a name: The Justice Peer.

We Have Mapped the I ntercepts.
Now We Must Staff the Gaps.

The Substance Abuse and Mental

Diversion | s Prevention:

Health ServicesAdministration’s (SAMH-
SA) Sequential Intercept Model maps six
points at which people with mental health
and substance use challenges can be di-
verted from deeper criminal legal system
involvement—from community services
and crisis response, through law enforce-
ment, courts and jails, reentry, and com-
munity corrections (supervision) (SAMH-
SA, n.d.). The model uses communities as
resource navigators identifying resources
and gaps. | believe one of the most import-
ant gapsisrelational.

A person may meet a crisisworker at In-
tercept 0, a police officer at Intercept 1, a
court clinician at Intercept 2, correctional
staff at Intercept 3, a reentry speciaist at
Intercept 4, and a probation or parole of-
ficer at Intercept 5. Each professional may
be competent and mean well. Yet the per-
son moving through those systems can still
experience isolation, exclusion, fragmen-
tation, distrust, repeated retelling of trau-
ma, and the feeling that decisions are hap-
pening around them rather than with them.

Imagine instead that trained Justice
Peers were intentionally embedded across

see Missing I ntercept on page 29

How New York |s Supporting Mental Health Around the L egal System

By Dr. Ann M. Sullivan
Commissioner
NY State Office of Mental Health (OMH)

eall deal with mental health

challenges in our lives. In

New York State, we are do-

ing everything in our power
to guarantee that nobody has to face these
challenges alone by expanding communi-
ty-based services, supporting individuals
during all stages of life, and promoting
sustained recovery. For those who are in-
volved in the criminal legal system, such
efforts are even more essential. Thanks
to specialized intensive services and a
variety of diversion initiatives, we can of-
ten address justice-involved individuals
mental health needsin a safe and support-
ive setting.

Diverting individuals from the criminal
justice system begins with ensuring ac-
cess to a wide array of behavioral health
treatment and services and the availabili-
ty of targeted diversion services for those
individuals who intersect with the lega
system. This article will focus on our ef-

forts to expand the capacity of commu-
nity-based services, strengthen diversion
programs, and maintain the availability of
forensic programs with a goal of assisting
individuals in successfully maintaining

their community tenure. We have consis-
tently seen that well-timed interventions,
diversion initiatives, and ongoing links to
tailored care can minimize the need for law
enforcement interaction, arrest, and incar-

ceration when someone is experiencing
mental health challenges.

Behavioral Health News readers are
likely familiar with some of the OMH pro-
grams that offer flexible, individualized
support and care to individuals navigat-
ing vulnerable periods in their recovery
journey. Thanks to the tremendous invest-
ments of Governor Hochul, we continue
to expand the capacity of these communi-
ty-based services. One such program is In-
tensive and Sustained Engagement Teams
(INSET), a voluntary, peer-led, communi-
ty-based engagement approach designed to
support adults who have been historically
marginalized, underserved, or unserved by
the traditional mental health system. This
247 program also supports people who
are at risk of involuntary treatment, hospi-
talization, or involvement in the criminal
legal system. Building on this foundation,
the new Forensic INSET (F-INSET) pro-
gram uses the INSET approach while add-
ing critical enhancements to support peo-
ple impacted by the forensic mental health
or criminal legal system. Both INSET and

see New York on page 30
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Preventing Forensic | nvolvement Through Continuous Care

By Laura Savino, LCSW-R
Senior VP of Care Management
Institute for Community Living

hen our behaviora health,
housing, and socia service
systems are unable to ade-
guately meet the needs of
people with serious mental health challeng-
es, those individuals too often find their
way into the crimina justice system with-
out the treatment and support they need.

The path to incarceration often begins
with months or years of instability, repeat-
ed hospitalizations, difficulty engaging in
traditional treatment, or gaps between lev-
els of care. When the right support is not
available at the right time, a behavioral
health crisis can escalate into a 911 call, a
police encounter, and, ultimately, an arrest.

In New York and other municipalities
acrossthe country, thereisan ongoing effort
to respond to 911 callsinvolving behavioral
health crises with services instead of cuffs,
but those efforts, | believe, cometoo late.

If we want to reduce the number of peo-
ple with serious mental health challenges
encountering law enforcement and the
criminal justice system, we need to pay
much more attention to what happens be-
fore that encounter. We also need to pay
attention to what happens after someone
becomes stable following acrisis.

At the Indtitute for Community Living
(ICL), | oversee Assertive Community
Trestment (ACT), Intensive Mobile Tresat-
ment (IMT), and Step-down Treatment En-
sures Personal Success (STEPS), among
other community-based programs. Over-
seeing these programs has given me a close
view of the work our staff does every day
and theimportance of having different levels
of care available as peopl€'s needs change.

No single program can prevent every cri-
sis or instance of justice involvement. But
when the continuum of care is strong, we
have more opportunities to reach people
before a crisis escalates, provide intensive
treatment in the community, and help them
maintain stability as their needs change.

Reaching People Others Cannot

For some people with the most complex
behavioral health needs that have gone un-
addressed for years, the first challenge is
establishing a connection to care. Two in-
tensive care models help reach this popula-
tionin New York: the City’s IMT program
and the State’'s ACT program. Thousands
of New Yorkers need thislevel of care.

Our 13 IMT and ACT teams bring multi-
disciplinary behavioral health care directly
into the community, reducing the need for
people with serious mental health chal-
lenges to navigate multiple offices, provid-
ers, and systems on their own.

The funding models for these programs
allow us to provide ongoing support with-
out an arbitrary cutoff date. IMT teams
maintain smaller casel oads, allowing them
to provide the most intensive level of
community-based care and support, while
ACT teams provide similarly compre-
hensive care at a lower level of intensity.
Staff work with people wherever they are

Institute for Community Living staffersand participants
inside |CL’s East New York HUB. Photo courtesy of ICL.

— in hospitals, shelters, apartments, coffee
shops, parks, or on the street — and can
continue supporting them for years astheir
needs change. After hours, people can ac-
cess their team via an emergency on-call
phone for additional support. This flexibil-
ity helps connect people not only to behav-
iora health treatment and medication, but
also to physical hedlth care, food, family
connections, public benefits, clothing, and
other essential supports.

But one of the most important things we
provide istime.

Many people we serve through IMT and
ACT have experienced trauma and diffi-
cult interactions with institutions. Police
encounters, incarceration, involuntary hos-
pitalization, and years of difficult experi-
ences navigating systems can make some-
one understandably reluctant to trust yet
another person offering help.

IMT gives our teams the flexibility to
start by building a relationship with the
person in our care. Sometimes that process
takes weeks. Sometimes it takes months or
even years.

That persistence matters. Once we estab-
lish arelationship, we can provide the care
a person needs and help them rebuild their
lives. As aresult, people in IMT and ACT
experience greater stability, while IMT
data also show reduced justice-system in-
volvement.

According to New York City Department
of Health and Mental Hygiene data from
2025, jail admissions among IMT partici-
pants declined from 18% in the year before
enrollment to 13% in their most recent year
in the program, while the percentage who
were stably housed increased from 38% in
their first year of IMT to 61% in their most
recent year. |CL's 2025 datasimilarly show
that 74% of ACT participants avoided re-
cent psychiatric emergency room visitsand
77% adhered to their medication.

But even effective programs like ACT
and IMT cannot fulfill that role if people
cannot access them. Today, approximately
1,300 New Yorkersareonwaitlistsfor ACT
or IMT services. At the same time, some
people enrolled in these intensive programs
have become stable enough that they no
longer require the same level of support.

For years, there was nowhere appropri-

ate for many of them to go next.

The result was a bottleneck: people who
had stabilized remained in intensive ser-
vices because stepping down could mean
losing too much support, while people with
more acute needs remained on waitlists.

The Missing Step

ICL created STEPS in 2023 to fill that
gap. STEPS supports people transitioning
from ACT and IMT who have achieved
greater stability but are not yet ready for
traditional outpatient care. The level of
support changes, but their connection to
care does not.

That distinctioniscritical. Becoming more
stable should not mean suddenly losing the
services that helped someone get there.

We have seen promising results. During
their time in STEPS, 97% of participants
were housed, 89% were not hospitalized,
and 86% did not visit an emergency room.
And, remarkably, 100% avoided incarcera-
tion while participating in the program.

STEPS alows people who no longer
need the intensity of ACT or IMT to move
forward while creating capacity for others
who urgently need those services. New
York City recently invested $4.5 million to
expand the model citywide.

STEPS has allowed us to expand the be-
havioral health continuum so people have
somewhere appropriate to go astheir needs
evolve.

STEPS is just one example. Because re-
covery is not linear, we need more types
of “right-sized” interventions available
to meet peopl€e’s evolving needs and help
them remain stable.

Before the Justice System Intervenes

Conversations about behavioral health
and the criminal justice system often focus
on moments of crisis: What happens when
police respond to someone experiencing
psychiatric distress? How can we divert
people from jail? What services are avail-
able when someone returns to the commu-
nity after incarceration?

Those questions are critical. But in my
work, | have learned to ask another set of
questions.

What happened in the weeks, months, or
years before someone reached that point?
Could they access intensive community
treatment when they needed it? Was there
a team willing to spend months building
trust? Did someone help them maintain
housing, connect with a doctor, or navigate
benefits? And when they became more sta-
ble, was there somewhere for them to go
without losing support altogether?

Community-based behavioral health
care cannot eliminate every interaction
with the criminal justice system.

But too often, jails become places where
behavioral health needs are parked. That
can be more disruptive and traumatic, fur-
ther destabilizing someone in crisis.

We can do better by investing earlier and
staying involved longer.

Our experienceat | CL has shown methat
this requires a continuum. IMT gives us
the time and flexibility to build trust with
people traditional systems have struggled
to reach. ACT provides intensive treatment
where people live their lives. And STEPS
allows people who have achieved greater
stability to move forward without asking
them to navigate recovery aone.

These are different levels of support
for different moments in a person’s life.
Together, they reinforce a larger lesson:
reducing unnecessary justice involvement
cannot be the responsibility of the justice
system alone.

Sometimes, one of the most meaningful
ways to keep someone from entering the
criminal justice system is to make sure the
behavioral health system never loses them
in the first place.

Laura Savino, LCSW-R

Laura Savino, LCSA-R, is Senior Vice
President of Care Management at Institute
for Community Living (ICL). For morein-
formation, email laura.savino@iclinc.net
or visiticlinc.org.
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Financial Stability: Building Practical Infrastructure for Reentry

By Wendy Molyneux, M SW
Certified Financial Social Worker
Whole Person Finance

est completes a 90-day residential
reatment program with a job inter-
iew set up for the coming week and
a probation meeting he cannot miss.
He also leaves with thousands of dollars
in outstanding lega financial obligations
(LFOs), a suspended driver’'s license re-
lated to unpaid fees, and no dependable
way to get to the interview or the meeting.
Clinically, heisdoing everything right. Fi-
nancially, he is already behind. That gap
can place recovery and reentry at risk.
James's story reflects a widespread, sys-
temic hurdle faced by individuals navigat-
ing behavioral health recovery aongside
justice involvement. Reentry planning al-
ready addresses employment, transporta-
tion, housing, and legal and financial con-
cerns, usualy as separate areas of need.
The opportunity is to go one practical step
further: to recognize when the combined
cost of legal obligations and basic reentry
needs could destabilize someone's transi-
tion, and to connect them with appropri-
ate support before a manageable problem
becomes a crisis. Financial strain deserves
recognition as a recovery and reentry risk
in its own right, not as a downstream con-
cern to clinical work. Financia stability is
not adjacent to recovery. It is part of it.

The Weight of Legal
Financial Obligations

Court costs, restitution, and fines, as
well as fees for supervision, monitoring,
or drug testing, can impose heavy burdens
on people with limited income (Harper et
al., 2021). LFOs may bear little relation-
ship to someone’s capacity to pay. In some
jurisdictions, these obligations can accrue
late penalties and interest. Yet depend-
ing on local law and the terms of super-

vision, failure to pay can bring enforce-
ment actions, driver’s license suspension,
probation term extension, or even a new
violation. What starts as a single finan-
cial obligation can spiral into a “poverty
trap” (Lindenfeld & Rouhani, 2026) that
follows a person long after the immediate
behavioral health and legal issues have
passed. An individual can complete ev-
ery clinical requirement of their treatment
plan and still face a fraught, vulnerable
future.

The Cost of Coming Back

Reentry involvesits own set of expenses
that may not be fully anticipated in atreat-
ment or discharge plan. Transportation for
treatment and support sessions, court dates,
and probation appointments is an ongoing
expense that can derail an otherwise solid
recovery. A skipped appointment because
of abroken-down car or alack of busfare
can trigger scrutiny, sanctions, or a viola-
tion process, depending on local practices
and supervision conditions. Housing cre-
ates a similar bind. Affordable housing is
hard to find for anyone, but many options
exclude people with justice histories out-
right, further limiting the available supply.
Renting also typically requires upfront
costs, such as deposits and application
fees, that many people leaving incarcera-
tion or residential treatment simply cannot
afford.

Medica and treatment costs require fi-
nancial means as well. Insurance coverage
can lapse during incarceration, leaving
a gap precisely when continuity of care
matters most. Federal policy has moved
toward requiring states to suspend rather
than terminate Medicaid dligibility during
incarceration (Congressional Research
Service, 2024), but reactivation processes
still vary and may be hard to navigate. For
someone rebuilding alife with almost

see Financial Stability on page 31
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The Role of CCBHCsin Reducing Incarceration

Veronica Richardson, MHA, RHIA,
CHPS, CHC,

Senior Compliance Consultant
First Class Solutions, Inc.

r decades, jails and prisons have
functioned as the nation’s largest,
and least appropriate, providers of
mental health and substance use

treatment. People with untreated serious
mental illness (SMI) and substance use
disorders (SUD) often move repeatedly
through arrest, incarceration, release, and
re-arrest — a cycle driven by the absence
of consistent, community-based treatment
that could interrupt this pattern. The Cer-
tified Community Behavioral Health Clin-
ic (CCBHC) model was designed in part to
change that trajectory, and agrowing body
of evidence suggestsit isworking.

What IsaCCBHC?

CCBHCs are community behaviora
health organizations that receive enhanced,
cost-based Medicaid reimbursement or
federal grant funding in exchange for
meeting rigorous federal standards. Un-
like traditional community mental health
centers, CCBHCs are required to provide
adefined scope of nine core services— in-
cluding 24/7 crisis services — to anyone
who walks through the door, regardless of
ability to pay, insurance status, or age.

That “no wrong door” mandate matters
enormoudly for justice-involved popula-
tions, who are disproportionately unin-
sured, underinsured, or experiencing in-
consistent coverage. The CCBHC model
has grown rapidly, from an eight-state
demonstration to more than 500 clinics
across 46 states.! As the model expands,
its accessibility and coordination require-
ments have become increasingly important
for justice-system partners seeking alterna-
tivesto arrest and detention.

The Justice System
Connection Is Built Into the Model

Justice system collaboration isn't a pe-
ripheral benefit of the CCBHC moddl;
it's a structural requirement. CCBHCs are
required to work with law enforcement
agencies and other criminal justice part-
ners specifically to help reduce incarcera-
tion, and the data on engagement reflects
that mandate. Recent National Council for
Mental Wellbeing impact reporting found

that CCBHCs frequently focus their out-
reach on people involved in, or at risk of
entering, the criminal justice system; near-
ly 81 percent report specialized program-
ming for this group. This emphasis reflects
recognition of the substantial behavioral
health needs within justice-involved pop-
ulations and a deliberate effort to expand
access, reduce barriers, and strengthen
connectionsto care.!

This engagement spans the full Sequen-
tia Intercept Model (SIM), the framework
used across the justice field to map oppor-
tunities for diverting people with behavior-
a health needs away from deeper system
involvement:?

e Intercept 0 (Community Services):
CCBHCs participate in mobile crisis
response or co-response with law en-
forcement, giving 911 systems and 988
crisislines an aternative to apolice-on-

ly response.

e Intercept 1 (Law Enforcement):
CCBHCs can engage in co-response
efforts with law enforcement and many
train law enforcement and corrections
officers in Mental Health First Aid, Cri-
sisIntervention Team practices, or other
behavioral health awareness curricula,
building the skills officers need to de-es-
calate and redirect rather than arrest.

see Role of CCBHCs on page 32
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From Juvenile Hall to Clinical Care;

De-Escalating Youth Trauma T hrough Deflection Pathways

By Jod K. Johnson, MEd
President and CEO

Treatment Alternatives for
Stronger Communities (TASC)

ommunities increasingly seek

preventive aternatives to juve-

nile detention. Seven in 10 jus-

tice-involved youths meet the
criteria for a mental health disorder (Di-
erkhising et al., 2013). For these young
people, juvenile detention centers too of-
ten act astraumatic accelerantsrather than
places of rehabilitation.

Behaviora health professionals and jus-
tice system administrators must understand
the critical difference between diversion
and deflection — and why the latter is es-
sential for de-escalating youth trauma.

» Traditional Diversion: Occurs after
the formal filing of charges and, in the
case of youth, after the filing of a pe-
tition. It provides an aternative to in-
carceration, but till subjects a young
person to an arrest and the initial stages
of the legal process.

* Youth Deflection: Occurs before
charges are filed. It is an intervention
designed for situations where an arrest
might have otherwise occurred, allow-

ing the youth to bypass booking, pro-
cessing, and an arrest record entirely. In
deflection, an arrest might occur, but no
charges or court petition are filed. The
act of arrest itself, while not required
for deflection, does not prevent Deflec-
tion from occurring.

By intervening earlier, we can connect
youth to clinical services without wait-

ing for the court process, preventing them
from reaching a crisis point or bearing the
collateral damage of an arrest record.

The Traumatic Toll of the Justice System

Exposure to arrest, detention, and pro-
cessing inherently adds trauma to a young
person’s life. For adolescents with under-
lying behavioral health conditions, being

handcuffed and placed in a carceral setting
— even temporarily — can cause severe
anxiety, trigger manic episodes, and exac-
erbate existing symptomatol ogy.

Deflection actively preserves mental
well-being by engaging individuals in the
community and de-escalating situations
that might otherwise result in substance
use or worsening mental health.

The evidence supporting this approach
is compelling. For example, an R Street
Institute policy paper (Seacrest, 2024)
noted that even a short period of juvenile
detention is associated with a 31% de-
crease in high school graduation rates and
a25% increasein adult arrests. Deflecting
young people away from these encounters
drastically increases their odds of stability
and success.

“Deep End” Systems:
Coordinating Cross-System Youth Care

Adults often struggle within the base-
line adult deflection handoff from law
enforcement to a clinic. For minors, this
framework is simply inappropriate. Legal-
ly or clinically, youths cannot be treated in
isolation. Family dynamics are complex.
Often, a young person is simultaneously
involved with criminal courts, dependency

see Youth Trauma on page 33
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The Director Who Was Oncethelntake:

What Justice-Involved Clients Taught Me from Both Sides of the Desk

By Jeffrey T. Crick, MA-HSC, MMHC-
BC, CpastC, CCLC

Founder

ReDefined Mission

have occupied three chairs in the be-

havioral heath system's relationship

with justice-involved people: the cli-

ent in the residential program with a
record behind him, the counselor across
the desk, and the director deciding who
gets the bed. Most practitioners spend a
career in one of those chairs. Having sat
inall three, | have cometo believe the sys-
tem's biggest failures with this population
arenot clinical. They arerelational — and
they are correctable.

My road into the field was the long way.
Addiction, homelessness, time behind
bars, treatment. Then a rescue mission,
where | assisted in the development and
oversight of a high-capacity residential
program in a homeless ministry capacity,
and later directed a high-capacity, long-
term residential recovery program. | am
a master’s-level human service counselor
now, practicing in addiction treatment and
teaching at the college level. In December
2024, the Governor of Tennessee signed a
full pardon with my name onit. The record
did not vanish — the pages are till on file
— but the verdict is newer than the record.

That sentence, | have learned, is roughly
how recovery works too.

The scale of the population we are dis-
cussing is not margina. An estimated 65
percent of the United States prison popu-
lation has an active substance use disorder
(National Ingtitute on Drug Abuse, 2020).
These are not two systems with an overlap;
they are, to alarge degree, one population
passing between two doors. What happens

at the seam between those doors is lethal:
in the first two weeks after release, former
inmates face a risk of drug overdose death
many times that of the general population
(Binswanger et al., 2007). The intake ap-
pointment a justice-involved client attends
— or misses — in those first weeks is not
an administrative event. It is frequently the
highest-stakes clinical encounter that per-
son will ever have.

What the client’s chair taught me:
shame suppresses engagement before
treatment begins. When | sat in the in-
teke chair, every form, every look, and
every tone told me whether this program
saw a person or a record. Research bears
out what | felt: shame-proneness predicts
worse substance use outcomes, while its
cousin, guilt — responsibility for an act
rather than condemnation of the self —
predicts better ones (Dearing, Stuewig, &
Tangney, 2005). Programs routinely con-
fuse the two. An approach that leads with
the record — the conditions, the viola-
tions, the “accountability” framing before
any alliance exists — activates precisely
the self-condemnation that drives conceal-
ment, and concealment is the enemy of
every clinical goal we have. The practical
correction costs nothing: sequence dignity
before documentation. Learn the person’s
name and story before the file's. The file
will till be there.

What the counselor’s chair taught
me: retention is relational before it is
programmatic. In residential treatment,
length of stay is among the most reliable
predictors of post-treatment outcome, and
what keeps a person in the building long
enough to benefit is less the curriculum
than the community and the alliance (De

see Both Sides on page 35
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A Trauma-I nformed Approach to Justice-l nvolved Veterans

By Michael Conroy, LM SW

Team L eader, Supportive Services for
Veteran Families (SSVF) Program
Servicesfor the Under Served (S:US)

r many veterans, justice involve-
ment does not happen in isolation
fromtheir lifeexperiences. Trauma
can shape how a person responds

to stress, authority, relationships, and sup-
port, and for some veterans, those experi-
ences may be connected to post-traumatic
stress disorder (PTSD). PTSD can develop
after atraumatic event and may include in-
trusion or re-experiencing, avoidance, neg-
ative changes in mood and thinking, and
heightened arousal or reactivity. Among
veterans, lifetime probable PTSD has been
found in 8.0% of veterans, compared with
an estimated 6.4%-6.8% of the general
U.S. population.? These traumatic experi-
ences may include combat, military sexual
trauma (MST), physical injuries, loss, or
challenges associated with the transition
from military to civilian life. Research
has also identified a strong association
between justice involvement and PTSD,
underscoring the importance of expanding
behavioral health support for justice-in-
volved veterans.®4

Why Trauma-Informed Care Matters

Traumarinformed care acknowledges the

impact trauma can have on behavior, rela-
tionships, engagement, and well-being by
focusing on safety, trust, collaboration, em-
powerment, and freedom of choice. Justice
involvement, by contrast, often includes
stress, authority, and circumstances that
may feel threatening or unsafe. For profes-
sionals working with justice-involved vet-
erans, trauma-informed care can be used as
auniversal precaution, meaning it assumes
traumamay be present even when it has not
been disclosed, to assist veterans who have
experienced traumatic events.:®

Accountability and
Trauma-Informed Care

Trauma-informed care does not excuse
crimina behavior or eliminate account-
ability. Rather, it can provide a framework
for approaching justice-involved veterans
in away that recognizes the impact of trau-
ma while maintaining accountability. This
approach can support pathways to resolu-
tion that include treatment, rehabilitation,
and community inclusion.*s

Veterans Treatment Courts
and VA Support

Veterans Treatment Court (VTC) is a
court-based intervention established in
2008 to provide judicial oversight, ac-
countability, treatment, and veteran-spe-
cific support to justice-involved veterans.
VTCs assess veterans and connect them
with mental health treatment, substance
use treatment, medical care, housing, em-
ployment, peer support, and case man-
agement services. Their multidisciplinary
structure, which may include judges, attor-
neys, treatment providers, Veterans Affairs
(VA) personnel, and community-based
organizations, alows VTCs to balance
accountability with treatment and address
behavioral health and social needsin ways
that align with trauma-informed care.®

Veterans Justice Outreach (VJO), estab-
lished in 2009, is a VA program designed
to support justice-involved veterans by
facilitating access to VA hedthcare and
other services. VJO staff coordinate with
courts, jails, law enforcement, and commu-
nity programs to engage veterans and as-
sess their individual needs. Unlike VTCs,
which provide court-based intervention
and judicia oversight, VJO extends VA
support across multiple stages of justice
involvement, including interactions with
courts, jails, and law enforcement.”

The work of VTCs, VJO, the VA, and
community partners demonstrates the val-
ue of connecting justice-involved veterans
with behavioral health and social services
through a traumainformed approach.
Trauma-informed care can help establish
trust, increase the likelihood of self-disclo-
sure and openness, and bolster confidence
and resilience among justice-involved
veterans, potentially supporting stronger

treatment engagement and broader ac-
cess to care.r® Research on VTC partici-
pants has also identified improvements in
housing and receipt of VA benefits, while
demonstrating the continued importance
of addressing criminal justice outcomes
alongside other areas of stahility.®

Barriers to Access

However, not every justice-involved
veteran will have access to VTC, VJO,
or specialized behavioral health services.
Availability can vary by location, individ-
ual circumstances, and the nature of the
offense connected to their justice involve-
ment.* It can also be difficult to identify
veterans who do not wish to self-disclose
because of shame, guilt, or other stigmas
associated with justice involvement. Vet-
erans may not disclose a PTSD diagnosis
or, in some cases, may never disclose their
symptoms and remain undiagnosed.®4

These limitations highlight the impor-
tance of a broader trauma-informed ap-
proach that extends beyond speciaized
programs and individual points of con-
tact within the justice system. Trauma-in-
formed care is not a single treatment or
intervention; it is an ongoing approach that
can be applied across settings and adapt-
ed to the needs of the individuals being
supported. For justice-involved veterans,
this creates an opportunity for community
organizations working directly with veter-
ans to recognize potential trauma-related
needs, build trust, and connect veterans
with appropriate behavioral health and
community resources.

How S:US Supports Veterans

Community-based organizations also
play acritica role in extending trauma-in-
formed support beyond the courtroom and
into the daily work of housing stahility.
At Services for the UnderServed (S:US),
we help the most vulnerable New Yorkers
build healthy, stable, and fulfilling lives
— starting with a safe place to call home.
Through our Supportive Services for Vet-
eran Families (SSVF) program, we extend
this mission to veterans and their families
experiencing housing instability. S;US is
among the largest providers of servicesto
veterans, having served more than 7,500
veteran households across New York City
and Long Island since the program’sincep-
tionin 2012.

Our program is composed of a diverse
group of highly specialized service co-
ordinators, outreach specialists, housing
specialists, and veteran peer navigators,
allowing us to address the individua
needs of veterans through a coordinated
and comprehensive approach. Our staff
work collaboratively to identify barriers
to housing stability, connect veterans with
appropriate resources, and help navigate
systems that may otherwise be difficult
to access. This individualized and collab-
orative approach is particularly important
when working with veterans who may
have experienced trauma.

At S.US, our commitment to trauma-in-
formed care extends beyond individual

see Veterans on page 38
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Community I ntegration, Economic Security, and the Promise of Olmstead

By Nicole Willner
Executive Director
New York Integrated Network (NYIN)

rue economic security for indi-

viduals with intellectual and de-

velopmental disabilitiesis shaped

by whether individuals have
meaningful opportunities to work, earn
income, build relationships, make choices,
and participate fully in their communities.
Financial planning and economic secu-
rity for individuals with developmental
disabilities and their families extend far
beyond benefits planning, special needs
trusts, or long-term financial tools.

The New York Integrated Network
(NYIN) is a regional network of not-for-
profit organizations supporting individuals
with intellectual and developmenta dis-
abilities and their families. Collectively,
NYIN member organizations serve ap-
proximately 12% of New York State's de-
velopmental disability population, giving
the network a significant perspective on
the opportunities and challenges facing
individuals, families, and providers. Ev-
ery day, our members see the connection
between meaningful community inclusion,
greater independence, and long-term eco-
nomic security.

For more than twenty-five years, the
Supreme Court’s decision in Olmstead v.
L.C. has been a major affirmation of na-
tional disability rights policy. In its 1999
decision, the U.S. Supreme Court held that
the unjustified segregation of individuals
with disabilities can constitute discrimina-
tion under Title Il of the Americans with
Disabilities Act (ADA). The Court recog-
nized that public entities are required to
provide community-based services when
such services are appropriate, individuals
do not oppose community-based treat-
ment, and the placement can be reasonably
accommodated, considering available re-
sources and the needs of others receiving
disability services.

Recent developments at the federal level
have renewed debate over the scope of that
obligation. In a June 18, 2026, memoran-
dum, the Department of Justice’s Office of
Legal Counsel (OLC), responding to are-
guest from the White House Counsel’s Of -
fice, concluded that neither Title I of the
ADA nor Section 504 of the Rehabilitation
Act imposes a broad integration mandate
on states. The memorandum states that
Olmstead's holding was narrow, acknow!-
edges that its interpretation is “out of step
with the common understanding” of the
decision in federal courts, and argues that
institutional treatment is not discriminato-
ry when a state has a “nonarbitrary ratio-
nale” for choosing it. It further concludes
that the existing Health & Human Services
(HHS) and Department of Justice (DOJ)
integration-mandate regulations exceed
the agencies statutory authority and states
that the agencies can rescind those regula-
tions and related guidance. These are not
merely technical distinctions: they could
lower the federal government’s standard
for challenging unnecessary segregation
and weaken the enforcement framework
that has supported community living for

decades. Importantly, however, Olmstead
remains binding Supreme Court prece-
dent, and a memorandum cannot itself re-
scind existing regulations or overturn the
Court’s decision.

For individuals with developmental
disabilities and their families, the stakes
extend well beyond legal interpretation.
Community integration is not simply a
location. It is a lived experience. A fully
integrated life means having meaningful
choice over where and with whom to live,
opportunities for competitive integrated
employment, relationships and natural
supports beyond paid service systems, and
the ability to participate and contribute as a
member of the broader community.

These opportunities are also fundamen-
tal to economic security.

Community inclusion can create path-
ways to competitive employment; employ-
ment creates opportunities to earn income,
develop skills, build financial indepen-
dence, and establish long-term stability.
Work aso expands socia networks and
creates relationships and opportunities that
extend beyond disability service systems.
For families, greater independence can re-
duce some of the financial and caregiving
pressures that affect parents’ and caregiv-
ers own employment, savings, and retire-
ment planning.

The employment gap facing people
with disabilities demonstrates why this
connection deserves greater attention. In
2025, 38.1 percent of working-age peo-
ple with disabilities, ages 1664, were
employed, compared with 74.8 percent of
working-age people without disabilities.
Among this same age group, the unem-
ployment rate was 8.8 percent for peo-
ple with disabilities, compared with 4.1
percent for people without disabilities.
These disparities illustrate that closing
the disability employment gap is not sim-
ply a workforce objective. It is an eco-
nomic-security imperative for individuals
and families.

Conversely, limited access to employ-
ment and meaningful community par-
ticipation can reinforce dependence and
restrict lifelong economic opportunities.
This is why sustained investment in the
direct support workforce, affordable and

accessible housing, transportation, behav-
ioral health services, and family support
are essential. These are not optional en-
hancements; they are the infrastructure of
inclusion. Without that infrastructure, the
pathway from community participation to
employment, financial independence, and
greater family economic security becomes
far more difficult to achieve.

Governor Hochul’'s 2024 Executive Or-
der 40, committing New York to becoming
an Employment First state, recognizes this

connection. Competitive integrated em-
ployment should be considered a preferred
outcome for New Yorkerswith disabilities,
with state policy supporting opportunities
for people with disabilities to work along-
side people without disabilities and partici-
pate meaningfully in the workforce.

NYIN strongly supports this direction
because employment is one of the clearest
ways that the promise of integration trans-
lates into greater independence and eco-
nomic security.

Across the communities they serve,
NYIN member organizations are demon-
strating what a fully integrated life can
look like in practice. Three areas are par-
ticularly important.

First, competitive integrated employ-
ment means more than placing someone
in a job. NYIN members support career
exploration, job development, coaching,
and employer partnerships designed to
help individuals obtain meaningful work
and build toward long-term success and
advancement. Employment provides wag-
es, but it can also create professiona rela-
tionships, confidence, skills, and a greater
degree of financia independence.

Second, authentic rel ationships and com-
munity connections are essential measures
of genuine inclusion. NYIN organizations
help individuals participate in civic, recre-
ational, volunteer, faith, and other

see Community I ntegration on page 34
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WhereAssisted Outpatient Treatment Fitsin Mental

Beyond Either/Or:

Health Care

By Nathan McL aughlin
Executive Director
NAMI New York State

ebates over Assisted Outpatient

Treatment (AOT) too often ask

us to choose a side. Either we

respect autonomy and rely ex-
clusively on voluntary treatment, or we
accept coercion as necessary to ensure
people receive care. Neither position ad-
equately reflects the complexity of seri-
ous mental illness — or of human beings
themselves.

Voluntary treatment should always be
the preferred path. But there are people
for whom even well-resourced voluntary
services have not been enough to sustain
recovery. AOT is intended to address that
much narrower circumstance. This distinc-
tion matters when evaluating outcomes:
the success of voluntary treatment for those
able to remain engaged in it does not nec-
essarily tell uswhat will work for someone
who has repeatedly struggled to do so.

In June 2026, New York State released
an independent evaluation of itsAOT pro-
gram. The evaluation examined outcomes,
implementation, participant experiences,
and comparisons with intensive voluntary
services. That comparison is particular-
ly important: if voluntary treatment can

achieve the same outcomes for the same
people, the justification for a court order
becomes considerably harder to make.

The findings were more complicated.
Across ten key outcome measures, peo-
ple receiving AOT had significantly bet-
ter outcomes than a voluntary Assertive
Community Treatment (ACT) comparison
group on four measures. The voluntary
ACT group performed better on two, while

four showed no statistically significant dif-
ference. The evaluators viewed the strong
results among voluntary ACT participants
as evidence that New York has room to
make greater use of voluntary intensive
treatment where appropriate.

That strengthens the case for making ro-
bust voluntary services readily available
and ensuring that people being considered
for AOT understand those alternatives. But

it does not make the two approaches—or the
people receiving them — interchangeabl e.

Earlier New York research has aso
found reductionsin hospitalization and im-
provementsin treatment engagement while
individuals were recelving AOT. These
findings should not be interpreted to mean
that a court order alone produces recovery.
Under New York’sAQOT program, court-or-
dered treatment includes care management
or ACT services, along with other services
identified in an individual treatment plan.
These may include medication, therapy,
substance use treatment, educationa or
vocational activities, and other supports.
Separating the effect of these servicesfrom
the mandate itself is difficult.

We should aggressively invest in inten-
sive voluntary services and make them
accessible long before court intervention
is considered. But their success for many
people should not lead us to assume they
will be sufficient for everyone.

What do we owe a person when mean-
ingful voluntary treatment is genuinely
available, efforts at engagement have been
made, and their illness neverthel ess repeat-
edly prevents them from using those ser-
vices successfully?

It istempting to frame the answer entire-
ly around individual autonomy. If each of

see AOT on page 34
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Why Caregiver Involvement |sa Cornerstone of Treatment

for Adolescents with Problematic Sexual Behavior

By Suzanne Katz, LCSW, MBA
Assistant Director, Trager Lemp

Center for Trauma and Resilience
Westchester Jewish Community Services

dolescents with  Problemat-

ic Sexual Behavior — just the

phrase conjures up stereotypes

of these youth as “mini sex
offenders” For many years, treatment
approaches for these youth were found-
ed on a set of principles drawn from the-
ories about adult pedophilia. Treatment
protocols for youth were merely adult
sex offender treatment models adapted
“downward” for children and teens. These
inaccurate assumptions often led to treat-
ment practices that were mismatched and
sometimes harmful, for this youthful pop-
ulation (Chaffin, 2008).

Fortunately, current research and best
practices support treatment of this popula-
tion as youth first, with their problematic
sexual behavior (PSB) viewed as a possi-
ble function of their age and developmental
stage. Unlike adult predators, adolescent
PSB may be rooted in poor decision-mak-
ing and impul se control, lack of knowledge
of sex laws, and misdirected sexual curios-
ity. The prefrontal cortex (responsible for
conseguential thinking, impulseregulation,
etc.) does not fully mature until a person’s

mid-20s, making adolescents highly vul-
nerable to short-sighted, impulsive sexual
decision-making. In this context, it is easy
to understand why caregiver involvement
in treatment for adolescents with PSB is so
important. With caregivers in joint treat-
ment groups, the dynamic shifts from fix-
ing the teen to growing together as a team.
By learning the same impulse-control and
decision-making skills as their teens, care-

giverscan better model these skillsat home
in real time. They can reinforce new skills
learned and address family dynamics that
contribute to a teen’s behavior. Caregivers
can aso learn how to monitor and super-
vise their youth more appropriately. Active
caregiver participation effectively bridges
the gap between the clinical setting and the
home environment, giving the adolescent
a better chance of generalizing the skills

they learn in treatment to the real world in
which they live.

My journey treating youth with prob-
lematic sexual behavior began last year,
when | attended a learning collaborative
at the University of Oklahoma's National
Center on the Sexual Behavior of Youth
(NCSBY). A colleague and | were trained
in the evidence-based treatment proto-
col of PSB-CBT-A: Problematic Sexua
Behavior -- Cognitive Behavior Therapy
Program for Adolescents. PSB-CBT-A was
developed by Dr. Barbara Bonner in 1986
totreat youth who had been adjudicated for
illegal sexua acts or had been otherwise
identified as engaging in problematic sex-
ual behavior. In the 40 years since its in-
ception, the PSB-CBT-A program has built
arobust evidence base for its effectiveness
at reducing recidivism rates for adjudicat-
ed youth. Data indicates that over 97% of
successful program completers were free
of any sex offense arrests or reports at
long-term (average of 10 years) follow-up.
In other words, only 3% had a future of-
fense or report. In contrast, approximately
15% of non-completing participants had a
future sex offense arrest or report (Univer-
sity of Oklahoma Health Sciences Center,
2026). Importantly, the strongest single

see Adolescents on page 39
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The NY SPA Report - Treatment Before Arrest:

Why Diversion Begins with Engagement

By Mardoche Sidor, MD
Chief Medical Officer
Urban Pathways

hen psychiatrists discuss

behavioral health diversion,

we usually mean redirecting

a person away from arrest,

jail, or prosecution and toward treatment.

Mental health courts, crisis-response pro-

grams, and aternativesto incarceration are

essential; yet if diversion begins only after

criminal-legal contact, it hasbeguntoo late.

Before the police encounter or court-

room appearance, there may have been an

unanswered outreach visit, an appointment

that was never rescheduled, an escalating

symptom interpreted only as misconduct,

or arecurring crisisthat never led to a sus-
tained therapeutic relationship.

At Intercept O, engagement is what
makes early diversion possible.

Making Intercept 0 Work

The Sequentia Intercept Model cor-
rectly begins with Intercept 0: commu-
nity services and crisis responses before
law-enforcement involvement. It identi-
fies additional opportunities for diversion
throughout the criminal legal system and
reentry (Substance Abuse and Menta

Health Services Administration [SAMH-
SA], 2024). The earliest opportunities for
diversion therefore exist at Intercept 0. Yet
services alone do not guarantee diversion.
A referral, appointment, and clinicaly
sound recommendation may all exist while
the person remains disconnected from care.
Intercept O succeeds only when people can
be reached, relationships established, and
services made acceptable and usable. In

other words, engagement does not pre-
cede Intercept O; itisaclinical process that
makes Intercept 0 effective.

Behaviora health systems often assume
afamiliar sequence: a person recognizes a
need, acceptsareferral, attends an appoint-
ment, and follows a treatment plan. Those
with the greatest needs, however, may be
least able to move through that sequence.

Some have experienced coercion, stig-

ma, institutionalization, discrimination,
homelessness, or abandonment. Others
live with paranoia, cognitive impairment,
active substance use, trauma, or serious
medical illness.

From the clinician’s perspective, the per-
Son may appear resistant, unmotivated, or
nonadherent. From the person’s perspec-
tive, refusal may be protective, avoidance
may reflect fear, and anger may be an ef-
fort to preserve dignity. What appearsto be
afailureto engage may be apredictablere-
sponse to how treatment or authority more
broadly has previously been experienced.

When this response is met with case clo-
sure, fragmented referrals, or escalating
pressure, untreated needs do not disappear.
They may instead reemerge as an emergen-
cy department visit, a 911 response, an in-
voluntary intervention, or an arrest.

Engagement Isa Clinical Intervention

Psychiatry often treats engagement as a
preliminary task: first persuade the person
to enter treatment, then begin the real clin-
ical work. Yet engagement is not merely
the prelude to treatment; rather, it is part
of treatment.

Research identifies therapeutic alliance,
accessibility, and confidence that treatment

see NYSPA Report on page 36
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The NY SPA Report - The Fifteen-Month Clock: Substance Use Disor der,

Recovery Timelines, and the Law’s Deadline for Parents

By Heidi Makhlouf, MS-4

Case Western Reserve University
School of Medicine

and Elie G. Aoun, MD
Columbia University

he forensic dilemma at the inter-

section of substance use disorder

(SUD) and family law appears

at several junctures: pregnancy,
child welfare, custody and divorce, juve-
nilejustice, and education. Pregnancy isan
especially telling case, aphysical state that
invites a future orientation toward the un-
born child. How a clinician interacts with
apatient seeking SUD treatment is colored
by state and federal law, each shaped by its
own precedent and political identity. This
articlefollows one such path, from amoth-
er's pregnancy through the child welfare
system to the threat of losing her parental
rights entirely.

Consider a 32-year-old woman with
PTSD complicated by alcohol and opioid
use disorders who learns she is pregnant at
12 weeks. She used intoxicating substanc-
es regularly before and after conceiving,
but now wants to cut back and is motivat-
ed to deliver a healthy baby and raise the

child on her own. She previoudly attempt-
ed SUD treatment programs on several oc-
casions unsuccessfully. Matters are further
complicated by a previous delivery of a
baby with neonatal abstinence syndrome:
that child now lives with a paternal grand-
mother, while the patient herself is stay-

ing with a friend. She comes to the clinic
seeking treatment. Whether her disclosure
leads to treatment or triggersjudicial pros-
ecution will depend entirely on the state in
which she lives.

The general features of this patient’s
case may lack nuance. However, parental

substance use is now afactor in alarge and
growing share of child welfare involve-
ment nationally. Among children entering
out-of-home care, alcohol or drug use by a
parent was cited as a condition of removal
in 18.5% of cases in 2000. By 2021, that
figure had risen to 39.1%. Estimates of
substance use problems among parents al-
ready involved in the child welfare system
range from 50 to 80 percent. Roughly one
in eight children in the United States lives
with at least one parent who has a sub-
stance use disorder.

The complicated picture painted by
these numbers is further complicated by
how legal and treatment systems run on
separate timelines. As anyone working in
health care will attest, SUD treatment runs
on relapse, re-engagement, and the slow
accumulation of stability. Child welfare,
by contrast, runs on deadlines, because in-
definite uncertainty — a defining feature
of SUD — isitself considered a harm to
the child. Federal law starts the clock run-
ning and expects both the patient and her
treatment to keep pace with it.

When the clock runs out, drastic mea-
sures can be taken, including termination

see Fifteen-Month Clock on page 37

Spotlight On: American Psychiatric Association Council on Psychiatry and L aw

By Danielle Kushner, MD

Associate Chief of Mental Health,
NY C Health and Hospitals,
Correctional Health Services
Associate Program Director,

NYU Forensic Psychiatry Fellowship

he American Psychiatric Asso-
ciation (APA) Council on Psy-
chiatry and Law is a national
body responsible for evaluating
key areas of legal and regulatory issues
that influence the practice of psychiatry
and offering expertise in specialized ar-
eas of forensic psychiatry. The Council

includes the Committee of Judicial Ac-
tion, providing expertise for appellate
cases and determining whether the APA
should submit amicus curiae briefs, and
the Carceral Psychiatry Workgroup,
leading actions related to carceral (cor-
rectional) psychiatry. Recent Council
work has included Resource Documents
on Person Centered Language in Jails
and Prisons and Role of Psychiatrists
in the Post-Roe Era, along with Position
Statements on a variety of topics includ-
ing the legalization of cannabis, “ex-
cited delirium,” civil commitment for
substance use, and the insanity defense,
among others.

Attention: Areyou alocal psychiatrist
treating patients interfacing with legal
and community psychiatry systems?
Are you looking for like-minded col-
leagues to discuss challenges, support,
and brainstorm solutions?

The Council has recently supported the
initiation of the Justice Psychiatry Caucus
to connect with other APA members about
the important work of caring for and advo-
cating for people involved in the criminal
justice system.

The Justice Psychiatry Caucus held its
first meeting during the APA Annual Meet-
ing in May 2026 and started the discussion
about ways we can advocate for patients,

improve the system, and support those
working in this important but challenging
area of psychiatry.

The first virtual meeting of the Justice
Psychiatry Caucuswill be held on Wednes-
day, October 14th, 2026, at 5:00 pm ET.
Please reach out to contracts@psych.org
for further information. All APA members
arewelcometo join!

Current and past members of the Coun-
cil on Psychiatry and Law from New York
(Area?2 of theAPA) include: Jack Drescher,
MD; Carl Fisher, MD; Elizabeth Ford,
MD; Abhishek Jain, MD; Danielle Kush-
ner, MD; and Gary Graca, MD. Thank you
for your hard work and dedication!
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Justice-lmpacted Older Adults. Supporting a Vulnerable Population

By Catherine Thurston, LCSW
Chief Executive Officer
Service Program for Older People (SPOP)

hen we think about jus
tice-impacted older adults,
there are three facts we
need to keep in mind:

* A post-incarceration transition is diffi-
cult under the best of circumstances.

e Justice-impacted older adults tend to
have complex behavioral and physical
health needs.

» Adults over age 60 are less likely than
younger people to have a network of
family or friendsto provide practical or
emotional support.

Given this scenario, one might expect
communitiesto offer extra support for old-
er adults. But that isnot the case, andin fact
the compounding bias of ageism + ableism
+ carceral history stigma often adds up to
increased likelihood of homelessness, un-
employment, and untreated mental illness.

SPOP is a community-based behavior-
al headlth provider for older adults (55+)
based in New York City. We serve 1,000

clients annually through an outpatient
clinic and a psychiatric rehabilitation day
program (PROS) for adults with serious
mental illness. We offer afull range of ser-
vices including individual and group ther-
apy, psychiatry, medication management,
assessments, bereavement support, group-
based psychiatric rehabilitation services,
creative arts therapies, social healthcare,
and linkages to support for housing, meals,
and financia assistance. We have decades
of experience supporting formerly incar-

cerated older adults, and we have seen how
important behavioral healthcare, housing,
and community are for successful re-entry.
We aso offer training in aging and men-
tal health that draws on our clinical exper-
tise, with online and in-person workshops
on various topics including best behavioral
health practices for justice-impacted older
adults. This particular workshop is designed
to give staff the tools to recognize ageism
and bias, understand the needs of this popu-
lation, and connect ol der adults to appropri-
ate services, housing, and socia supports.

Recommendations for Better
Supporting Older Adultsin Re-Entry

I'd like to share a few recommendations
on how we can all do a better job of sup-
porting older adults asthey re-enter society.

To start, we need to recognize that in-
carceration — together with the detrimental
effects of racism, poverty, and limited ac-
cess to healthcare — creates a dynamic of
accelerated aging. These stressors literally
erode the body by 10 years or more, so that
a person leaving prison at age 50 is likely
to have medical conditions and organ func-
tions that mimic a much older person. This
means that behavioral health programs that
work with a justice-impacted population
should pay particular attention to clients
in their 50s, who may have acute needs
but are too young to qualify for many ag-
ing-specific benefits and supports.

The mental health community must also
confront ageism in behavioral health ser-

vices. Age bias is rampant, even among
behavioral health professionals, and we
need to focus on providing age-affirming
care. Justice-impacted older adults are
especidly vulnerable: 30% have clinical
depression, 2040% have symptoms of
Post-Traumatic Stress Disorder, and over-
al they are more likely to die by suicide
than any other imprisoned age cohort.

We need to become familiar with age-re-
lated risk factors and signs of older adult
anxiety and depression, andweneedtoresist
the temptation to use “elderspeak” or other
reductive language, such as high-pitched
voices or speaking too loudly, which may
undermine an older person’s strengths and
capacities. All agencies should screen older
adultsfor substance use—and not wait until
the client falls or develops a serious medi-
cal condition. Justice-impacted older adults
should especially be supported with screen-
ing and healthy coping options.

Interventions can a so focus on meeting
socia health needs such as stable housing,
vocational or avocationa support, trans-
portation, food security, and safety. Social
health includes frequent and consistent
social contact — because loneliness and
isolation can be a death sentence for older
people. When older people who were for-
merly incarcerated are rebuilding an out-
side community, they need people, places,
and things to sustain them.

Finally, behavioral health professionals
can help justice-impacted ol der adults build
positive identity and legacy. Incarceration
disrupts the opportunity to generate a pos-
itive self-image, mastery of life skills, and
ameaningful role in the community. Older
adults emerging from the justice system
benefit from professionals who value their
contributions, encourage intergenerational
activities, volunteerism, and community
engagement, and givethem thetoolstolive
purposefully.

Catherine Thurston, LCSW, has served
as Chief Executive Officer of Service Pro-
gramfor Older People (SPOP) since 2024,
having previously served as Chief Program
Officer. She has over 35 years of experi-
ence in gerontological social work. She
has been a member of the Adjunct Faculty
at the Slberman School of Social Work at
Hunter College since 2016. She received
her Master of Social Work from Hunter
College School of Social Work.

Iraminot@gmail.com

lIraH. Minot, LM SW
Nonprofit Leader - Consultant - Mental Health Advocate

Startups & Management - Board Devel opment
Fundraising - Newsletter Publishing
Behavioral Health Community Engagement

(570) 269-3934
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Beyond Deinstitutionalization: Unraveling the

Complex Criminalization of Serious Mental IlIlnessin America

By Ashley Brody, MPA, CPRP
Chief Executive Officer
Search for Change, Inc.

ndividuals with Serious Menta IlI-

ness (SMI) are disproportionately

represented among the populations

of the nation's correctional facilities.
Some have dubbed jails and prisons the
“New Asylums’ as the criminal justice
system has become the de facto service
provider for individuals with severe psy-
chiatric disorders. It iscommonly believed
this trend is a tragic byproduct of a dein-
stitutionalization movement that began in
the 1950s with the advent of new psycho-
tropic medications and emerging calls for
reform. As the census of state-operated
psychiatric facilities dwindled to a frac-
tion of its peak in the mid-20th century,
incarceration rates among individuals
with SMI have exploded. Many cite this
inverse correlation as evidence of a“tran-
sinstitutionalization” wherein former (or
would-be) hospital patients are now rele-
gated to carceral settings ill equipped to
serve them. To attribute the prevalence of
SMI in Americds jails and prisons sole-
ly to the deinstitutionalization movement
is an oversimplification, however, and it
obscures other factors that underpin an
exceedingly complex problem for which
solutions of sufficient nuance and sophis-
tication are warranted.

The widespread incarceration of individ-
uals with SMI corresponds to rising rates
of incarceration in general, as the U.S.
now imprisons significantly more of its
citizens than other industrialized nations.
During the first half of the 20th century,
incarceration rates remained relatively sta-
ble at approximately 110 prison inmates
per 100,000 people (Schlosser, 1998). The
1970s marked an inflection point at which
incarceration rates climbed sharply. Expo-
nential increases followed in the ensuing
decades, and the U.S. now incarcerates
approximately 1.9 million people (541 per
100,000) within its state and federal pris-
ons, county jails, and other detention cen-
ters (The Global Statistics, 2026). Ameri-
ca's reliance on incarceration as a default
corrective for crime and social disorder is
aconseguence of factorsthrough which the
modern “Prison Industrial Complex” has
emerged to perpetuate the status quo. Polit-
ically driven imperatives to enact “tough-
on-crime’ legislation, perhaps most noto-
riously in the form of the Rockefeller Drug
Laws enacted in the early 1970s, which
imposed mandatory minimum prison sen-
tences for convictions of even relatively
minor drug-related offenses, produced a
predictable spike in incarceration rates
among the urban poor and other margin-
alized communities (Schlosser, 1998). A
conseguent crisis of overcrowding in the
nation’s correctional facilities became a
boon to private prison operators eager to
relieve state and federal governments of
their administrative responsibilities. More-
over, the political climate for these opera-
tors could not have been more auspicious.
A prevailing antipathy toward “Big Gov-
ernment” and corresponding devolution

of authority to the private sector provided
fertile ground on which a new prison in-
dustry blossomed. What emerged is an in-
ordinately complex web of actors whose
economic interests are inextricably tied
to the mass incarceration of the American
people, including a disproportionate share
of the most vulnerable among us.
Individuals with SMI are uniquely sus-
ceptible to involvement in the criminal
justice system for reasons that underscore
the failings of this system and of otherson
which they rely for essential healthcare and
social support services. A subset of this
population is prone to repeated episodes of
arrest and incarceration for minor criminal
offenses related to symptoms of untreat-
ed disorder or associated life challenges.
Such “offenses’ include loitering, panhan-
dling, camping in public spaces, visibly
erratic behavior, and other manifestations
of mental illness or homelessness. Thus,
the prevalence of homelessness among
individuals with SMI is, in and of itself,
a leading risk factor for encounters with
law enforcement officials (Urban Insti-
tute, 2020). Once incarcerated, individuals
with SMI often remain incarcerated longer
than other inmates charged with compa
rable offenses (Ditton, 1999). The trauma
of imprisonment is felt most acutely by
individuals with preexisting disorders of
thought, mood, and behavior, so it is un-
surprising that many should experience
profound difficulty in navigating its stress-
ors in a manner that would expedite their
release. For instance, individualswith SMI
are more likely to be involved in (and vic-
tims of) assault while incarcerated (Blitz,
Wolff, & Shi, 2008), and many are also
unable to consistently abide by the stric-
tures of carcera life (Halvorsen, 2018).
These factors do not merely prolong the
terms of imprisonment for those with SMI.
They render them uniquely vulnerable
to solitary confinement — a punishment
deemed exceptionally traumatic for mem-
bers of this population. A broad coalition
of stakeholders now supports a prohibition
on the use of solitary confinement, partic-
ularly among individuals with SMI, as it
has been found to induce or to exacerbate
mental illness and to undermine opportuni-

ties for rehabilitation that might otherwise
interrupt cycles of arrest and incarceration
(Karplus, 2023).

Life upon release from incarceration
poses additional challenges for individu-
als with SM1I that contribute to recidivism
and deeper entrenchment in the criminal
justice system. As it is not uncommon for
inmates to lose community housing ar-
rangements they might have maintained

prior to incarceration, homelessness is an
all but inevitable consequence of confine-
ment. An acute shortage of affordable and
supportive housing leads to prolonged pe-
riods of homelessness and reexposure to
the adverse conditions that preceded incar-
ceration, ensnaring many in a seemingly
endless “Homelessness-Jail” cycle (Urban
Ingtitute, 2020). Some research suggests
individuals with SMI who receive commu-
nity supervision through the Division of
Parole are particularly susceptible to this
cycle, as they are more likely than other
parolees to be reincarcerated for violating
the conditions of parole (Wood, 2011). An
intervention designed to facilitate offend-
ers’ successful reentry and enduring com-
munity tenure may undermine these aims
when applied to those too compromised to
accommodate its terms.

In consideration of the multiplicity of
factors implicated in the criminalization
of serious mental illness, some research-
ers suggest strategies must be carefully
calibrated to individuals conditions and
circumstances to successfully mitigate
their risk of incarceration. Adherents of a
Sequential Intercept model describe inter-
ventions that may be applied to effectively
“capture” individuals at various stages of
involvement in the criminal justice

see Deinstitutionalization on page 36
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Closing the Re-Entry Gap:

Connecting Justice-lnvolved I ndividualsto Addiction Treatment

By Raven Manchester

Joshua Lynch, DO, FACEP
MATTERS Network

and Kevin McGee, DO, FACEP
Erie County Sheriff’s Office

ndividuals in incarcerated settings

are found to have an increased risk

of overdose and drug-related injury

during community re-entry, with the
first two weeks carrying the most risk
(Hartung et al., 2023). Justice-involved
individuals face significant barriers to
accessing substance use services both
while incarcerated and upon release. Lack
of training around medication for addic-
tion treatment (MAT), limited staffing
capacity, and overcrowding are common
challenges across correctional settings,
including both jails and prisons (Farhoud-
ian et al., 2022). The Correctional Associ-
ation of New York State (CANY) foundin
2019 that 78% of individuals with Opioid
Use Disorder (OUD) were denied MAT,
which contributed to a post-release over-
dose mortality rate 40 times higher than
the general population (Correctional As-
sociation of New York, 2024). Since NYS
implemented legidation mandating access
to MAT (such as Law Article 22, 626) in
state prisons, CANY reports a 552% in-
crease in total active participants between

2022 and 2024, with an additional 19%
increase between 2023 and 2024 (Correc-
tional Association of New York, 2024).
Aside from barriers within the justice
system itself, individuals with system in-
volvement experience compounded stig-
ma, both for their substance use and their
criminal history. Concerns about further
legal repercussions, such as afear of re-in-
carceration or loss of parental rights, can

deter individuals from seeking help. Con-
nections between community-based treat-
ment and correctional settings can often be
fragmented, creating gaps in care during
the re-entry process (Farhoudian et al.,
2022). In Rhode Island, the introduction of
their MAT programinjailsand prisonswas
correlated with a 60% decrease in post-re-
lease overdose deaths. Participants who
engaged in MAT had a decrease in opioid

use, HIV/Hep-C transmission, and return-
to-use rates, and an easier transition to
community re-entry. New York’s own pilot
programs in Sing Sing and Bedford Hills
correctional facilities showed similar out-
comes, with 72% of participants retaining
treatment for at least six months post-re-
lease, compared to 22% in non-MAT co-
horts (Substance Abuse and Mental Health
Services Administration, 2019; The Coun-
cil of State Governments Justice Center,
2024). Comprehensive re-entry programs
are more than MAT,; they are composed of
supports for mental health, housing, em-
ployment, physical health, and other SUD
services. Evidence shows these programs
reduce recidivism and improve indepen-
dence within the community (Department
of Justice, 2024).

MATTERS partners with jails, prisons,
and other criminal justice organizations to
facilitate rapid referrals to treatment for
opioid use disorder. The program helps
bridge gaps in care during re-entry, in-
cluding delays in Medicaid reactivation or
access to a community treatment provider.
Understanding the diversity across cor-
rectional settings, our team has devel oped
facility-specific workflows across NY S to
address the complex needs of different fa-
cility types and provide seamless linkage

see Re-Entry on page 35



https://behavioralhealthnews.org/
https://opiny.org/careers/
https://pmc.ncbi.nlm.nih.gov/articles/PMC10795482/
https://pmc.ncbi.nlm.nih.gov/articles/PMC9434658/
https://pmc.ncbi.nlm.nih.gov/articles/PMC9434658/
https://static1.squarespace.com/static/62f1552c1dd65741c53bbcf8/t/675bd814a47eef1ead9e5858/1734072361210/CANY_MATReporting_12132024.pdf
https://static1.squarespace.com/static/62f1552c1dd65741c53bbcf8/t/675bd814a47eef1ead9e5858/1734072361210/CANY_MATReporting_12132024.pdf
https://law.justia.com/codes/new-york/cor/article-22/626/
https://static1.squarespace.com/static/62f1552c1dd65741c53bbcf8/t/675bd814a47eef1ead9e5858/1734072361210/CANY_MATReporting_12132024.pdf
https://static1.squarespace.com/static/62f1552c1dd65741c53bbcf8/t/675bd814a47eef1ead9e5858/1734072361210/CANY_MATReporting_12132024.pdf
https://pmc.ncbi.nlm.nih.gov/articles/PMC9434658/
https://pmc.ncbi.nlm.nih.gov/articles/PMC9434658/
https://library.samhsa.gov/sites/default/files/pep19-matbriefcjs_0.pdf
https://library.samhsa.gov/sites/default/files/pep19-matbriefcjs_0.pdf
https://csgjusticecenter.org/publications/implementing-evidence-based-strategies-to-reduce-overdose-risk-during-reentry-a-primer-for-reentry-professionals/
https://csgjusticecenter.org/publications/implementing-evidence-based-strategies-to-reduce-overdose-risk-during-reentry-a-primer-for-reentry-professionals/
https://csgjusticecenter.org/publications/implementing-evidence-based-strategies-to-reduce-overdose-risk-during-reentry-a-primer-for-reentry-professionals/
https://www.ojp.gov/feature/reentry/overview
https://www.ojp.gov/feature/reentry/overview
https://mattersnetwork.org/
https://mattersnetwork.org/join-the-network/

BEHAVIORAL HEALTH NEWS~ FALL 2026

PAGE 23

Decriminalization AloneWon't Fix Addiction - I nfrastructure Will:

A Comparative Look at Portugal, the Netherlands, and the U.S.

By Shawna L ogue, CHW, PS

Mihwa Gassett, ST-LAC

and Elaine Edelman, PhD, LCSW,
CASAC-Adv., Kansas State University
McNair Scholars Program

n Chasing the Scream: The Search for

the Truth About Addiction, Johan Hari

asks, “What if everything you think

you know about addiction is wrong?’
(Hari, 2015). Hari posits that addiction is
driven by isolation more than chemicals.
In a widely viewed TED Talk he states,
“The opposite of addiction is not sobriety.
The opposite of addiction is connection”
(Hari, 2019).

This literature review examines the
approaches of three different countries
and their drug policies. The countries
examined are Portugal, the Netherlands,
and the United States, which have pol-
icies ranging from decriminalization of
substances, public health, and approach-
es that combine harm reduction with
criminalization.

With the rate of overdoses and overdose
deaths around the world in the tens of thou-
sands, a study of drug policies was needed
to examine the strengths and weaknesses
of each model.

For this review, we selected literature
from government and scholarly sources.

Government statistics presumably gather
information that reflects the success rates
of different approaches for the purpose of
driving the focus of interventions.

Data from the European Union Drug
Agency (EUDA) and the Trimbos Institute
(Formerly known as the Netherlands I nsti-
tute of Mental Health and Addiction) was
utilized for the Netherlands, and the EUDA
data was also utilized for Portugal. Statis-
tics from the Centers for Disease Control
(CDC) were utilized to look at outcomesin
the United States.

Research Questions:

1. Does a public health policy or a crim-
inal justice-focused policy more effec-
tively address substance use disorder as
measured by overdose death rates?

2. Does a public health policy or a
criminal justice-focused policy more
effectively address substance use
disorder as measured by the number
of people incarcerated for substance
use?

Still Arresting Our Way Out:

3. Does a public health policy or a crim-
inal justice-focused policy more effec-
tively address substance use disorder as
measured by the costs associated with
each approach?

Addiction as a Disease:
A Public Health Model — Portugal

In the 1990s, Portugal faced one of the
most severe heroin crisesin Europe (Moury
& Escada, 2022), with approximately one
percent of the population reported as hero-
in dependent and overdose deaths peaking
at 369 in 1999 (McCarthy, 2020). Waters
(2019) stated that treating drug use primar-
ily asacriminal issue had failed to contain
the crisis, prompting Prime Minister Anto-
nio Guterres to convene an expert panel of
clinicians, psychiatrists, and legal experts
under the leadership of Dr. Jodo Goul&o.
Following the panel’s recommendations,
Portugal adopted the National Drug Strat-
egy in July 2001 (Soares, 2016). The law
maintained the illegality of drug use and
possession but reclassified persona pos-
session of up to aten-day supply as an ad-
ministrative offense rather than a criminal
one, while trafficking and supply remained
criminal, punishable by oneto twelveyears
in prison (Hughes & Stevens, 2010).

see Infrastructure on page 40

Why New York Needsto Expand Its Diversion Courts

By James Norton, MCJ
Government & Community
Affairs Manager

National Alliance on Mental 1liness
of New York State (NAMI-NYS)

r decades, New Yorkers dealing
with mental health and substance
useissues have been funneled into
our jails and prisons and denied

the treatment they need to get better. Far
too often, local correctional facilities end
up serving as the default mental health
provider. New York isnot alonein thisis-
sue. Nationwide, an estimated 44% of peo-
ple in jails and 37% of people in prisons
have a mental illness, and an estimated
65% of people in prisons have an under-
lying substance use disorder (SUD). In the
veterans community, 55% of the nearly
50,000 veterans incarcerated in local jails
report experiencing a mental illness.
Mental illnessisnot acrime, but untreat-
ed symptoms and limited access to care
lead many people to get caught up in the
criminal legal system. A number of orga-
nizations are leading the charge to divert
mental health calls away from law enforce-
ment and to expand treatment options that
offer opportunities for intervention before
mental health issues decompensate into
crisis — including efforts to enforce men-

tal health parity and reduce delays in ac-
cess to care. Still, instances of psychosis,
crisis, substance use, and other behavioral
health emergencies will inevitably arise.
So the question remains. what happens
when behavioral health and the justice sys-
tem meet?

Mental Health Courts (MHCs) seek to
improve safety, court operations, and the
well-being of justice-involved individuals
living with menta illness by linking them

with court-supervised, community-based
treatment. They provide off-ramps from the
revolving door of jail and prison for those
who become involved in the crimina le-
ga system because of underlying menta
health and substance use issues. Specialty
courts, like mental health treatment courts
and veterans courts, are an evidence-based
tool that can reduce the number of people
with mental illness in our nation’s jails and
prisons by focusing on treatment instead of

punishment. Yet almost half of al counties
lack amental health court, and many that do
operate are limited by insufficient funding.

A New York State bill, the Treatment
Court Expansion Act (TCEA), would
look to address this disparity. Similar to
the 2009 Drug Court Expansion, this hill
would require mental health courts in ev-
ery county, mandate state funding, and
expand options for participation. Counties
across the state used the opening created
by the 2009 expansion to self-fund their
own mental health courts, with 30 counties
now operating some type of mental health
court. Some have gone even further, stand-
ing up 35 veterans courts and 12 human
trafficking courts. However, these remain
ad hoc courts, operated using only county
funds and grants. While recent legislation
has opened courts to residents of adjacent
counties, these courts still cover only half
the counties in the state and only afraction
of eligible cases.

The TCEA would aso change the re-
quirements around guilty pleas for partici-
pation and around charge-based exclusions.
Many people don't participate in these
courts because doing so would require
them to plead to the top count and face the
full sentence if they cannot complete the
emotionally intensive treatment programs
the courts often require. Faced with that

see Diversion Courts on page 43
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Nobody Listened Until She Wasin a Courtroom:

Postpartum IlIness and a Diagnosis That Runs Out

By Susie Branagan, BSN, RN
Founder and Chief Executive Officer
Susie Branagan Consulting LLC

ana came onto our unit nineteen

weeksafter sheddlivered her son.

Her husband got up at two that

morning and found her side of
the bed empty. She wasin the baby’s room,
Sitting straight up in the rocking chair, not
rocking, looking at thewall. Shedid not lift
her head when he camein, or when he said
her name. Her robe was open. One flange
of the pump till hung off her breast, the
tubing in her lap, the bottle empty. She had
been at it an hour and gotten nothing.

By the time | saw her on our unit, her
hair had matted at the nape. She smelled
like milk and old sweat. Her breasts were
till hard, and she flinched when any piece
of clothing brushed one.

She had not slept more than two hours at
astretch in eleven days, and none of it went
anywhere deep. She lay down, which is
what she told people who asked, then held
just under the surface, listening through the
wall for the baby while her hushand slept
an arm’'s length away. She told the intake
nurse she was frightened to be alone with
the baby, then said it again, slower, watch-
ing what would happen.

Her admitting diagnosis read magjor de-

pressive disorder, recurrent episode, severe,
with psychotic features. Accurate as far as
it went. Nothing in the diagnostic line in-
dicated she had given birth four and a half
months earlier. Nobody made a charting er-
ror. The manual worked as written.

A Four-Week Window
Inside a Twelve-Month Il1ness

The DSM-5-TR contains no diagno-

sis called postpartum depression. It has a
specifier, “with peripartum onset,” applied
when symptoms begin during pregnancy
or within four weeks of delivery (Ameri-
can Psychiatric Association, 2022). Past
four weeks there is no modifier and it gets
coded as ordinary depression.

Clinically we work in twelve months.
Pediatrics screens the first year. Medicaid
covers twelve months in most states. The
manual stops at four.

Relationship-Driven Recovery:.

The window was not arbitrary. Rough-
ly half of episodes labeled postpartum
are now understood to have begun during
pregnancy, which is why it was broadened
to peripartum. It left behind the woman
who gets sick at three months.

Mothers Are Older Now and
the Window Never Moved

The window assumes a population that
no longer exists. The mean age at first birth
hit a record 27.6 in 2024, up from 21.4 in
1970, and in Massachusettsit is 30.0. Birth
rates now fall for every group under 35 and
rise only for women in their 40s (National
Center for Health Statistics, 2026).

For Dana, maternity leave ended two
weeks ago. The alarm is set for 5:10, but
sheisaready up, because the baby was up
at 2:00 and again at 4:15. She pumpsin her
car in the parking garage with ajacket over
the window, because her building has no
room for it. At 9:00 she sitsin ameeting as
the only person who did not sleep. At lunch
she books the pediatric checkups, answers
the school’s email about her older child,
and orders the school supplies. Her mother
calls about her father’s appointments, be-
cause he cannot keep them straight and she
isthe one they call. Pickup at 5:30, dinner,

see Postpartum llIness on page 39

Reimagining Behavioral Health Support for Justice-lnvolved I ndividuals

By Alexander Frisina
Senior Director of Empower ment Services
HandsAcrossLong Island, Inc. (HALI)

r many people leaving jail or
prison, release isn't just the end
of a difficult journey; it's the be-
ginning of an entirely new set of

challenges. Returning to the community
often means rebuilding nearly every as-
pect of daily life: obtaining identification,
securing housing, finding employment,
accessing transportation, restoring ben-
efits, and reconnecting with family and
friends. Many are also managing physical
or behavioral health needs while trying to
establish stability. Yet they're expected to
accomplish all of thiswith little more than
a list of appointments and referrals and
very few trusted relationships.

The Missing Piece

Some people successfully navigate re-
entry despite enormous obstacles. Many
others do not.

This isn't because they lack motivation.
More often, it's because they lack mean-
ingful connections to community, support,
and opportunity. Without those connec-
tions, people may find themselves cycling
through emergency rooms, overusing crisis

services, becoming increasingly isolated, or,
in some cases, returning to incarceration.
The individuals served through Hands
Across Long Island’s (HALI) Forensic
INSET program often arrive with exten-
sive system involvement. More than 80%
have experienced psychiatric hospitaliza-
tion, and many have experienced years
of involvement with both the behavioral
health and criminal justice systems. Their

challenges rarely exist in isolation. They
are interconnected, requiring coordinat-
ed, relationship-based support rather than
fragmented services.

Upon release, individuals are assigned
a parole officer with whom they must at-
tend frequent, in-person check-ins. Those
with identified behavioral heath issues
are also referred to ongoing providers or
programs. But engagement with these sys-

tems doesn’t always feel like the answer
when you're feeling intimidated, isolated,
and hopeless, or if you've had negative
past experiences with traditional support.
Furthermore, those with undiagnosed
challenges may not have access to the re-
sources they need. Well-meaning parole
officers are concerned with ensuring com-
pliance with the conditions of release, not
necessarily centered on the individual’s
own goals and priorities.

Why Traditional Models Miss the Mark

Traditional behavioral health often be-
ginswith a question:

“What problems need to be solved?”

While this can be effective for some
people, others require a different approach.
That's where peer support models offer
great value to individuals recently released
from prison or jail.

Peer support begins with a different
question:

“What matters most to you right now?”

That answer is different for each person.
For some, it may be getting their driver’s
license back. For others, it’'s reconnecting
with a friend or family member. And for
someone €lse, it may be navigating life
back home with a parent after having been

see Relationship-Driven on page 38
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A Qualitative Exploration of ADHD, Prosocial Bonds,

and the School-to-Prison Pipeline

By Sarah Jalbert, PhD
Institute for Community Health
and Holly Swan, PhD

MA Office of the Child Advocate

mptoms of Attention Deficit and
Hyperactivity Disorder (ADHD)
fect up to 11 percent of chil-
ren (Visser et a., 2013). Thereis
strong empirical evidence that an ADHD
diagnosis puts children at higher risk for
significant academic impairment, weaker
ties to pro-socia institutions, increased
risk of delinquency, and negative impacts
on socia functioning and job attainment
and retention as adults (Kent et al., 2011,
Kuriyan et al., 2013; Sibley et al., 2011).
For children who are already vulnerable
to school discipline, poor education out-
comes, and justice-system involvement
due to their race or socio-economic status
(Education, 2014), ADHD likely magni-
fies these risks. This study used qualita-
tive interviews with 21 racially diverse,
out-of-schooal, justice-system-involved
young men to explore the ways ADHD
shapes young peopl€'s prosocial bondsand
school experiences.

Methods

In-depth interviews were conducted

with 21 young men (ages 18-24) enrolled
inaprogram provided by anon-residential,
non-profit organization devoted to serving
young men with justice involvement who
are disconnected from school and employ-
ment in Massachusetts. These young men
are frequently referred to the program as
an alternative to incarceration while under
community supervision, and are at high
risk for future incarceration.

The 21 young men identified as Latino
(10), as Black (African-American, Af-
ro-Caribbean, or Afro-Latino) (4), white
(3), multi-racial (3), and Asian (1). Twelve
had a diagnosis of ADHD and seven had
a co-occurring learning or other disorder.
Five did not have ADHD but had been di-
agnosed with other neurodevelopmental
or mental heath disorders. Four had no
diagnosis.

Findings

School was a challenging place for most
of the young men, but particularly those
with ADHD. Young men without ADHD
diagnoses seemed to have fewer disci-
plinary problems in school and were pun-
ished less severely. Most young men with
ADHD reported having an individualized
education program (IEP). Consistent with
the literature, the young men had varying
experiences with |EP implementation.
None of them reported having any legal
advocates in |EP meetings or negotiations,
and for those who had been removed from
their homes or involved with the Depart-
ment of Children and Families (DCF),
there was little continuity for their accom-
modations. Some young men felt singled
out by the IEP process and felt it differen-
tiated them from other students. Several
expressed shame or stigma at having their
IEPpublicly revealed and expressed defen-
siveness about what having an IEP meant
about their intelligence or abilities:

| used to hate those [IEP] meetings
cause my mom had to come to schoal...
I’m sitting in class and I'm getting called
down out of a lot...nobody knew what an
IEP was...I had special education written
all over me.

see School-to-Prison on page 42

Dr. Isaac Mawuko Adusu Named 2026 Community

L eader of the Year for Advancing Disability Inclusion

By David Minot
Publisher
Behavioral Health News

r. Issac Mawuko Adusu, a

health and human services ex-

ecutive, disability advocate, and

frequent contributor to Behav-
ioral Health News and Autism Spectrum
News, has been named the 2026 Commu-
nity Leader of the Year by the Inclusive
Leadership Impact Awards, recognizing
his work to advance inclusion, strengthen
community-based services, and expand
opportunities for people with intellectual
and developmental disabilities (IDD), in-
cluding autistic individuals.

Dr. Adusu received the award during the
2026 Inclusive Leadership Impact Awards
ceremony in Norwak, Connecticut. The
awards program honors leaders whose work
has produced measurable and lasting impact
within their organizations and communities.

According to Simone Morris Enterpris-
es, the organization behind the awards,
Dr. Adusu received the top votes in his
category following a review of nomina-
tions from across the United States. The
organization stated that judges carefully
reviewed and discussed the nominations
before identifying the highest-scoring re-
cipient in each category.

The Community Leader of the Year
Award recognizes an individua whose
commitment to inclusive leadership has
produced measurable community-level im-
pact through programs launched, partner-
ships formed, coalitions built, or sustained
advocacy. The award criteria emphasize
documented and independently validated
outcomes directly connected to the recip-
ient’s leadership.

For Dr. Adusu, that commitment has
been closely tied to improving systems
of care and expanding opportunities for
people with disabilities. As Assistant Vice
President of Adult Services at Seven Hills
Rhode Island, he provides strategic |eader-
ship for community-based programs serv-
ing adults with complex needs.

His work has included developing spe-
cialized service approaches designed to

create more individualized and support-
ive residential options for people whose
needs may be difficult to meet within con-
ventional service models. His profession-
a focus includes disability policy advo-
cacy, community-based care, workforce
development, inclusive leadership, and
the development of innovative service
models aimed at improving access, qual-
ity of care, and quality of life for under-
served populations.

A significant area of his work has in-
volved expanding residential opportunities
for autistic young adults with complex and
behavior-intensive support needs. Accord-
ing to the award announcement, Dr. Adusu
designed a specialized residential program
model and led the establishment of three
state-licensed specialized residential
programs between 2021 and 2024.

The initiative reflects a broader philos-
ophy that inclusion must extend beyond
participation in community life to ensur-
ing that people with significant behavioral,
clinical, and support needs have access to
services capable of responding effectively
to those needs.

Dr. Adusu’s work has also extended to
system-level advocacy. The award an-
nouncement highlighted the development
of the Adusu Advocacy Framework, a

see Leader of the Year on page 44
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Westchester’'s Behavioral Health Diversion Continuum:

A Roadmap Through the Justice System

By Joseph A. Glazer, Esq.

and MichelleHart, MA
Westchester County Department
of Community Mental Health

he intersection of the crimina

justice and behaviora health

systems is neither a point nor a

straight line. Rather, the overlap
of these systems is a continuum; one in
which the inflection points of systemic
cross-contact can be identified and poten-
tially addressed.

The clearest tool for identification of
these points is the Sequentia Intercept
Model (SgIlM). The development of the
SqIM dates back to the late 1990s, under
the guidance of Dr. Henry Steadman and
his team at Policy Research Associates,
Inc. According to the materials explaining
the SgIM, “With funding from the National
Ingtitute of Mental Health, PRA developed
the linear version of the SIM [sic] as an
applied strategic planning tool to improve
cross-system collaborations to reduce in-
volvement in the justice system by people
with mental and substance use disorders...
to assist cities and counties in determining
how people with mental and substance use
disorders flow from the community into
the criminal justice system and eventually
return to the community.”*

And this tool was developed none too
soon. With the downsizing of the psy-
chiatric hospital system, the population
of people with mental health, addiction,
and co-occurring disorders held in pris-
ons and jails ballooned. “In 1970, nearly
400,000 adults with psychiatric illnesses
were housed in state and county mental
hospitals, while approximately 360,000
adults were incarcerated in prisons and

jails in the United States. Four decades
later, by 2010, these numbers had moved
dramatically in opposite directions; the
census of public mental hospitals had
dwindled to under 50,000 while the in-
carcerated population had risen steeply to
more than 1.6 million on any given day.
Evidence emerged that these trends could
be intertwined; 44% of jail inmates and
37% of federal and state prisoners report-

ed that a mental health professional had
told them they have a mental disorder,
according to a national survey of inmates
published by the Bureau of Justice Statis-
tics (BJS).”2

Linking Westchester’s Service
Models to the SqIM Intercepts

In Westchester County, the SgIM is
our road map. With six distinct intercept
points along the justice continuum, mod-
els and tools can be, and have been, de-
veloped to connect with individuals with
behavioral health needs at any point in the
justice system.

Intercept O (Prior to Arrest): Intense be-
havioral health needs in the community
frequently draw attention. These matters
can initially be met with calls to crisis
lines or calls to 911 which are diverted.
In Westchester, more than 600 of the 911
call-takers have been trained in behavioral
health identification and diversion. Three
of the largest cities have police/clinician
co-response staffing, and the county has
developed both a crisis call network (an
enhanced 988 phone system) and eight
Mobile Crisis Response Teams, covering
all of Westchester.

see Westchester on page 43

11’s 2026. Why Are Peers Not Front and Center

In Our Mental Health Crisis Response System in NYC?

By Jim Mutton, LM SW
Associate Executive Director of NYC
Operations at Concern Housing

he movement toward non-police-

based responses to mental health

crises in our city has taken on

many shapes and sizes. For years,
efforts were made to train NY PD rookies,
sergeants, and captains on appropriate
crisis intervention techniques. Over three
days of intensive training at the police
academy in Queens, thousands of officers
were trained by peers (those with lived
mental health experience), paid actors,
and non-profit professionals in real-life
scenarios set in staged subway cars and
delicatessens. Police received badges of
recognition and special identifiable jack-
ets, and were deployed to active crisesin
the community. The results, sadly, were
not that successful. People in crisis still
ended up serioudy hurt, and in 24 cases
alone since 2015, shot and killed by police
during amental health crisis encounter. In
turn, the NY PD hasmade it clear that they
did not feel comfortable being the first re-
sponders to mental health crises.

New York City has responded over the
past decade with a flurry of new mobile
crisis teams, co-response teams, peer-re-
spite-based crisis centers, a988 crisis num-
ber, and B-HEARD (Behavioral Health

Membersof CCIT-NYC rally at City Hall in support of
adding peersto thecity’'sB-HEARD crisisresponse teams.

Emergency Assistance Response Divi-
sion) teams employing social workers and
emergency medica technicians (EMTS)
to select high-need neighborhoods around
the city for 16 hours per day. The program
was recently shifted to oversight by NYC
Health & Hospitals after complaints that
EMTs were being taken away from other
medical emergencies. One of B-HEARD's
most critical defects is the failure to in-
volve trained peers with lived experience
who can be the first responders to most, if
not all, mental health crises.

Since 2012, Correct Crisis Intervention
Today - NYC (CCIT-NYC) has advocated

for acrisis response model that is peer-led
in composition and expertise. CCIT-NYC
is a broad-based coalition of organizations
and individuals working to transform how
New York City responds to mental health
crisis calls. We advocate for a non-police
response to mental health crises led by
peers. Our model utilizes teams that would
consist of one peer trained asacrisis coun-
selor and one EMT independent of city
government. It would operate citywide,
24/7. Our vision utilizes 988 — rather than
the police-run 911 — as the primary con-
tact method for dispatching responders.
There would be interoperability between

al relevant three-digit numbers: 911, 988,
and 311, and the crisis response teams dis-
patched via 988 would be able to request
police assistance when needed. The coor-
dinated crisis response system would in-
clude prevention, aternatives to hospitals,
and robust follow-up from local service
providersto avoid future crises.

So why is having a peer as part of a cri-
sisresponse so important? A 2024 Bazelon
Center report found that peers are best
suited for crisis response work because
they are credible messengers, bring cultur-
al responsiveness, are cost-effective in the
long term via reduced emergency service
use, and their emphasisis on recovery. The
concept is also nothing new, having been
part of successful crisis response mod-
els in Oregon, Colorado, and Toronto for
many years. In addition, a recent report
released in April 2026 by Human Rights
Watch (HRW), New York Lawyers for the
Public Interest (NYLPI), and the Center
for Racial and Disability Justice (CRDJ)
identified more than 150 non-police crisis
response programs nationwide, many of
which promote peer-involved solutions to
their efforts.

What can New York do to address this
remaining piece of the crisis response puz-
zle? The expertise is clearly out there. The
peer training is available. Perhaps one

see Peers on page 44
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Behavioral Health and the Justice System: Accreditation and Continuity-of-Care

Standardsfor Justice-lnvolved Individuals Entering SUD Treatment

By A. Ant, CADC-I11
CEO
Continued Compliance, Inc.

en and women leaving jails

or prison face some of the

highest overdose risk of any

population in the country.
Typicaly, by the 3¢ month of release, an
estimated 75 percent of previoudy incar-
cerated people with an opioid use disor-
der (OUD) experience a return to opioid
use, and formerly incarcerated individuals
are between 10 to 40 times more likely to
die of an opioid overdose than the gener-
al population, according to the Substance
Abuse and Mental Health Services Ad-
ministration (SAMHSA) [1]. That gap is
not the availability of treatment anymore
but more of an accreditation and continu-
ity-of-care problem: Are the systems that
touch this population before, during, and
after their incarceration, actually built to
hand that person off to one another -- with-
out losing them in the transition? Thisisa
defining element which can spell success
or failure.

The Accreditation Landscape

There are three accrediting bodies that
shape how behavioral health providers

serve the general population, including
previously incarcerated persons with sub-
stance use disorders (SUD), and each plays
adistinct rolein how behavioral healthcare
programs are structured and standardized.
CAREF International’s Behavioral Health
Standards Manual allows an accredited or-
ganization to add a Criminal Justice spe-
cific population designation on top of the
core ASPIRE to Excellence and Genera

Program Standards that every accredited
organization must meet [2]. CARF also
separately accredits Court Treatment and
Diversion/Intervention programs, giving
drug courts, diversion programs, and jail-
based treatment programs a defined ac-
creditation pathway that is distinct from
the standard outpatient or residential SUD
programs. It's more specialized and popu-
lation specific, giving specia attention to

Beyond Punishment:

the needs of formerly incarcerated people.

The Joint Commission, which also ac-
credits behavioral health organizations,
including opioid treatment programs
(OTPs), under its Comprehensive Accred-
itation Manual for Behaviora Health Care
and Human Services, and many communi-
ty providers that provide care to that popu-
lation aso hold Joint Commission accred-
itation for their broader SUD treatment
operations.

The National Commission on Correc-
tional Health Care (NCCHC) also occupies
anarrower but important role: it's the only
accrediting body authorized by SAMH-
SA to accredit opioid treatment programs
(OTPs) operating inside correctional facil-
ities [3]. Thisis important because federal
law requires a methadone-dispensing OTP
to be both certified by SAMHSA and ac-
credited by a SAMHSA-approved body;
ajail or prison seeking to operate metha-
done treatment on-site must generally go
through NCCHC rather than the standard
community accreditation route. It's a very
difficult route. As of 2021, only 30 correc-
tional facilities nationally had achieved
NCCHC's OTP accreditation, illustrating
how early-stage this specific segment of
thefield still is[4]. To put that into abroad-
er context, of the thousands of correctional

see SUD Treatment on page 44

Rethinking Behavioral Health Carein the Justice System

By Shriya Biswas
PhD Student
University of Delaware

orrectional facilities in the Unit-

ed States have increasingly be-

come mgjor providers of mental

health care (Cherson, 2025). One

in every two to three people incarcerated
in U.S. prisons is estimated to live with a
mental illness, far higher than the general
population (Dumont et al., 2012). Despite
this, these facilities are mostly designed
for custody, and there is less emphasis on
caring for people with health conditions,
with stigma and institutional practices
making it harder for individualsto receive
equitable healthcare (Reagan et al., 2024).
Even if individuals are on treatment
regimens, it is hard for them to remain on
them when incarcerated. M ore than 50% of
individuals who were taking medications
for mental health conditions at admission
did not continue receiving their medica-
tions once in prison, despite court man-
dates (National Alliance on Mental 1llness
[NAMI], 2021). Increasingly, as prisons
continue to serve as de facto mental health
institutions (Alves et al., 2026; Preston et
al., 2022), acritical question emerges: how
can effective and compassionate care be
delivered in environments primarily built
around security and punishment? Prison

sentences should not become a sentence to
untreated mental illness.

An important point to noteis that correc-
tiona health is closely connected to com-
munity health. It not only affects individ-
uals inside fecilities but aso families and
communities after release (Macmadu &
Rich, 2015). These populations also experi-
ence higher rates of substance use, traumat-
ic brain injuries, infectious diseases, and
social challenges such as unstable housing

and unemployment (Centers for Disease
Control and Prevention [CDC], 2024).
Thus, these vulnerabilities overlap, making
correctional mental health a public health
concern rather than an isolated issue (Du-
mont et a., 2012; Macmadu & Rich, 2015).

This shift toward deinstitutionalization
has contributed extensively to the move-
ment of many individuals with severe
mental illness from psychiatric hospitals
into community settings.

However, inadequate community-based
mental health resources can leave individ-
uals with undertreated mental health con-
ditions, thus leading to involvement in the
criminal legal system (Macmadu & Rich,
2015; Yohanna, 2013). Consequently, pris-
ons and jails are increasingly encountering
individuals with complex mental health is-
sues (Kolodzigjczak & Sinclair, 2018).

Along with elevated rates of mental ill-
ness among incarcerated populations, an-
other issue that arises is the intensification
of psychological stressors (Haney, 2021;
Morin, 2026). Factors such asisolation, sep-
aration from family, loss of autonomy, and
uncertainty about the future can create an
environment where existing conditions are
harder to manage (Quandt & Jones, 2021).

At the same time, there are also oppor-
tunities to connect individuals with health-
care services and professionals. Services
such as screening, diagnosis, treatment,
and linkage to community-based care
might not have been easily accessible in
the community (Macmadu & Rich, 2015).
These essential interventions can provide
important points of contact with care. As
emphasized by the CDC, correctional
health must extend across the entire period
of justice-system involvement from entry
into afacility through reentry into the com-
munity (CDC, 2024). Thisisimportant, as

see Beyond Punishment on page 41
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Florida’'s Youth I ncarceration Problem Has a Proven Fix

By Jeanie Burton, MBA, JM

Program Director

At Hope Youth Program, The LJD
Jewish Family & Community Services

orida incarcerates more children
than any other state in the country.
Even while research shows harsh
punishments and long sentences
don't rehabilitate kids — they keep them
coming back. There needs to be anoth-
er way to hold kids accountable because,
right now, we are manufacturing the out-
comes we claim to be fighting against.

A child under 17 who spends time be-
hind bars is 70% more likely to reoffend
within three years, according to research
from the Department of Justice and The
Sentencing Project. That statistic reinforc-
esthe belief held by many that Florida has
invested in a “school-to-prison pipeline.”
In fact, Florida’'s minimum age of incarcer-
ation and prosecution is seven years old,
which isthe youngest age among the states
that have one.

Additionally, the use of the Baker Act,
a law alowing law enforcement to invol-
untarily detain someone for mental health
challenges, on children has increased
128% during the last two decades. These
factors create a perfect storm for funneling
kids into the system instead of out of it.

Nationally, almost 32,000 children and
teens are confined in facilities on any giv-

The Justice System’s New Role in Behavioral Health

en day. So, while this problem presents
itself at its worst in Florida, it’s a nation-
wide challenge we all have the responsi-
bility to address.

Why exactly does incarceration back-
fire? It's a combination of several factors:
peer influence, brain development, and
developmental disruptions. Prison is de-
signed to punish adults, and exposing chil-
dren to such conditions further sets back a
brain that hasn’t even finished developing.

Prison as a punishment doesn’t have the
same effect on adolescent brains, as the

prefrontal cortex isn't fully developed un-
til the age of 25. This part of the brain is
responsible for impulse control, weighing
consequences, and regulating emotions.
The Sentencing Project found that most
youth age out of “lawbreaking” naturally
as their brains develop, but incarceration
introduces them to factors that otherwise
break the normal coming-of-age process.
Time spent in confinement means more
time spent around delinquent peers. We
aso know youth are more easily swayed
by peer influence than adults. When they

spend time with others who committed
more serious crimes, it normalizes and
reinforces the behavior we're supposedly
trying to correct.

Additionally, prison timedisruptsimport-
ant developmental milestones. Detention
derails school enrollment, job prospects,
and family stability. Normal experiences
like school, work, and friendships — linked
to brain maturation — are no longer part of
their day-to-day. Instead, children are ex-
posed to socia environments that reward
attention-seekers and impulsiveness. The
very conditions that put them in the system
arereinforced, not corrected.

It's aso important to address that almost
two-thirds of youth in correctional settings
have a diagnosable mental health or sub-
stance use disorder, according to the Center
for Health Care Strategies. It's another gap
that sends youth deeper into the system.

Access to mental health care in correc-
tional settingsisalegal right in the United
States, yet many states fail to provide it.
A 16-year study of detained youth found
fewer than 20% who needed mental health
services ever received them in the last
two decades, according to a Journal of the
American Academy of Child and Adoles-
cent Psychiatry study. Untreated disorders
lead to low educational achievement, diffi-
culty maintaining employment, drug over-
dose, and death.

see Florida’s Youth on page 31

Compliance

By Casey Bright
Founder and CEO
Pure Life Behavioral Health

he relationship between behavior-
a hedth and the justice system
has traditionally been character-
ized by courtroom interaction,
diversion programs, and people moving
through a system built to process them.
Today, that relationship is changing rapid-
ly asthejustice system ramps up oversight
of fraud, and many providers are ill-pre-
pared for what that means operationally.

Ohio is a clear example. After investi-
gators uncovered more than $42 million
in behavioral health Medicaid fraud, the
state pursued the individuals responsible
through federal indictments and asset sei-
zures, and stood up a formal federal-state
partnership linking the U.S. Department of
Justice's (DOJ's) Fraud Division, U.S. At-
torneys offices, and state Medicaid fraud
units. At the same time, the Ohio Depart-
ment of Behavioral Hedlth slowed to a
near-standstill in processing new provider
license applications.

The impact had direct and dire conse-
guences for the operational sustainability
of providers and accessto carefor patients,
and it points to a clear question every be-
havioral health provider needs to answer:
is your organization built to withstand this
level of scrutiny or survive a major indus-
try shift?

Why the Story Is Bigger Than Ohio

It's tempting to treat this as a single
state's story, but trends suggest otherwise.
The DOJ s June 2026 National Health Care
Fraud Takedown charged 455 defendants
across 56 federal districtsand 45 statesand
territories, tied to more than $6.5 billion in
alleged false claims. While not centered
on the behavioral health sector aone, this
move represents the highest level of coor-
dinationin DOJhistory. Notably, behavior-
al hedlth has surfaced as a named priority

in that enforcement push. Once a coordi-
nated model like Ohio’s provesit can move
fast and produce headlines, other states are
likely to replicateit.

For Ohio providers aready in the pipe-
ling, the fallout from what happened was
significant. Because the state requires na-
tional accreditation before licensing, new
providers must spend real money on staff
and operations, chasing a costly accredita-
tion before they can apply for an operation-
al license. This meant many Ohio provid-
ers who had already earned accreditation

got stuck holding it with nowhere to use
it. In addition, managed care organizations
simultaneously stopped contracting with
new providers, leaving even accredited, li-
censed providers unable to get paid.

One example included a behaviora
health organization in Oregon, Ohio that
received Joint Commission accreditation
the same day the freeze hit but was unable
to get an operational license. They werethe
community’s only behavioral health pro-
vider, and the nearest medication-assisted
treatment (MAT) clinic was half an hour
away — a non-starter for people without
transportation since federal MAT regula-
tions require in-person visits.

| worked with multiple providersin sim-
ilar situations, structuring a path to keep
services running in the interim by billing
through individual practitioner National
Provider Identifiers rather than waiting on
the facility license. While this effort pro-
vided a much-needed short-term solution,
the redlity is that providers need strategies
that truly put them in readiness mode.

How ProvidersActually Get Ready

Looking ahead, behavioral health pro-
viders need to invest in infrastructure and
adopt strategiesthat enable them to operate
efficiently, comply with changing regula-
tions, and adapt quickly to heavy scrutiny.
Based on what I’ ve seen helping operators

see Compliance on page 33
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those intercepts—not asan “extraservice,”
but as part of our behavioral health and
public-safety strategy — building needed
strong, unshakeable infrastructure.

Justice Peers Are Not Simply Peers
Who Work in Justice Settings

Peer support is grounded in mutuality,
recovery, shared experience, hope, and the
belief that people are more than diagnoses
or the worst moments of their lives. Jus-
tice Peer practice carries those principles
into the highly specialized environment of
carceral care.

Justice involvement creates its own lan-
guage, trauma, stigma, barriers, and surviv-
al knowledge. Arrest, arraignment, incar-
ceration, court mandates, probation, parole,
reentry, collateral consequences, housing
exclusions, employment barriers, and fam-
ily disruption are not abstract concepts to
people who have experienced them. Shared
experience can create relationa credibil-
ity—the kind of credibility that cannot be
conferred by a job title alone (Hart, 2026;
Skipper, H., & Ortiz, J. M., 2024).

A clinician may ask, What treatment
might help? A District Attorney may ask,
What does the law require? A case manag-
er may ask, What services are available?

A Justice Peer can also ask: How did you
get here? What is happening to you right
now?What are you afraid of ? What do you
understand? What do you want to be your
next step? And what do you need to make
that next step possible?

That does not make the Justice Peer
a clinician, attorney, or case manager. It
makes the peer something different—and
vitally necessary.

From Lived Experience
to Lived Expertise

Thereis avery important distinction be-
tween lived experience and lived expertise.
Lived experience is what happened to us.

Lived expertise is what we build from
what happened to us through reflec-
tion, training, education, practice, ethical
boundaries, and the ability to translate per-
sonal experience into service and systems
change.

We should not romanticize lived experi-
ence. Experiencing incarceration does not
automatically prepare someone to support
another person through incarceration, just
as receiving therapy does not make some-
one atherapist. Justice Peer work requires
competencies: active listening, trauma-in-
formed practice, behavioral health knowl-
edge, recovery principles, system naviga-
tion, advocacy, professional boundaries,
crisis awareness, cultural humility, and the
ethical use of sdlf.

A 2024 umbrella review encompassing
35 reviews of paid mental-health peer sup-
port found that successful implementation
is associated with factors including ade-
quate training and supervision, clear roles,
supportive workplace culture, leadership,
and effective collaboration. The review
also identified role ambiguity, inadequate
resources, low pay, and negative attitudes

Helen “ Skip” Skipper, CPS, MA

from non-peer staff among persistent im-
plementation barriers (Cooper et al., 2024).

Profess onalization, however, must not be-
come something that looks like sanitization.

We cannot credential Justice Peers so
thoroughly that we erase the authenticity,
candor, cultural knowledge, and critical
perspective that make their lived expertise
valuablein the first place.

Justice Peers Should Exist Before,
During, and After Incarceration

The criminal legal system often locates
peer support at reentry. Reentry is criti-
cal—but it is too late to begin thinking
about peers only after incarceration has al-
ready occurred.

At Intercept 0, Justice Peers can work
alongside community crisis teams, respite
programs, outreach teams, shelters, and al-
ternatives designed to resolve crises with-
out arrest. SAMHSA specifically identifies
peer-operated crisisresponse or respiteasa
strategy at this stage.

At Intercept 1, Justice Peerscan strength-
en crisis-intervention training, co-response
efforts, post-crisis engagement, and diver-
sion. At Intercepts 2 and 3, peers can help
people understand what is happening, con-
nect to care, maintain hope, and prepare for
transition. At Intercept 4, peers can provide
in-reach and reentry support before the
gate opens—not merely a folder of bro-
chures at discharge. SAMHSA expressly
recognizes peer support as a reentry strat-
egy, including assistance with planning,
housing, treatment connections, and iden-
tifying triggers or circumstances that could
lead to renewed justice involvement.

At Intercept 5, Justice Peers can help
people navigate the complicated tension
between supervision requirements, treat-
ment, recovery, employment, housing, and
family responsibilities (Policy Research
Associates, 2020).

The evidence base is growing. A 2025
scoping review identified 49 peer-support
programs across 66 studies focused on
people with health-related needs return-
ing to communities after incarceration.
Shared lived experience, sustained en-
gagement, participant-centered support,
and cross-agency collaboration emerged as
important implementation factors (Treitler

et al., 2025).

But | want us to imagine something
larger than reentry. “What if the peer re-
lationship—not just the case file—could
travel acrosstheintercepts?”

What Our Work Has Taught Us

At the NYC Justice Peer Initiative, our
work developing, training, and supporting
Justice Peers hasreinforced several lessons.

First, justice-specific training matters.
A generic peer credentia cannot be ex-
pected to cover every complex issue and
trajectory created by criminal legal system
involvement.

Second, employment matters. We can-
not celebrate certification while offering
people only temporary, low-wage, or to-
kenized positions. A workforce is not truly
professionalized until there are sustainable
jobs, living wages, quality supervision, ad-
vancement opportunities, and leadership
pathways.

Third, employers need preparation too.
Hiring someone with lived experience
does not automatically create an environ-
ment that values lived expertise. Organi-
zations must examine job descriptions,
background-check practices, disclosure
expectations, supervision, workplace cul-
ture, compensation, and—perhaps most
importantly—who is allowed to hold au-
thority.

Finally, Justice Peers should not be lim-
ited to helping people survive systems.
They should help redesign them.

From Representation to Power

For years, directly impacted communi-
ties have rightly insisted: “Nothing about
uswithout us.” That remains essential. But
the next stage of thiswork must go further.

We must move from referral to relation-
ship. From representation to power. From
isolated peer programsto peer infrastructure.
From lived experienceto lived expertise.

Justice Peers should be present in crisis
services, hospitals, courts, jails, reentry
programs, community supervision, poli-
cy offices, research teams, training insti-
tutions, and executive leadership. Their
expertise should influence and live in
budgets, program design, hiring, evalua-
tion, policy, and accountability—not just
advisory committees convened after the
important decisions have been made.

Too often, people with lived experience
areinvited to atable built by someone else
and told that inclusion has occurred be-
cause somebody added a chair.

The next evolution must be different. We
are not simply asking for a sezt at thetable.
WE ARE THE TABLE!

The Missing Infrastructure

National data points have long docu-
mented disproportionate behavioral health
needs among incarcerated populations. In
Bureau of Justice Statistics surveys con-
ducted in 2011-2012, approximately one
in four people held in loca jails met the
threshold for serious psychological dis-
tress during the previous 30 days, while 44
percent reported previously being told by

a mental health professional that they had
a mental disorder (Bronson & Berzofsky,
2017). Thisdatais unfortunately dated, but
the system questions that are exposed re-
main urgent, factual, and up to date.

We cannot punish people into wellness.
We cannot arrest our way out of unmet be-
havioral health needs. And we cannot build
continuity of care solely through forms, re-
ferrals, and institutional handoffs.

The question is not whether people ex-
periencing behavioral health challenges
will encounter the justice system. Until we
fundamentally change the pathways that
lead there, unfortunately most of them will.

The more important question is: Who
will be standing beside them when these
systems collide? Justice Peers can stand
at that intersection—not merely helping
people navigate the road but helping us
rebuild it.

If behavioral health and justice systems
are serious about transformation, lived
expertise cannot remain at the margins of
either system. It must become part of the
infrastructure of both.

Helen “ Skip” Skipper, CPS MA, is Ex-
ecutive Director, NYC Justice Peer Initia-
tive and Vice Chair, NYC Board of Correc-
tion. For more information, email skipper.
helen@gmail.com.
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F-INSET programs are led by peer support
workers who build trust and rapport with
participants.

Another example of intensive supports
isAssertive Community Treatment (ACT),
which offers treatment and rehabilitation
services in the community for individuals
with Serious Mental Iliness (SMI) whose
needs have not been met in traditional ser-
vice settings such as an outpatient clinic.
ACT helps people gain independence, re-
cover, and thrive in their communities.

Thanks to Governor Hochul’s record
investments in our mental health system,
we have significantly grown the reach of
ACT, with 32 new and expanded adult
teams, increasing statewide capacity by
more than 1,600 slots. We have also en-
hanced and expanded the availability
of Forensic ACT, to a total of 16 teams,
with another four in development. Foren-
sic ACT adapts the traditional ACT mod-
el to serve those involved in the criminal
legal system by addressing risk and pro-
tective factors associated with arrest and
incarceration. Along with investments in
transitional housing, programs like these
offer asupportive level of engagement for
individuals who otherwise may find them-
selvesin jails or prisons.

For a small nhumber of individuals, the
legal system can also be utilized to ensure
that individual saccesstreatment to support
their recovery. A recent independent eval-
uation of the state's Assisted Outpatient
Treatment (AOT) program was released,
demonstrating that AOT can provide crit-
ical support for individuals who have not
accessed needed services voluntarily. In-
dividuals receiving AOT are at risk of fur-
ther law enforcement interaction, incarcer-
ation, homelessness, hospitalization, and/
or physical danger. AOT, when a judge
orders mental health servicesto be provid-
ed to an individual who has not accessed
them voluntarily, may be the necessary
bridge between a need for intensive sup-
port and follow-through to recovery. The
evaluation noted that court-ordered mental
health services can improve outcomes for
those who are at high risk of not being able
to survive safely intheir community other-
wise. It also found that longer durations of
participation in AOT were associated with
better housing stability, stronger life skills,
and reductions in hospitalization and fur-
ther interaction with law enforcement. For
individualson an AOT order, a careful and
intentional approach that supportsindivid-
ual autonomy and dignity, while also pro-
moting personal and community safety, is
needed. In thisway, AOT, while employed

Dr. Ann M. Sullivan

rarely, can have amajor positiveimpact on
the lives of a select group of individuals.

OMH isalso working in partnership with
the Office of Addiction Services and Sup-
ports to strengthen the behavioral heath
crisis response system statewide, a priority
for our state that has led to the establish-
ment of new Crisis Stabilization Centers,
Comprehensive Psychiatric  Emergency
Programs, further investments in the 988
Suicide & CrisisLifeline, and the new Be-
havioral Health Technical Assistance Cen-
ter (BHTAC). The BHTAC will develop
and support the implementation of stan-
dardized protocols for acommunity-based,
public health-led response to behavioral
health emergencies and provide training
and technical assistance to localities on
their crisis plans.

Additionally, OMH is funding pilot
programs in three communities across the
state, with another four soon to follow, to
ensure that crisis response systems prior-
itize a health-led response to behaviora
health crises, providing safe, compassion-
ate care. The funding supports multidis-
ciplinary teams and requires peer support
professional sto be deployed as part of their
crisis response system. The resulting sys-
tem will be trauma-informed, prioritizing
racial equity, cultural humility, and harm
reduction across the lifespan. By support-
ing a health-led response, we are reducing
the reliance on law enforcement during a
mental health crisis, enabling individuals
to receive timely care and preventing un-
necessary interactions with police and the
criminal legal system.

Within OMH’s Division of Forensic Ser-
vices, the Diversion Center plays a critical
role in supporting both localities and in-
dividuals who can benefit from access to
appropriate mental health services instead
of incarceration. The Diversion Center,
formally established in 2020, facilitates,
evaluates, and promotes loca initiatives
and programsto divert justice-involved in-

dividuas with serious mental illness from
arrest, prosecution, and incarceration. Un-
der the auspices of the Diversion Center,
the Mental Health/Criminal Justice Collab-
oration Unit provides support and technical
assistance, developing and training com-
munity and criminal justice professionals
who interact with individuals experienc-
ing emotional crisis or living with mental
illness. When detention in county jails is
unavoidable, the unit provides suicide pre-
vention screening training for profession-
alsworking there.

Over the summer, the Office of Mental
Health announced the awarding of $2.4
million to help four upstate counties grow
their capacity to divert individuals with
behavioral health needs from the crimi-
nal legal system by connecting them with
timely treatment and services. This fund-
ing is part of years of concerted effort to
help individuals receive support and ser-
vices outside of the criminal legal system,
so they can remain engaged and thrivingin
their communities. And it represents only
a small slice of the programs that share a
similar goal.

With Diversion Center funding, coun-
ties across the state are utilizing peer sup-
port speciaists, clinicians, care managers,
community services coordinators, mobile
response teams, and more — improving
outcomes for individuals diagnosed with
severe mental illness who are involved in
the criminal legal system. These efforts are
helping to address the fact that an increas-
ing number of admissions to OMH civil
psychiatric centers are individuals with
legal system history and close to 10,000
adultsin the state prison system are receiv-
ing OMH prison-based services. Unfortu-
nately, this demonstrates the all too often
coexistence of mental health challenges
and legal system involvement.

Another important new initiative is
Court-Based Mental Health Navigators,
who support justice-involved individuals
with mental health needs in the commu-
nity, working with local systems to coor-
dinate voluntary care and promote well-
ness and recovery. Based within county
government, Navigators have a strong
understanding of the local mental health,
socia services, and criminal lega sys
tems. Navigators work at courthouses and
coordinate closely with peer specialists,
fostering rapid connection to support and
encouraging engagement and participation
with services. While this program is still
in its early stages, 71 Navigators, who can
be caseworkers, certified peer specidists,
or licensed mental health professionals,
will be working across 40 counties includ-
ing New York City. Early data shows that

about three-quarters of those referred for
Navigator services accepted them, remain-
ing engaged for at least amonth on average
during acritical period.

Even given al of these efforts support-
ing diversion, we know that there are in-
stances when law enforcement involve-
ment is unavoidable. And it is during
these times that the Mental Health/Crim-
inal Justice Collaboration Unit is so vital.
This unit oversees our Crisis Intervention
Teams (CIT) training, which ensures of-
ficers understand how to use enhanced
skills to interact appropriately with indi-
viduals experiencing emotional crisis. The
CIT program aso guides officers on how
to effectively work with mental health
programs and providers.

It is important to note that our services
do not stop when an individual becomes
incarcerated, as we continue our work to
promote hope, wellness, and successful
community integration through ready ac-
cess to evidence-based mental health treat-
ment. Mirroring the spectrum of services
available in the community, prison-based
services encompass both inpatient and
on-site corrections-located trestment in
programs staffed by OMH. This includes
clinic services, residentia programs for
more vulnerable individuas, crisis treat-
ment, and more. From telepsychiatry to
gender-related therapeutic services, peer
support to suicide prevention, incarcerat-
ed individuals take critical steps toward
recovery and prepare for successful com-
munity reintegration by addressing mental
health needs before release from prison and
return to the community. These efforts are
complemented by appropriate pre-release
discharge planning, ensuring individuas
are equipped for a successful reentry and
are able to live safely and thrive once back
home, in many casesworking with the sup-
port of Forensic ACT or INSET teams and
utilizing supportive housing.

Our goal for individuals living with
mental health challenges who are in-
volved in the criminal legal system is the
same as our goal for all New Yorkers. We
must provide the care, support, and ser-
vices required to ensure that everyone
can recover, maintain meaningful rootsin
their community, and lead fulfilling lives.
Thanks to a broad array of intervention
and diversion efforts, we are taking nec-
essary steps to prevent individuals from
entering the legal justice system while
also providing the needed services and
supports for those who unfortunately are
justice-involved.

Dr. Ann M. Sullivan is Commissioner of
the New York Sate Office of Mental Health
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Financial Stability from page 8

no financial cushion, the ability to cover
medical and treatment costs can make the
difference between continuing in recovery
and veering off track.

When Employment IsaBarrier
Instead of a Bridge

Stable employment is often considered a
key goal in successful reentry, afoundation
for everything el se. In practice, employment
can be one of the hardest hurdles to clear.
Criminal record disclosure requirements,
licensing restrictions in certain fields, and
gaps in work history can all make finding
ajob more challenging, regardless of a per-
son’s desire or ability to work.

Employment barriers create acruel bind:
LFOs may continue accruing at exactly
the moment a person’s earning capacity is
most limited. An individual can be doing
meaningful work in recovery and reentry,
actively searching for employment, and
till find that their income isinsufficient to
meet their LFOs and other expenses. The
result is awidening gap between the finan-
cial demands of reentry and the resources
available to meet them.

Financial Stress as a Recovery Risk,
Not Just Background Noise

Taken together, LFOs, reentry expens-
es, and barriers to earning enough to cover
them can become a considerable source of
stress (Harris & Smith, 2022). Financia
precarity also impacts key social determi-
nants of health (SDoH) such as housing,
economic stability, and family support,
which are critical to recovery.

The effect of LFOs on mental health and
substance use-related outcomes remains
understudied, though Lindenfeld and Rou-
hani (2026) map the connection. They find
that LFOs increase the risk of further jus-
tice involvement as well as financial de-
stabilization such as debt and poverty, and
that the resulting financial strain worsens
SDoH and increases behavioral health risks
such as “trauma, stress, [and] increased or
riskier patterns of substance use...”

Financial stress in recovery and reen-

Wendy Molyneux, M SW

try is not simply an unpleasant backdrop
to the “real” clinical work. A person can
have strong clinical supports, a solid re-
covery community, and genuine motiva-
tion, and still be knocked off balance by a
missed shift, an unpaid fine, or a housing
deposit they cannot cover. Financia stabi-
lization deserves consideration aongside
other identified recovery factors because it
shapes the ground recovery is built on (Lin
et al., 2024).

What Practitioners, Families,
and Support Networks Can Do

For practitioners: Addressing financial
stability does not require providers to act
as financial coaches or to duplicate exist-
ing assessments. The work begins with
treating financial strain as a continuing re-
covery and reentry consideration. When le-
gal, employment, housing, transportation,
or benefits barriers are already identified,
consider whether their combined costs or
deadlines could interrupt treatment, super-
vision, or safe housing. Build and maintain
referral pathwaysto legal aid, benefits nav-
igators, reentry organizations, and employ-
ment programs before a financia crisis
makes assistance urgent.

These referrals matter because navigat-

ing LFOs, benefits, and legal aid intake
isitself cognitively demanding. For some
people in early recovery, lingering effects
of substance use or withdrawal, or co-oc-
curring conditions, can interfere with ex-
ecutive functioning and make paperwork,
deadlines, and multi-step intake process-
es especialy difficult to manage. A warm
handoff, rather than a phone number or ad-
dress, may bewhat makes areferral usable.

For families and support networks:
Help someone problem-solve a financial
obligation without taking it over entirely.
The goa is to build capacity and confi-
dence while preserving the person’s sense
of agency. Financial stress may show up as
irritability, withdrawal, or avoidance rather
than an explicit request for help. Recogniz-
ing these signs can create an opportunity
to offer support before a financial problem
becomes a larger recovery challenge.

For reentry support programs. Build
financial stabilization into the reentry pro-
cess rather than treating it as a separate
concern. Establish referral relationships
with legal aid groups, employment pro-
grams experienced with justice-involved
candidates, and benefits specialists. Pay
particular attention to the transition from
incarceration or residential treatment,
when gaps in benefits or health coverage
can disrupt continuity of care.

Recovery Infrastructure,
Not Persona Finance

The financial consequences of justice
involvement are not a persona finance
problem in the conventional sense. They
are a structural feature of how the justice
and reentry systemsare built, and they land
straight in the middle of the reentry process
whether care planning accountsfor them or
not. When financial stabilization is treated
asacore pillar of reentry and actively sup-
ported, people are given afar morerealistic
chance at sustaining recovery. When finan-
cial stabilization is minimized, we are ask-
ing people to build a stable life on ground
that keeps shifting underneath them. James
has done the work of recovery. Ensuring
that he has a redlistic path to sustain it re-

quires recognizing financial stability as
part of that work, not as a separate concern.

Wendy Molyneux isa Certified Financial
Social Worker at Whole Person Finance.
For more information, email wendy@
wholeperson.finance and visit wholeper-
son.finance.
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Footnote

1. James is a composite character based on
common experiences in behavioral health
and reentry settings to illustrate systemic
challenges; he does not depict a specific
person.

Florida's Youth from page 28

Most recently, U.S. Sen. Jon Ossoff of
Georgia and Rep. Jen Kiggans of Virgin-
ia launched a bipartisan investigation into
the incarceration of children with mental
health conditions in juvenile detention
facilities. The investigation found that 75
facilities were incarcerating children who
were dligible for release to mental health
care programs. These children remained
there because the care they needed was
simply not available. Often, these facilities
incarcerate children for at least a month
before discharging them - some waited as
long as ayear.

The missteps in the system are evident,
yet proven alternatives are sitting largely
unfunded and underused — such as re-
storative justice diversion. This method
is about reframing crime from “breaking
the law” to “harm done to people and re-
lationships.” Restorative justice focuses
on: who was harmed, what do they need,
and whose obligation is it to make things
right?

It's about accountability over punish-

Jeanie Burton, MBA, JM

ment, voice and participation, addressing
root causes, and reintegration — never ex-
ile. Studies show higher victim satisfaction
and perceptions of fairness, improved vic-

tim mental health, and higher rates of resti-
tution compared with court processing. So
why isit underused?

Restorativejustice diversionisn’t ablan-
ket aternative to incarceration. It’s specifi-
cally designed for non-violent, lower-level
offenses, where the goal is repair rather
than removal. Only seven states provide
significant funding or support for these
programs. Florida is notably not one, even
though the evidence — victim satisfaction,
cost, reduced severity of reoffending— fa-
vors this approach.

At The LID Jewish Family & Com-
munity Services, our At Hope Youth
program is a free, voluntary wraparound
advocacy program for minors who've
received civil citations or been referred
to a diversion program for non-violent
offenses through the Department of Ju-
venile Justice and Duval County Courts.
We also serve kids and teens who are at
ahigh risk of system involvement before
any citation occurs.

At Hope assigns each child to a case
manager who oversees their court sanc-
tions. These are like community service

hours or check-ins tied to the terms of
their diversion agreement. Beyond that,
case managers provide coordinated wrap-
around services such as additional mento-
ring, counseling referrals, school tutoring,
and more. It starts with addressing the root
causes and holding the child accountable.
We focus on repairing the whole situation
and not just punishing the incident — all
while keeping them out of jail.

Restorative justice programs like ours
work within the confines of an undevel-
oped brain. They keep children away from
bad influence and ensure adolescents still
meet devel opmental milestones.

Florida doesn’t need to lock up more
kids. It needs to fund alternatives that not
only work but also better our community
as a whole. Let's move the focus away
from punishment and start funding second
chances.

Jeanie Burton, MBA, JM, is Program
Director of the At Hope Youth Program
at The LID Jewish Family & Community
Services. For more information, call (904)
448-1933 and visit JFCSax.org
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Role of CCBHCs from page 9

* Intercepts 2 & 3 (Courts and Jails):
CCBHCs collaborate with law enforce-
ment, jails, and courts to divert people
with behavioral health needs from the
justice system. Through pre-booking
screenings, data-driven identification,
and partnerships with specialty courts
and deferred prosecution programs,
they connect individuals to treatment
instead of further crimina justice in-
volvement.

* Intercepts4 & 5 (Reentry and Com-
munity  Corrections):  Continui-
ty-of -care requirements mean CCBHCs
are positioned to engage with individu-
als upon release, reducing the treatment
gap that so often precedes reoffending.

These structured intercepts aren’t the-
oretical; they trandate into measurable
reductions in recidivism with justice in-
volvement.

The Positive Impact

The logic linking behavioral hedlth ac-
cess to incarceration rates is straightfor-
ward: police and sheriff’s departments rou-
tinely absorb the cost of responding to and
transporting people in behavioral health
crises, a burden that falls on public safety
budgets rather than health systems. At the
individual level, arelatively small group of
people drives a disproportionate share of
these costs by cycling repeatedly through
crisis, arrest, detention, and release.

Reducing incarceration is not primari-
ly about diverting first-time or low-level
offenders; it's about disrupting the re-
volving-door pattern within this high-uti-
lization population through sustained, co-
ordinated trestment. CCBHCs are designed
to do exactly that. Their care coordination
requirements create a single point of ac-
countability that follows a client across
settings — crisis stabilization, outpatient
care, primary care, and social servicerefer-
rals — rather than leaving coordination to
chance or to aready overextended public
defenders or probation officers.

While many behavioral health organiza-
tions, outside of and prior to the CCBHC
model, have had community partnerships
for outreach, evidence suggests that the
CCBHC model has pushed organizations
to deepen those partnerships for stronger
impact in their communities.® This shows
up concretely at the state level.

Some states, such as New York, stipulate
within their policies that the CCBHC isre-
quired to secure partnerships and establish
protocols with justice system agencies for
both adult and youth populations.*

In Missouri, the Community Behavioral
Health Liaison (CBHL) model has sub-

Veronica Richardson, MHA, RHIA, CHPS CHC

stantially strengthened collaboration be-
tween behavioral health providers and jus-
tice-system partners. CBHLSs function as a
direct conduit to care for individuas with
behavioral health needs who frequently in-
teract with law enforcement and the courts,
helping connect them to timely, communi-
ty-based services that reduce repeated jus-
ticeinvolvement.®

CCBHCsaddress housing instability, un-
employment, chronic medical conditions,
and other social determinants that increase
the likelihood of justice involvement. Inte-
grated care reduces risk factors for arrest
and supports long-term stability. As these
partnerships expand, the operational de-
mands on clinics grow as well, requiring
careful attention to the infrastructure that
supports cross-system collaboration.

Compliance Considerations for CCBHCs
Engaged in Justice-System Collaboration

Justice-system partnerships create real
opportunities for CCBHCs, but they also
introduce compliance exposure that clin-
ics need to remain aware of. Cross-agency
data flows, diversion-specific documenta-
tion, and justice-adjacent billing all raise
the stakes for programs that may not have
built these safeguards into their original
compliance infrastructure.

Accurate Documentation of Crisis and
Diversion Encounters - Clear, complete
documentation is essential for capturing
clinical decision-making, risk assessment,
and diversion outcomes. Records must re-
flect the full scope of crisis services deliv-
ered, including stabilization efforts, safety
planning, and referral pathways. This is
particularly important where a diversion
decision substitutes for an arrest or citation
— documentation may later be reviewed
by courts, oversight bodies, or auditors,
and gaps can undermine both the clinical
record and the defensibility of the diver-
sion itself. Accurate documentation also

supports defensible coding, appropriate
reimbursement, and transparent reporting
of justice system partnership activities to
state CCBHC programs and SAMHSA.

Data-Sharing and Privacy Compliance
- Cross-system collaboration requires
strict adherence to HIPAA, 42 CFR Part
2, and minimum-necessary disclosure
standards, and justice partners often op-
erate under different confidentiality ex-
pectations than healthcare entities, which
raises the risk of inadvertent overdisclo-
sure. CCBHCs must maintain structured
workflows for aobtaining authorization
and consent for disclosure, understanding
that justice system partners are outside
of defined treatment/payment/operations
(TPO) pathways. Particular caution is
warranted with SUD treatment records
under Part 2, where consent and re-disclo-
sure rules are more restrictive than gen-
eral HIPAA requirements and where law
enforcement partners may not be familiar
with those distinctions.

Quality Metrics and Performance Re-
porting - CCBHC quality measures di-
rectly influence justice-related outcomes
and are increasingly scrutinized by states
and SAMHSA as justice collaboration
becomes a more visible part of the mod-
el. Accurate reporting allows CCBHCs to
demonstrate the impact of diversion strate-
gies, identify gaps, and support continuous
improvement, but it also means these met-
rics are audit-relevant. Clinics should treat
justice-related outcome data with the same
rigor applied to clinical quality measures
more broadly.

In my work supporting CCBHCs, doc-
umentation and data capture around crisis
and diversion encounters are areas where
strong clinical practice isn't aways ful-
ly reflected in the record. Providers are
doing the work, often at a high level, but
the documentation, consent workflows,
and reporting pathways don’t always keep
pace with the complexity of cross-system
collaboration. Strengthening these pro-
cesses is not only a compliance safeguard,;
it ensures clinics can demonstrate the full
impact of their justice-system partnerships
to state programs, SAMHSA, and commu-
nity stakeholders.

Conclusion

CCBHCs were created to improve ac-
cess to care and aleviate fractured in-
frastructures in behavioral health — one
being a long-standing systems failure:
the reliance on jails and prisons to absorb
the consequences of untreated behavioral
health conditions. By pairing comprehen-
sive services with crisis response capacity
and formalized justice-system partner-
ships, the model replacesreactive, enforce-

ment-driven responses with coordinated,
accountable care. The evidence emerging
from states and national reporting shows
that this approach is not only feasible; it is
shifting outcomes for people who have his-
torically cycled repeatedly through crisis,
arrest, and incarceration.

As CCBHC adoption continues to ex-
pand, and as states refine expectations
around diversion and performance re-
porting, clinics are positioned to play an
even more centra role in reducing justice
involvement and strengthening communi-
ty-based treatment pathways. The model’s
core design offers a durable framework for
interrupting the revolving-door pattern that
has burdened individuals, families, and
public safety systems for decades. Con-
tinued investment in these clinics, and in
the infrastructure that supports their jus-
tice-system collaboration, will be essential
to sustaining this progress and realizing the
full potential of a community-driven ater-
native to incarceration.

Veronica Richardson, MHA, RHIA,
CHPS, CHC isa Senior Compliance Con-
sultant with First Class Solutions, Inc.
Learn more at www.FirstClassSolutions.
com or contact her at veronica.richard-
son@firstclasssol utions.com.
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Youth Trauma from page 10

courts such as the Department of Chil-
dren and Family Services (DCFS), and the
school system. They may also be facing
housing instability.

Youths are suddenly submerged in these
“deep end” systems and must stay above
water. Typically, none of these systems is
connected. Success in youth deflection re-
quires the cooperation, support, and buy-
in of parents or guardians, as well as the
broader “village” of adults in their world,
such as coaches, choir instructors, and
school personnel.

Deflection case managers must work
among siloed ingtitutions. Through clear
written policies, memoranda of understand-
ing (MOUs), and consent-for-release forms,
we ensure that every entity that impacts a
youth'slifeisinformed and coordinated.

The Power of Relentless Engagement

Because participation in deflection is
voluntary, keeping youth and families en-
gaged requires a mindset we call relentless
engagement. We offer our support as many
times as it takes for a person to say yes.
Even if they initially decline, we return to
discuss the virtues of deflection and the
risks of unaddressed behaviors before they
result in aformal sanction. The goal of re-
lentless engagement isto meet them where
they are but not leave them there.

Relentless engagement starts with meet-
ing people as strangers and building deep
trust and rapport with both the youth and
their guardians. From there, our focusison:

e Finding the right clinical provider for
the individual’s specific needs and per-
sonality at that time.

» Eliminating barriers to care, such as a
lack of transportation, so there are no
excuses for non-engagement.

» Connecting youth to community sup-
ports like a Boys and Girls Club or
YMCA, dlowing them to express
themselves through sports or classes
outside of aclinical setting.

* Introducing therapies, restorative jus-
tice models, and peer groups to help
youth define past trauma and develop
positive coping mechanisms for high-
risk behaviors.

Crucially, we also work closely with

Jodl K. Johnson, MEd

schools. With appropriate consent, pro-
viders can share relevant information with
school teams and help families request ac-
commodations through an Individualized
Education Program (IEP) or Section 504
process. Coordination with schools helps
counselors understand whether the student
is utilizing community resources. Instead
of a knee-jerk reaction like in-school or
out-of-school suspensions, students get a
supportive educational pathway.

How to Fund Youth Deflection and
Establish Community Protocols

To safely pivot a youth from a disci-
plinary track to a therapeutic one, schools
and law enforcement must establish clear
protocols. School resource officers and
local police are heavily trained in enforce-
ment. Providing them and other school
personnel with crisis intervention training
and behavioral health screening toolsis an
immediate step toward better engagement.
To be clear, deflection is not a crisis re-
sponse. Its purpose is not to wait for, nor
to need, acrisisor an arrest (with charges)
before taking action.

A true“warm handoff” protocol, whether
through localized community interventions
or the national 988 crisis system, allows re-
sponders to seamlessly connect youth to a
curated portfolio of specialized resources.

For behavioral health executives, the
immediate question is how to fund youth
deflection programs. These initiatives can
be supported by braided funding models,
including:

» Billing for recurring revenue, clinica
care management, and peer crisis ser-
vices under the Medicaid fee schedule.

e Utilizing Section 1115 Medicaid waiv-
ers — a federal tool that grants states
the flexibility to bypass standard rules
to fund non-traditional care. In this
context, 1115 waivers provide the nec-
essary authority to pay for cross-system
transition services and justice-related
behaviora health infrastructure.

» Tapping into grants, philanthropy, opi-
oid abatement funds, and marijuana tax
revenues.

To sustain this funding, aggregate,
de-identified data is essentia to prove ef-
ficacy. By utilizing MOUs acceptable to
all parties, stakeholders can securely track
service engagement - such as attendance in
individual therapy, substance use disorder
treatment, or after-school mentoring - with-
out violating HIPAA or aminor’s privacy.

Ultimately, this data demonstrates that
deflection avoids the exorbitant costs of
the traditional system. Juvenile court pro-
cessing for a simple misdemeanor can cost
taxpayers over $1,500 per case (Washing-
ton State Ingtitute for Public Policy, 2024),
and youth detention averages $588 per day
per child (Justice Policy Institute, 2020).
By redirecting these funds, we preserve
taxpayer dollars while keeping youth en-
gaged in their communities.

Building Your Community’s Framework

Deflection holds immense promise for
transforming public safety and behavior-
a hedth. It engages individuals in need,
avoids the trauma of an arrest, ensures ac-
countability, and hel ps people contribute to
the community.

For clinical directors and behavior-
a health CEOs looking to build a youth
deflection framework, the first step is to
identify the gaps in your region’s law en-
forcement and school contacts. In our tech-
nical assistance work at TASC's Center for
Health and Justice (CHJ), we have seen
firsthand that these operational structures
are the linchpin of a successful program.
Reach out to law enforcement to discuss
how front-end engagement strategies
can make their jobs easier. Identify local
youth-serving resources to build a support-
ive ecosystem.

This coordinated approach ensures that
we are not waiting for a youth to be arrest-

ed and charged or to bein crisis before tak-
ing action. Youth deflection also means that
when we take action, the youth is met with
a clinical response, rather than a carceral
one. By choosing anamed policy of deflec-
tion over detention, communities can halt
the traumatic cycle of the justice system
and provide our youth with the clinical care
and community support they deserve.

Joel K. Johnson, M.Ed., is president
and CEO of Treatment Alternatives for
Sronger Communities (TASC), a Chicago
health-justice integrator providing wrap-
around services for individuals and fami-
lies navigating the criminal legal, justice,
child welfare, and healthcare systems.
Johnson was elected in 2021 to the Na-
tional Association of Addiction Treatment
Providers (NAATP) board of directors.
Previously, he served as executive vice
president of Friend Health, a federally
qualified health center, and concurrently
as president of its behavioral health unit,
Human Resources Development Institute
(HRDI). TASC's Center for Health and
Justice (CHJ) provides system mapping,
action planning, consulting, and training
for youth deflection across 48 states and
internationally. To contact Johnson, visit
tasc.org or call (312) 738-8933.
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Compliance from page 28

navigate challenges across five dtates, it
comes down to three things:

1. Make data part of every conversa-
tion, not just a monthly report - If
your staff’s first login of the day takes
them to email or a schedule instead of a
dashboard, they are aready behind the
power curve. Management meetings
should run on the data you' re seeing —
actual numbers that reflect outcomes,
length of stay, and problem areas like
AMA rates.

2. Diversify your payer sources - Pro-
grams that depend entirely on one
funding stream, such as Medicaid, ook
successful right up until that funding

source changes or apayer pulls back re-
imbursement. Providers need to build a
real mix of in-network, out-of-network,
and Medicaid business so no singledis-
ruption can take the organization down.

3. Invest in retaining staff instead of
chasing hires - It's not uncommon in
the behavioral health field to see people
cycle through five or six jobs in a year.
That instability shows up in care qual-
ity and institutional knowledge. Lead-
ership development and staff retention
strategies are a critical part of how an
organization stays stable enough to re-
spond to industry shifts.

Undernesath all three of theseisatechnol-
ogy partner that providesthe data needed to
improve decision-making. To help clients

position for the future, | rely on API-driven
EHR platforms like Sunwave that provide
real-time views of important KPIs and al-
low organizations to build custom work-
flows in weeks instead of over ayear, asis
the case with many implementations.

Ohio won't be the last state to learn hard
lessons about readiness within the current
regulatory and oversight climate. Main-
taining a sustainable path forward for both
provider organizations and the communi-
ties they serve requires infrastructure in-
vestments and strategies that protect payer
mix and improve overall staff retention.

Casey Bright is Founder and CEO of
Pure Life Behavioral Health. For morein-
formation, email casey@purelifebehavior-
alhealth.com and visit purelifebehavioral-
health.com.

Casey Bright
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Community I ntegration from page 15

community activities where relationships
can develop outside paid service systems.
True integration occurs when a person’'s
connections include coworkers, friends,
neighbors, and other community members,
not only providers and support staff.

Third, choice over housing and commu-
nity life allows individuals to define what
independence means for them. Person-cen-
tered planning and self-advocacy help en-
sure that individuals have a meaningful
voice in decisions about where and with
whom they live, how they spend their time,
the relationships they pursue, and the goals
they set for their lives.

Imagine a young adult with an intellec-
tual disability and anxiety who wants to
work but has repeatedly been told they are
not ready. Unfamiliar environments feel
overwhelming, transportation is a barrier,
and past experiences have weakened their
confidence. With coordinated behavioral
health support, travel training, job coach-
ing, and an employer willing to provide
reasonable accommodations, that person
secures a competitive job in the commu-
nity. Over time, they begin earning a pay-
check, contributing to household expenses,
forming relationships with coworkers, and
making plans for their future. Their fam-
ily, once uncertain whether employment
was possible, can begin to imagine a fu-
ture defined by greater independence rath-
er than lifelong dependence. This is what
meaningful integration can make possible

Nicole Willner

and what is at risk when community-based
support is weakened.

These outcomes illustrate why the
current federal debate matters. A policy
framework that focuses primarily on phys-
ical placement risks setting the standard
too low. Being in the community is not
the same as belonging to it. Public policy
should continue creating conditions that
alow individuals to work, form relation-
ships, exercise meaningful choices, and
participate economically and sociadly in
their communities.

NYIN firmly opposes federal policy
or enforcement approaches that dimin-

ish meaningful community integration
or make segregation easier to accept as
an adequate outcome. Olmstead remains
binding law, and the progress it helped ad-
vance should be strengthened rather than
diminished.

For individuals with developmental
disabilities and their families, community
integration and economic security are in-
separable. When people have meaningful
opportunities to work, earn income, build
relationships, make choices, and belong,
they are better positioned to build great-
er independence and long-term stability.
Their families, inturn, are better positioned
to plan for their own economic future with
confidence.

That is the promise Olmstead helped es-
tablish. It is also the standard to which we
must continue to hold ourselves: not sim-
ply services delivered in the community
but lives fully lived withinit.

Nicole WiIner is a human services lead-
er with more than 30 years of experience
in social work and behavioral health sys-
tems. She currently serves as Executive
Director of the New York Integrated Net-
work (NYIN), where she leads efforts to
strengthen collaboration among providers
and government agencies to improve ser-
vice delivery and outcomes across New
York. Her career spans executive lead-
ership roles supporting individuals with
developmental disabilities and behavioral
health needs, with extensive experience in
New Yorks OPWDD system overseeing

residential and community-based services.
Through her work with an Independent
Practice Association, she has also part-
nered with OMH and OASAS organizations
to advance integrated, person-centered
care. Nicole holds a degreein Social Work
from Widener University and is committed
to devel oping innovative, sustainable solu-
tions that improve the lives of individuals
and families in New York.
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AOT from page 16

us lived in a vacuum, perhaps the equation
would bethat simple. We do not. Welivein
families and communities, and the effects
of seriousillnessthat remainsinadequately
treated can extend beyond one individual.

Children deserve particular consider-
ation. They have little control over their
circumstances and often little ability to
understand or change what is happening
around them. | know this not only through
my professional work, but through lived
experience as a child in afamily profound-
ly affected by serious menta illness. The
effects of trauma do not necessarily disap-
pear when acrisis ends. They can reverber-
atethrough families and across generations.

This does not give families an unlimit-
ed claim over another person’s treatment
decisions, nor does family hardship alone
justify coercive treatment. But neither
should our concern for one individua’s
autonomy make everyone else in the equa-
tion invisible.

Choosing not to intervene does not nec-
essarily mean that coercion disappears.
Sometimes it means waiting until circum-
stances deteriorate enough for another sys-
tem to intervene — perhaps through emer-
gency hospitalization, child protective
services, or the justice system. Those inter-
ventions can be considerably more disrup-
tive to theindividual and their family.

The ethical question cannot be limited
to the consequences of intervention. We
also have to consider the consequences of
choosing not to intervene when voluntary
treatment has repeatedly been insufficient.

None of thismeans AOT should become
an easy answer. Quite the opposite. Its nar-
row application is part of what makesit de-
fensible. Gross expansion carries serious

Nathan McLaughlin

risks. AOT should never become a mech-
anism for criminalizing mental illness, an
alternative to adequate voluntary services,
or a convenient tool for managing people
whom other systemsfind difficult to serve.

Nor should AOT be understood as pro-
tecting society from people with mental
illness. We should aspire to communi-
ties that accept mental illness as part of
the human experience, surround rather
than isolate people experiencing it, sup-
port families, and understand recovery as
something that occurs within relationships
and communities.

For the relatively small number of peo-
ple for whom AQT is appropriate, New
York assumes responsibilities of its own.
If the state uses its authority to require an
individual to participate in treatment, it
must be equally accountable for making
that treatment available.

That principle is both simple and com-
plicated. It means a properly funded and
managed AOT program with access to
clinicians, appropriate services, oversight,
continuity, and good discharge planning.
Recent New York State Comptroller audits
identified shortcomings in AOT oversight,
including delayed investigations, lapsesin
services, and weaknesses in monitoring.
Accountability cannot run in only one di-
rection. We should ask not only whether
an individual complied with treatment, but
whether the treatment system complied
with its responsibilities to the individual.

AQT Should Be a Step Forward

If someone remains caught in a cycle
of hospitalization, judicia involvement,
poorly coordinated discharge, and renewed
instability, simply adding a court order has
accomplished very little. A functioning
AQT system should provide the oversight,
clinical access, and continuity necessary to
interrupt that cycle and create a pathway
toward recovery.

Success should not be measured by indef-
inite compliance with an AOT order. Suc-
cessisaperson thriving without AOT while
retaining access to the services that helped
them get there. That means continued ac-
cess to appropriate voluntary treatment and
supports rather than alowing services to
disappear smply because the court order
has ended. New York’s use of Enhanced
Voluntary Agreements also provides a less
restrictive pathway for some people who
might otherwise be considered for AOT.

Recovery can also create an opportunity
to plan for the future. Someone who has
regained stability may wish to consider a
psychiatric advance directive, document-
ing how they would want to be supported

and treated during a future period when
they may be less able to communicate
those wishes.

AQT should be a bridge, not a destina-
tion. Its ultimate purpose should be great-
er autonomy, not compliance for compli-
ance's sake.

This cannot be an either/or debate be-
cause human beings do not exist in either/
or categories. We exist across an infinite
spectrum, and our needs and circumstances
change throughout our lives.

Eliminating AOT would sell short the
people for whom it may provide a neces-
sary path toward recovery. Expanding it
indiscriminately creates a different danger:
abuse, entanglement with criminal justice,
or use as a subgtitute for services people
should have been able to access voluntarily.

The challenge is harder than choosing
a side. New York must continue build-
ing robust voluntary services long before
AQOT becomes necessary. It must preserve
AQT as a carefully limited tool for people
whose needs cannot always be met through
voluntary treatment alone. And when the
state exercises the extraordinary authori-
ty to mandate treatment, it must accept an
equally extraordinary responsibility to pro-
vide meaningful care.

Above al, we must never lose sight of
the human being at the center. The mea
sure of a humane system is not whether it
can claim never to have used coercion. It
is whether even its most difficult interven-
tions remain directed toward recovery, dig-
nity, connection, and ultimately the greatest
possible return of autonomy to the person.

Nathan McLaughlin is Executive Direc-
tor of NAMI New York State. He can be
reached at nathan@naminys.org, and more
information is available at naminys.org.
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upon release. For example, MATTERS
program staff have worked closely with
the Erie County Sheriff’s Office Correc-
tional Health Division (ECSO) to sup-
port their correctional health staff in the
re-entry process. Prior to the implemen-
tation of the MAT program, individuals
received little or no guidance related
to reintegration into community MAT
treatment programs, with discharge edu-
cation focused on naloxone training and
abstinence.

Stigma and lack of education relat-
ed to the effectiveness of treatment with
buprenorphine and methadone were the
greatest barriers to implementation of ef-
fective comprehensive MAT programs.
Today, while the individual is still incar-
cerated and beginning the release process,
an RN at ECSO trained in substance use
disorder (SUD) provides discharge edu-
cation. This includes harm reduction sup-
plies, an appointment with MATTERS
telemedicine, if needed, and areferral to a
community-based provider, facilitated via
the referral platform. The ECSO Correc-
tional Health Division has provided com-
prehensive care to more than 200 incarcer-
ated individuals daily throughout the 2026
calendar year. This represents more than
25% of the average daily jail population
receiving counseling, medication, and dis-
charge planning.

MATTERS referrals can occur at mul-
tiple points across the criminal justice
system, including in courts, jails, and pris-
ons, as well as during community re-en-
try. The program provides a vital safety
net during a high-risk period as individu-
als on MAT transition from incarceration
back into the community. In a corrections
landscape where time and resources are
limited, MATTERS offers a timely and

Raven Manchester

effective tool that streamlines workflows
and increases the likelihood of a successful
connection to care. Linkage to treatment
is supported through various wraparound
services, including financial assistance for
medication and transportation, peer con-
nections, harm reduction resources, tele-
medicine, and more.

In 2026, MATTERS expanded to ac-
commodate referrals to community
HCV testing and treatment, in addition
to OUD referrals, through a partnership
with UBMD telemedicine. Studies have
shown that recent incarceration has been
linked to a 62% increase in the chance
of contracting an HCV infection (Stone
et al., 2018). In NY Sjails, arecent study
found that only 29% of facilitiesthat were
surveyed (46 out of 58 located in NYS,
excluding the NY C region) initiated treat-
ment for those who were newly diagnosed
with HCV. Further, only half of these

Joshua Lynch, DO, FACEP

facilities (51%) had agreements with a
community-based provider for post-re-
lease treatment and cited rapid test kits
and HCV education resources as barriers
(Riback et a., 2026).

Facilitating linkage to methadone
treatment is a recent addition made to
the program, including dose verification
guestions for certain referral partner cat-
egories (such as emergency departments).
Individuals who are referred through
MATTERS can filter for additional treat-
ment needs while choosing an outpatient
program, including mental health, addi-
tional SUD, and medical services. Care
continuity isvital for those re-entering the
community after aperiod of incarceration,
especialy for those with SUD. Evidence
supports the utility of comprehensive
MAT programsin jails and prisonsthat in-
clude robust re-entry support to improve
outcomes for this population. Providers,

Kevin McGee, DO, FACEP

policymakers, and communities must
work together to create supportive envi-
ronments for justice-involved individuals.
MATTERS serves as aframework for oth-
er communities to develop partnerships
with their local correctional institutions
and improve connections to communi-
ty-based care. To learn more about MAT-
TERS' work supporting individuals with
SUD and our work in communities in
New York, Pennsylvania, and New Jersey,
please reach out using the contact infor-
mation below.

Raven Manchester is Regional Out-
reach Coordinator and Joshua Lynch, DO,
FACERP, is Chief Medical Officer, at MAT-
TERSNetwork. Kevin McGee, DO, FACEP,
is Chief Medical Officer at the Erie Coun-
ty Sheriff’s Office. For more information,
email info@mattersnetwork.org, call (765)
628-8377, or visit mattersnetwork.org

Both Sides from page 12

Leon, 2000). Justice-involved clients ar-
rive with finely tuned detectors for insti-
tutional insincerity; they have survived in-
stitutions. They do not disengage because
the workbook is wrong. They disengage
the first time the program behaves like
the last institution that processed them.
Every staff interaction is therefore either
evidencefor or against the proposition that
this place is different. That is not a burden
reserved for clinicians — the intake coor-
dinator, the cook, and the night monitor
areall delivering treatment, whether or not
anyone told them so.

What the director’s chair taught me:
the system’s impossible decisions land
on the staff, and nobody screens for
what that coststhem. Asadirector | made
capacity decisions— who got the bed, who
waited, who was discharged for aviolation
| understood better than | could say aloud.
Those decisions are the ordinary machin-
ery of a constrained system, and they ex-
act a specific occupational wound: moral
injury, the damage done by perpetrating,
failing to prevent, or witnessing acts that
transgress one’'s own moral code (Litz et
al., 2009). The concept emerged from mili-
tary psychology, but any frontline supervi-
sor in behavioral health will recognizeit —
the case manager who enforced adischarge
she believed waswrong, the counsel or who

Jeffrey T. Crick, MA-HSC

watched a waitlisted client return to jail.
We screen our workforce for credentials
and background. We do not screen for the
accumulating weight of the decisions we
require them to carry, and then we call their
departure “turnover.” Peer and lived-expe-
rience staff carry a compounded version of
this load: they are maintaining their own
recovery inside a building saturated with
the thing they recovered from, and disclo-
sure of strain can feel like an admission of

being the wrong hire.

Three practices follow from the three
chairs, and none requires a budget line.
First, audit the first hour of contact for
shame: every question that can be asked
after the alliance forms should be. Second,
treat retention as everyone's job descrip-
tion and train the whole building accord-
ingly — the evidence locates the therapeu-
tic effect in the community, not only the
counseling hour (De Leon, 2000). Third,
give the staff the same honest check-in we
ask of clients — leadership first, because
no team answers honestly about a practice
its director has not undergone. The people
who carry everyone else are the least like-
ly to check their own gauges, and the col-
lapse, when it comes, is almost never loud.

The behavioral health system did not fail
me; parts of it saved my life. But it saved
my life at the points where individual peo-
ple decided the record was not the final
word about me. The task ahead is to make
that decision structural rather than heroic
— to build programs where the person who
was once the intake can become, without
exceptional luck, the counselor, and one
day the director.

This article reflects the author’s profes-
sional experience and the cited literature;
it describes no specific client or facility.

Jeffrey T. Crick is the founder of ReDe-
fined Mission in Knoxville, Tennessee. He

can be reached at jeffrey@redefinedmis-
sion.com, 865-257-7653, or through rede-
finedmission.com.
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will address the person’s goals as import-
ant influences on participation (Dixon et
al., 2016). Street-outreach research sim-
ilarly indicates that people experiencing
homelessness and serious mental illness
may require more time to engage than
those reached in traditional settings (Lam
& Rosenheck, 1999).

Disengagement should not automatical-
ly be treated as a final decision or fixed
patient characteristic. It is clinical infor-
mation about symptoms, cognition, trau-
ma, survival needs, prior coercion, cultural
difference, the therapeutic relationship, or
service design.

Psychiatrists have a particular responsi-
bility here. Diagnostic formulation should
help us understand barriersto engagement
without reducing the person to a diagno-
sis. Risk assessment should guide pro-
portionate intervention without allowing
every refusal to become evidence of dan-
gerousness. Respect for autonomy should
not mean abandoning a person whose ca-
pacity to trust or organize care develops
slowly. Conversely, concern for safety
should not become a rationale for unnec-
essary coercion.

The clinical question must shift from
“How do we make this patient comply?’ to
“What is preventing this person from expe-
riencing care as safe, relevant, and usable?’
That shift does not minimizeillness or risk.
It makes our formulation more compl ete.

Match the Intervention to the Relationship

Even an appropriate intervention can fail
when offered at the wrong stage of the re-
lationship. A person who does not yet feel
safe may experience problem-solving as
pressure. Someone who does not feel heard
may experience psychoeducation as dis-
missal. A treatment plan developed before
trust exists may be clinically appropriate
and relationally unusable.

A practical sequenceisto:

1. Establish safety: reduce threat, pre-
serve dignity, and clarify that the im-
mediate purpose is neither punishment
nor control.

2. Listen: understand the person’'s ac-
count of the problem, including what
the person wants, fears, distrusts, or be-
lieves has gone wrong before.

3. Convey empathy: demonstrate that the
person’s experience has been under-
stood before attempting to redirect it.

M ardoche Sidor, MD

4. Collaborate; identify the smallest next
step the person is willing to take rath-
er than insisting on the entire preferred
treatment plan.

These functions are consistent with
trauma-informed principles emphasizing
safety, trustworthiness, peer support, col-
laboration, and empowerment (SAMHSA,
2023). They aso apply beyond the con-
sulting room. Research involving people
with mental illnesswho experienced police
contact suggests that perceived procedural
justice, including voice, dignity, and fair-
ness, can influence cooperation and resis-
tance during those encounters (Watson &
Angell, 2013).

Engagement is rarely linear. A person
may collaborate one day and withdraw the
next. A crisis may require returning to safe-
ty. A missed appointment may reflect am-
bivalence, cognitive difficulty, substance
use, competing needs, or arupture in trust.
Sometimes the appropriate response is not
discharge or another generic referral, but
renewed engagement.

Treat Disengagement as an Early Warning

Behaviora hedth and criminal-legal
systems typically measure events after
engagement has deteriorated: hospitaliza-
tions, emergency calls, arrests, incarcer-
ation, missed appointments, or program
discharge. These outcomes matter, but they
are lagging indicators.

If engagement is an upstream compo-
nent of diversion, we should also observe
itstrajectory. Istrust growing or shrinking?
Are interactions becoming more or less re-

ciproca? |s the person expressing needs,
accepting small forms of support, or partic-
ipating in decisions? Are clinicians, crisis
teams, hospitals, shelters, and community
programs communicating consistently?
Where does continuity repeatedly break
down?

Increasing avoidance, shorter interac-
tions, missed visits, growing mistrust, es-
calating conflict, or withdrawal from pre-
viously accepted support should prompt
clinical curiosity and coordinated action.
The team might reconsider who conducts
outreach, when and where contact oc-
curs, what the person identifies as urgent,
whether peer involvement would help, and
whether previous interventions have inad-
vertently increased threat.

Needless to say, engagement aone
cannot prevent every crisis or arrest.
Persistent outreach cannot substitute for
emergency intervention when imminent
risk is present. Nor can relationships
compensate for inadequate housing, un-
available treatment, workforce shortages,
fragmented systems, or insufficient alter-
natives to incarceration.

Research on mental health courts and
jail-diversion programs shows potential
benefits, but outcomes vary, and referral
into nominal treatment is not the same
as sustained connection to effective care
(Steadman et al., 2011; Broner et al., 2004).
Diversion policy should therefore measure
not only whether a referral was made, but
whether the person was reached, remained
connected, participated meaningfully, and
received care matched to actual needs.

Engagement is the connective tissue that
makes the rest of the diversion continuum
usable.

The First Diversion Decision

The criminal legal system should not
become the default behavioral health sys-
tem for people whose needs are complex,
whose trust is fragile, or whose acceptance
of care develops slowly.

Psychiatry must remain centrally in-
volved in crisis services, pre-arrest di-
version, mental health courts, treatment
alternatives to incarceration, and reentry
planning. However, our contribution can-
not begin only after the legal system has
assumed responsibility. We must help build
clinical systems capable of recognizing
deteriorating engagement and responding
before symptoms become crises, crises
become public-safety events, and pub-
lic-safety events become criminalization.

True diversion begins before the court-
room, before the police encounter, and of-

ten beforethe crisiscall. It beginswhen we
decide whether to interpret withdrawa as
refusal, anger as dangerousness, ambiva-
lence as failure, or mistrust as a reason to
change our approach.

The first diversion decision is not made
by ajudge. It ismade when a person begins
to disengage and the behavioral health sys-
tem decides whether to close the door or
find another way to remain present.

Mardoche Sdor, MD, is Chief Medical
Officer at Urban Pathways.
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Deinstitutionalization from page 21

system and to redirect them to treatment
and other support resources (Mulvey &
Schubert, 2017). For such interventions
to be successful, however, they must be
readily available and accessible to those in
greatest need. They must also target root
causes of recidivism, foremost of which
are the health-related social needs that of-
ten go unmet among individuals with SMI.
To this end, some promising initiatives
have emerged. Menta health courts offer
alternative venues for the adjudication of
non-violent offenses in which defendants
may be remanded to behavioral healthcare
in lieu of incarceration provided they ad-

here to certain court-imposed conditions.
Forensic Assertive Community Treatment
(FACT) Teams deliver mobile, multidis-
ciplinary behavioral health and rehabilita-
tion services to individuas with SMI and
histories of criminal justice involvement
who have failed to benefit from more con-
ventional interventions. Most recently,
New York State embarked on an ambitious
demonstration project in partnership with
the federal Centers for Medicare & Medic-
aid Services (CMYS) that provides housing
and nutritional assistance, transportation,
and other vital servicesfor vulnerable Med-
icaid recipients, many of whom experience
mental illness and have been exposed to the
criminal justice system. An authentic trans-

formation of our carceral system requires
these and other approaches, including some
yet to be conceived, to achieve consistent
outcomes on a substantially larger scale. It
also requires a radical reevauation of the
pecuniary pillars on which it stands. Pro-
ponents of the Prison Industrial Complex
will not consent to its dissolution unless it
proves economically expedient to do so.

The author may be reached at (914)
428-5600 (x9228) or abrody@search-
forchange.org.
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of parental rights, a permanent action that
severs the legal relationship between par-
ent and child entirely. Research on which
parents with substance use disorders reach
that endpoint identifies specific risk fac-
tors: having children at a younger age,
parental incarceration, co-occurring men-
tal illness, homelessness, parenting skill
deficits, and domestic violence. These are
the same factors associated with longer
recovery times. Co-occurring psychiatric
conditions require multidisciplinary care
coordination that remains elusive in most
systems, and housing instability is astrong
predictor of treatment attrition. The clini-
cal markers that foreshadow a protracted
recovery path are, in many cases, the same
markers associated with termination of pa-
rental rights.

The federal Adoption and Safe Families
Act of 1997 (“ASFA") sets a strict time-
line: states must move to terminate paren-
tal rights once a child has spent 15 of the
preceding 22 months in out-of-home care.
The clock is cumulative, not continuous,
and starts running at the initial court find-
ing of maltreatment or 60 days after remov-
al, whichever comesfirst. Exceptions exist
for kinship placements, documented com-
pelling reasons, or a state's own failure to
provide services, but the federal mandate
favors permanency through adoption, rein-
forced by financial incentives for complet-
ed adoptions. The result is an expectation
of rapid recovery that often collides with
the slower pace of clinical stabilization.

ASFA responded to children remain-
ing in foster care for years while agencies
waited for parentsto stabilize, itself aform
of harm from prolonged uncertainty. But
the law raises a question it does not an-
swer: does a fifteen-month window reflect
any realistic understanding of how parents
actually recover?

Recurrence of use does not signal clin-
ical failure. It isahallmark of the disease
itself, one that requires measuring prog-
ressin years rather than months. A parent
who achieves temporary stability, relaps-
es, and then re-engages in treatment is
following the expected course of recov-
ery, not straying from it. A fifteen-month
timeline barely allows for one such cycle.
It isanarrow window for recovery to be-
gin, be recognized, and hold, especially
when compounded by familiar barriersto
treatment: waiting lists, lack of transpor-
tation, and a persistent shortage of social
support.

In Santosky v. Kramer, a 1982 Supreme
Court case, the Court held that severing
the parent-child bond, an irreversible act,
requires proof by clear and convincing ev-
idence. ASFA preserved that high standard
of proof while shortening the time families
have to meet it, in part because children
faced such long waits for a permanency
decision. Some argue that ASFA shifted the
priority, in practice, from family reunifica-
tion to permanent placement.

Returning to the patient from our open-

Heidi Makhlouf, MS-4

ing case, what happens after she discloses
her substance use to a physician diverges
along three paths, depending on the state.
In some jurisdictions, the disclosure trig-
gers areferral to treatment and supportive
services. In others, it opens achild welfare
investigation that can proceed toward re-
moval. In still others, it produces nothing
immediate at all, only a notation in a pro-
tective services file that can later be intro-
duced as evidence of abuse if other prob-
lems surface. This third outcome is the
least visible to the clinician and the most
consequential to the patient, because it
turnsaclinical encounter into arecord that
will be read years later by someone with a
different purpose.

A physician who identifies substance
use in a pregnant patient faces an obliga-
tion that changes at the state line. Twelve
states and the District of Columbia treat
substance use during pregnancy as child
abuse under civil child welfare statutes.
Seven states and the District require health
care professionals to report suspected pre-
natal drug use without that classification.
Three authorize civil commitment on the
basis of substance use in pregnancy, and
twenty-five fund or have created treatment
programs directed at pregnant women.
These categories overlap unevenly, so a
physician may be reporting into a system
built to deliver services, or into one built
to build a case.

In addition to knowing on€'s own state
reporting laws, clinicians should also
have an understanding of what happens
once a report is filed. This understand-
ing will allow for more honest and con-
structive dialogue between the clinician
and their patients who might be subject
to such areport. That conversation is bet-
ter had in advance of the reporting. In the
months that follow, attendance at doctor’s
appointments, adherence with treatment,
and toxicology testing accumulate into
a record that a reunification proceeding
will eventually read, making contempo-
raneous documentation the only advo-
cacy available before anyone asks for it.
None of that is possibleif careis declined
at the outset. Refusing care to a pregnant
patient is prohibited outright in several

ElieG. Aoun, MD

states, though such laws alone have not
improved access. Similarly, the legitimate
use of medications for opioid use disor-
ders may not be treated as disqualifying
for custody.

Pregnancy invites a future orientation,
an instinct to plan for a child not yet born.
The law moves on its own timeline, one
that does not always align with the pace
of clinical recovery. Nothing that follows
a disclosure resolves the forensic dilemma
with which this article began: a mandated
reporter cannot choose whether to become
aparticipant in the legal process, only how
well informed that participation is. Know-
ing which outcome a given state’s laws
produce, documenting contemporaneous-
ly, and telling a patient what to expect are
the tools available within a system the cli-
nician did not design.

Heidi Makhlouf, MS-4, isan MD candi-
date at Case Western Reserve University
School of Medicine pursuing a career in
psychiatry. Her interests include serious
mental illness, community and forensic
psychiatry, and the intersection of behav-
ioral healthcare systems, technology, and
patient advocacy.

Elie G. Aoun, MD, is a psychiatrist in
general, addiction, and forensic practicein
New York on faculty at Columbia Universi-
ty and serves as Chief of Psychiatry at New
York State’s Office of Mental Health Secure
Treatment and Rehabilitation Center.
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Veterans from page 14

interactions and is reflected in how we
structure our services. We have revised our
assessment processes to incorporate trau-
mainformed and motivational interview-
ing principles, with an emphasis on cre-
ating a safe, respectful, and collaborative
experience for veterans. Under the leader-
ship of Robin Smith, Director of Veteran
Services and a U.S. Air Force Technical
Sergeant (TSGT), S:US developed special-
ized veteran peer staff to engage veterans
who may be especially vulnerable to hous-
ing instability. This includes veterans with
disabilities and older veterans. Our service
coordination team has also placed greater
emphasis on proactively connecting veter-
ans with VA services, community partners,
and other resources that can address indi-
vidual barriersto stability. These effortsre-
flect abroader commitment to meeting vet-
erans where they are, respecting individual
choice, and connecting veterans with the
resources necessary to support their goals
and stability.

A Path Toward
Stability and Recovery

Trauma-informed care can help identify
behavioral health needsin justice-involved
veterans while balancing accountability

Michael Conroy, LM SW

with opportunities for treatment and re-
habilitation. The work of organizations
serving veterans demonstrates that ac-
countability and recovery do not have to
be competing approaches. For justice-in-
volved veterans, trauma-informed care
offers a path forward: one that recognizes
trauma, upholds accountability, and con-
nects people to the support they need to
build stability, wellness, and community.

Michael Conroy, LMSW, is Team Lead-
er with the Supportive Services for Veter-
an Families (SSVF) program at Services
for the Under Served (S.US). He specializ-
es in veteran outreach, trauma-informed
care, homelessness prevention, and be-
havioral health services. Michael is pas-
sionate about advancing treatment-cen-
tered approaches that support recovery,
stability, and successful community inte-
gration for veterans.
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Relationship-Driven from page 24

incarcerated for several years. Wheth-
er it's reconnecting with family, finding
work, restoring a driver’s license, or sim-
ply rebuilding confidence, peer support
begins with the individual’s unique goals,
not the system’s expectations. By starting
with the person’s priorities, peer support
restores hope, builds confidence, and em-
powers individuals to move forward on
their own terms.

Rather than focusing solely on what
led to a person’s incarceration, peer spe-
cialists recognize the resilience it took to
survive those experiences. Instead of ask-
ing, “What's wrong with you?’' they ask,
“What has helped you survive everything
you' ve been through?’

Relationships Before Referrals

Recovery begins with relationship, not
compliance. Our goa isn't to tell peo-
ple who they should become. It's to walk
alongside them as they rediscover who
they’ve aways been capable of being.
That approach is reflected in the program’s
engagement. Nearly 80% of individuals
referred to HALI's Forensic INSET (In-
tensive and Sustained Engagement Team)
remain engaged beyond their first three
meetings — acritical milestone for people
who have often experienced repeated dis-
connection from traditional systems.

Forensic INSET is a peer-led men-
tal health program for individuals with
complex conditions and crimina justice
involvement. It bridges gaps left by tradi-
tional behavioral health services and sup-
ports people whose past involvement with
the crimina justice system may impact
their path back to community connection.

HALI's Forensic INSET program
demonstrates what a relationship-first
model can look like in practice. At HALI,
Forensic INSET is designed to reach indi-

Alexander Frisina

viduals who need more than conventional
services can offer. It is a voluntary, com-
munity-based model that prioritizes trust,
persistence, and choice over compliance.

Using a person-driven, peer-led ap-
proach, Forensic INSET is led by a multi-
disciplinary group of experienced profes-
sionals who work together to build trust
and provide wraparound support. Certified
Peer Specialists work aongside licensed
clinicians and Family Peer Advocates to
provide individualized, flexible services
tailored to each person’s goals.

Recovery |s Bigger Than Treatment

Recovery cannot be mandated. While
accountability has an important role in the
justice system, healing happens through
trust, autonomy, and meaningful relation-
ships. When people are offered choice
rather than coercion, they’re more likely to
engage, remain connected, and build lives
they value.

It can be tempting to point to data to
prove outcomes, but it doesn’t usually tell

the whole story. Every person is different,
and therefore success looks different for
everyone. We recently had an individual
come through our Forensic INSET pro-
gram who decided to participate in a De-
partment of Labor training opportunity
soon after their release. They successfully
completed the series only a short time after
returning to the community. What mattered
most wasn't that they completed the pro-
gram so quickly; it was that they invited
members of our team to celebrate with
them. That invitation reflected trust, con-
nection, and the belief that they no longer
had to navigate recovery alone. That mo-
ment says more than statistics ever will.
Success is measured not only in clinical
outcomes, but in reconnecting with family,
securing housing, obtaining employment,
accessing recovery supports, and rediscov-
ering meaningful roles in the community.

Recovery Doesn’t Happen
Through One Program

Recovery isn't a single service. It's a
continuum of relationships, supports, and
opportunities that evolve over time. Foren-
sic INSET is just one aspect of a range of
supports that help a justice-involved indi-
vidual navigate life outside of jail or prison.

For many individuals, the journey be-
gins before release with Forensic Bridging,
which is a service that helps inmates suc-
cessfully transition from prison to the com-
munity. Forensic peers facilitate groups
within local jails and state prisons, sharing
their own experiences with “bridging” to
the community post-release, and answer-
ing questions about what to expect.

HALI'sforensic peer specialists meet in-
dividua s primarily from the Sing Sing Cor-
rectional Facility Community Orientation
and Reentry Program (CORP), help them
transition back into the community, and
remain connected through one-on-one sup-
port and peer groups at the organization's

recovery center in Suffolk County, New
York, as well as its drop-in center in Man-
hattan. This model is designed to reduce
recidivism while giving peopl e the respect,
connection, and opportunities they deserve.

Forensic INSET builds rel ationships and
offers ongoing, flexible support to help
them navigate the transition, reduce isola-
tion, and move forward on their own terms.
Ongoing community support allows them
to form positive connections with individ-
uals who are committed to staying on the
right track.

Looking Ahead

Supporting successful reentry requires
more than behavioral healthcare aone. It
also requires addressing the practical con-
ditions that make recovery sustainable.
Without a safe placeto live, it's difficult to
maintain employment, engagein treatment,
reconnect with family, or build the stabili-
ty that lasting recovery requires. Housing
remains one of the greatest unmet needs
for justice-involved individuals. Among
individuals entering Forensic INSET, 64%
are experiencing homelessness or housing
instability, underscoring why safe, stable
housing remains one of the most signifi-
cant barriers to successful reentry. HALI's
forthcoming re-entry housing initiative
reflects a commitment to addressing that
need while creating lasting stability.

Justice involvement should not define a
person’s future. People are people regard-
less of their past experiences or system in-
volvement. If we meet people where they
are and help them move toward the future
they envision, we create the conditions for
hope, empowerment, and lasting recovery.

People don't reconnect with systems.
They reconnect with people.

Alexander Frisina is Senior Director of
Empowerment Services at Hands Across
Long Island, Inc. (HALI).
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bath, books. The laundry is from Tuesday
and hasto run again.

She is forty-one. She has mentioned the
night sweats, the hot flashes, and the panic
attacks in the grocery store parking lot to
more than one person, and nothing came of
it. So when someone asks how sheis doing
she saystired. She tried saying more and it
went nowhere.

On Saturday she packs the beach bag.
Towels, sunscreen, the cooler, snacks in
separate bags because one of them will
not eat anything that has touched anything
else, shovels, a change of clothes for the
baby. She gets everyone out the door and
realizes in the parking lot that she never
packed a suit for herself.

The water isfifty-eight degrees. She goes
in anyway, in the jumper she put on that
morning, and lets it dry on her after. Under
the surface thereis no sound except water in
her ears, and for five seconds nobody needs
anything from her. She comes up wanting to
go back down. Then she is out, drying off,
doing the sunscreen and the sandwiches and
the sand in everybody’s eyes. Cold water
is the one thing that resets her, and she will
take it however she can get it.

This creates an overlap the diagnostic
system has no words for. Perimenopause
commonly begins in the mid-40s and can
start earlier, producing insomnia, mood in-
stability, anxiety, and fog through the same
mechanism as postpartum illness: steep
fluctuation in estradiol and progesterone.
A woman who delivers her third child at 41
runs both at once and is screened for neither.

The Window Closes Before
the Period of Highest Risk

A review across fourteen state maternal
mortality review committees found 63 per-
cent of deaths from mental health condi-
tions happened between 43 and 365 days
postpartum, against 18 percent from oth-
er causes. Most were suicides, al judged
preventable (Trost et a., 2021). CDC data
from 46 committees put mental health
conditions behind 22.5 percent of preg-
nancy-related deaths (Policy Center for
Maternal Mental Health, 2025). The win-
dow closeson day 28. Most of these deaths

come after day 43.

Postpartum Psychosis Has
No Diagnosis at All

Postpartum psychosis has no codable
entry in the DSM. It gets coded as brief
psychotic disorder, bipolar disorder with
psychotic features, or major depression
with psychotic features, depending on the
clinician in front of her. In 2025 an expert
panel recommended making it a distinct
DSM and ICD-11 category, since its onset,
treatment response, and prognosis set it
apart (Bergink et al., 2025).

Onset is fast and the presentation shifts
hour to hour. A woman can belucid at three
and acutely psychotic by nine, and the note
written at three follows her. That reads as
inconsistency, and | have watched clini-
cians act on it, myself included.

Where the Courts Pick Up What
Psychiatry Set Down

Crimina responsibility is decided on
diagnosis. When a woman is charged af-
ter harm to her infant or herself, the case
turns on whether a recognized condition
took away her capacity to know what she
did was wrong. The defense must namethe
illness. The prosecution can point out that
itisnot in the manual.

A tria in Massachusetts this summer
(2026) put that in front of a jury, with a
former labor and delivery nurse as the
defendant and postpartum psychosis at
the center of the defense. She was rough-
ly eight months postpartum when her
children died, well outside the four-week
specifier and outside the typical onset win-
dow, and her diagnosis was contested from
the start. Whether an illness emerging at
eight months still counts as postpartum is
unsettled in psychiatry, and it got argued
to ajury for lack of anywhere else. Twen-
ty-nine countries have adjusted the penalty
for infanticide in recognition of the biolo-
gy of childbirth (Spinelli, 2004). England
and Wales cover the first year. Ours stops
at four weeks.

She Told Them

The testimony, from witnesses on both

sides, laid out this sequence. Four months
before her children died, she called psy-
chiatric services and described intrusive
thoughts. Her mother stayed with her for
weeks that fall because she was fright-
ened to sleep alone. In December she told
her mother and husband she was having
thoughts of harming her children. Her sis-
ter testified to daily suicidal thoughts for a
month. She saw a nurse practitioner and a
psychiatrist, went through partial hospital-
ization, and was admitted.

She said it out loud, repeatedly, to family
and clinicians. She told her treatment team
she was having intrusive thoughts about
harming her children and went home.

Women here and abroad have followed
this tria closdly. They recognize the se-
quence, because they said something once
t00. Someone handed them aform, told them
the first year is hard, or asked if they had
support and wrote yes. Then they stopped.

Postpartum psychosis is rare. Missing
it while a woman describes it out loud
happens all the time. If the courts weigh
criminal responsibility, they must weigh
the record: what she reported, to whom,
and what followed. A woman who told her
team about intrusive thoughts and was sent
home is in a different position from one
who told nobody. The law can barely see
that difference, because what she described
isnot in the manual. Until it is, screen past
four weeks and act on what she tells you
that week. If nothing follows the form, it
only documents that she asked.

Dana

Dana stayed with us eleven days and
went home. She came back six weeks later
with the baby in a carrier and asked wheth-
er what happened to her had aname. | told
her it did, then had to explain it was not in
the book.

Her discharge summary never mentioned
childbirth. Therewasno field for it. Mental
health conditions underlie more than one
in five deaths in the year after childbirth,
and nearly all are preventable. Many of
these women will never be diagnosed with
anything, and what they carry is real al
the same. Give clinicians a diagnosis that
matches what they see and we will actually
make progress in mothers’ mental health.

Susie Branagan, BSN, RN, isthe Found-
er and Chief Executive Officer of Susie
Branagan Consulting LLC. She can be
reached at susie@susiebranaganconsult-
ing.com, by phone at (857) 526-6500, or
through her website, susiebranagancon-
sulting.com.

Resources

National Maternal Mental Health Hotline:
1-833-852-6262 (1-833-TLC-MAMA)

Postpartum Support International Help-
line: 1-800-944-4773

Suicide and Crisis Lifeline: 988
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Adolescents from page 17

predictor of successful program comple-
tion wasparent or caregiver involvement.

PSB-CBT-A uses a modular, weekly
group format (with one pass through the
program lasting approximately five to
six months), with participants attending
separate caregiver and teen groups for
the first hour each week, then coming to-
gether for a combined half-hour group.
Modules include psychoeducation (sex
laws, anatomy, principles of healthy sex-
ual relationships), CBT-focused exercises
(understanding thoughts and feelings that
precede PSB and other problematic be-
haviors), and family-strengthening skills
(supervision, rules in the home, caregiv-
er/teen communication). The core tenets
of PSB-CBT-A include its being devel-
opmentally focused -- teens are impul-
sive, not deviant; they have the capaci-
ty to learn and make healthier choices;
strengths-based — no shaming, focus on
behavior and better decision-making;
trauma-informed — recognizing that many

of the youth and caregivers have expe-
rienced trauma themselves; and family
systems oriented — caregivers provide en-
couragement and enhance communication
with and supervision of youth.

In the time | have been running PSB-
CBT-A groups, | have seen caregivers go
from reluctant, skeptical participantsto en-
thusiastic, passionate contributors. Many
caregivers come to group feeling defeated
and hopeless, believing that thereis* some-
thing wrong” with their child and that their
parenting is wholly to blame. They may
feel stigmatized, isolated from their usual
social support networks, and may believe
some of the myths and misconceptions
about youth with PSB. The PSB-CBT-A
group becomes a normalizing environment
where caregivers meet others who are “in
the same boat,” and caregiver shame and
guilt about their predicament are reduced.

With shame and guilt reduced, the pow-
er of their participation in treatment with
their teen becomes apparent. Caregivers
begin to understand they are the therapist’s
frontline extension in the home, trandat-

ing cognitive-behavioral strategies into
techniques their teen can use to regulate
themselves when they feel distressed or on
the verge of engaging in negative behavior.
The caregiver practices communication
skills learned in treatment at home, con-
tributing to more effective conflict resolu-
tion and less arguing. The caregiver feels
more comfortable setting rules for their
teen because they discussed behavioral ex-
pectationsin group and their teen provided
input on what rewards and consequences
they believe are fair and motivating.
Perhaps most importantly, theteen’sview
of the caregiver changes as a result of the
caregiver's involvement in treatment. The
teen realizes the caregiver sees their pain,
not just their bad behavior. The teen feels
valued for who they are, not just judged
for their worst behavior. Seeing a caregiver
sit in aroom and do hard emotional work
provesto the teen that the adult iswilling to
change too. The vulnerability the caregiver
showsin group makes them seem more hu-
man and relatable, which actually increases
the teen’s respect for them. And with this

shared family journey, where judgment is
replaced with partnership, the teen will feel
he has the active, daily support he needs to
sustain long-term change. The teen, and in-
deed the entire family, will be better for it!

Suzanne Katz, LCSW, MBA, is Assis-
tant Director of the Trager Lemp Center
for Trauma and Resilience at Westchester
Jewish Community Services. She can be
reached at 914-949-7699, ext. 2471, or
skatz@wjcs.com.
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Central to this reform was the creation of
the Commissions for the Dissuasion of
Drug Addiction (CDT). The CDT system
served as a structured diversion mecha
nism that redirected individuals away from
criminal prosecution and toward assess-
ment, voluntary treatment, and social sup-
port (Transform Drug Policy Foundation,
2021). Portuguese policymakers shifted
the primary objective of drug policy from
punishment to health promotion, preven-
tion, recovery, and social inclusion (Justice
Trends, 2018).

Over the first decade after reform, Por-
tugal consolidated harm reduction pro-
grams and treatment services (Hughes &
Stevens, 2010). The country experienced
a drop in drug-related incarceration from
3,863 individualsin 1999 to 1,140 in 2017,
representing a reduction of more than 70
percent (McCarthy, 2020; Transform Drug
Policy Foundation, 2021). Overdose death
rates declined from approximately 80 per
million in 2001 to 6 per million by 2021,
placing Portugal far below the EU average
of 20.3 per million recorded in 2015 (Drug
Policy Alliance, 2023; EUDA, 2026; Fray-
er, 2019). Rego et a. (2021) note that
decriminalization allowed resources to
be redlocated toward prevention, harm
reduction, treatment, and social reintegra-
tion, and that lower stigma improved the
reach of those services (Hughes & Stevens,
2010). The most important lesson from this
period is that infrastructure came before
law (Moury & Escada, 2022; Transform
Drug Policy Foundation, 2021).

Portugal experienced a precipitous drop
in overdose death rates (Kristof, 2017).
The country went from having the highest
rate in the European Union (EU) in 1999 to
the lowest in 2021 (European Union Drugs
Agency (EUDA), 2025). Portugal’s 93%
reduction in overdose death rates over two
decades (1999-2021) was produced by de-
criminalization layered ontop of apre-exist-
ing, state-funded harm reduction infrastruc-
ture (Hughes & Stevens, 2010; Transform
Drug Policy Foundation, 2021). Portugal’s
experience therefore demonstrates that
successful drug policy depends less on
changing criminal law than on building and
maintaining a comprehensive public health
system capable of supporting individuals
throughout prevention, treatment, recovery,
and long-term social reintegration.

Mixed Approaches with Differing
Outcomes — The Netherlands

In 1976, the Netherlands, which pio-
neered harm reduction, moved to a harm
reduction approach. The Opium Act cre-
ated a distinction between drugs with
unacceptable risks, such as heroin, LSD,
cocaine, and amphetamines, and those
that were under the heading of cannabis
products, including hashish (Leuw, 1991).
It was designed to make substance use by
the public more manageable. Part of the
benefit of thislaw wasthat it legalized less
dangerous (i.e., “soft”) drug sales, so deal-
ers (who now had to be licensed and fol-
low regulations) were not lacing products,
and customers knew what they requested
was what they were getting (Henk & Ven
Vliet, 1990). Due to cannabis now being
a lawful substance, shops that sold drinks
and food started selling cannabis products
also (Henk & Ven Vliet, 1990).

In 2010 the Netherlands switched back to
amore criminal justice approach dueto the

side effects of “coffee shop ecstasy” (Van
Ooyen-Houben & Kleemans, 2015), which
is another name for soft drugs (those made
with cannabis, sold in shops that also sell
drinks and food). Dutch politicians want-
ed to demonstrate that they were tough on
crime. There were still needle exchanges
and supervised consumption rooms, but
penalties were harsher (Busz et a., 2024).
In 2024, as overdose rates surged and in-
ternational control efforts were increasing-
ly seen as ineffective, the Netherlands re-
verted to apublic-health-centered approach
(Busz et d., 2024). That same year, the Of -
fice of the United Nations High Commis-
sioner for Human Rights (OHCHR) issued
a statement urging rights-based drug poli-
cies, reinforcing this broader shift (Busz et
al., 2024). The Dutch experienceillustrates
how policy direction can directly shape
outcomes. After the country moved away
from harm reduction toward a criminal
justice model, overdose mortality steadi-
ly increased — from roughly 5 deaths per
million people in 2010 to 19 deaths per
million in 2023 (EUDA, 2025) — under-
scoring the importance of stable, sustained
public health investment and consistent
policy implementation (EUDA, 2025).

Focus on Interdiction and
Criminalization: With Treatment and
Harm Reduction — United States

The so-called “War on Drugs’ began in
the 1970s, treating substance use primarily
as a criminal issue (Hari, 2015). This ap-
proach coincided with increased substance
use, overdose deaths, and the spread of ill-
nesses (HIV, hepatitis) and infections due
to the sharing of needles. Minimum sen-
tencing and differential sentencing for dif-
ferent substances have disproportionately
penalized minority communities (Pamplin
et al., 2023). African Americans make up
14% of the total U.S. population and ac-
count for 38.5% of the total prison popula-
tion (The Global Statistics, 2026; Federal
Bureau of Prisons, 2026).

The sustained increases in overdose
mortality documented by the CDC during
19992018 raise important questions about
the effectiveness of a predominantly crim-
inal-justice-oriented approach when it is
not accompanied by comprehensive harm
reduction and accessible treatment. The
age-adjusted rate of drug overdose deaths
increased from 6.1 deaths per 100,000
standard population in 1999 to 21.7 deaths
per 100,000 in 2017, with the rate increas-
ing by an average of 10% per year from
1999 through 2006, 2% per year from 2006
through 2013, and 14% per year from 2013
through 2016 (Hedegaard et al., 2018).

Another issue for the U.S. is the lack
of access to substance abuse treatment.
According to the Southwest Rural Health

Research Center (2025), only about 6% of
those who wanted treatment, in rural areas,
were able to obtain it. A study by Choi &
Marti (2025) found that 75.46% of those
who sought treatment could not get it due
to inadequate insurance.

While the 2026 National Drug Con-
trol Strategy articulates important public
health goals for the United States — mak-
ing treatment more accessible than illegal
drugs, expanding naloxone availahility,
and strengthening community-based re-
covery support (National Drug Control
Strategy, 2026) — KFF Health News (An-
eri Pattani, 2026) reports that accomplish-
ing the strategy’s goals “will be difficult in
the face of the . . . mass layoffs of federal
employees, cancellation of research and
community grants, attacks on organiza-
tions and practices that serve people who
use drugs, and cuts to Medicaid,” whichis
the largest payer for addiction and mental
health care nationwide. Specifically, Med-
icaid work regquirements in the administra-
tion's legidative agenda are projected to
strip coverage from approximately 1.6 mil-
lion people with substance use disorders,
directly undermining the strategy’s stated
goal of expanding treatment access. When
Medicaid rollswere previously reduced af -
ter COVID-era protections expired, many
people receiving medication treatment for
opioid addiction stopped it, and fewer peo-
ple started treatment.

Treatment capacity in the United States
remains uneven and often inadequate, es-
pecialy when addiction intersects with
mental illness, homelessness, and pover-
ty. The U.S. system is fragmented across
local, state, and federal agencies, making
coordination between police, courts, treat-
ment systems, and housing services diffi-
cult to sustain.

In addition, the current U.S. drug envi-
ronment is dominated by fentanyl and other
highly potent synthetic substances, which
create a much faster and deadlier risk en-
vironment than the heroin epidemics that
shaped many earlier European reforms.
Political polarization and punitive public
narratives make it difficult to sustain sup-
port for reforms when visible disorder or
the perception of disorder increases.

The United States policy endorses harm
reduction on the record (National Drug
Control Strategy, 2026), while simultane-
oudly reducing Medicaid coverage, SAM-
HSA grants, and community organization
funding that deliver those services. The
document is not the policy; the funding is
the policy.

Why Treatment-Centered Policy Matters

The economic costs of addiction have
steadily increased over time, with esti-

mates indicating that substance abuse costs
the United States over $740 billion annual-
ly (Lines, 2019). In 2015, the United Na-
tions Office of Drugs and Crime and the
World Health Organization established an
Informal International Scientific Network.
This committee was comprised of experts
in SUD sciences. The members of the com-
mittee were appointed by Member States
and represented widely diverse geographi-
cal regions, political systems, and cultures.
As per Volkow, et al., (2016) they conclud-
ed that there was scientific evidence sup-
porting the idea that, “... substance use
disorders are brain disorders; that they can
be treated; that people with even the most
severe forms can recover with access to
evidence-based treatment and social sup-
ports;, and that crimina sanctions are in-
effective at preventing or addressing these
disorders.” (Emphasis added by authors).
Bernard, et al., (2020) found that diversion
programs decrease crimina justice costs
while only moderately raising health care
costs. If criminal justice interventions are
ineffective at stemming the devastating
impact of SUD, where is the best place to
focus resources?

Portugal’s model worked because de-
criminalization was embedded in a broad-
er public-health system. The reform was
backed by state-supported treatment,
methadone programs, psychosocial care,
and welfare infrastructure. (These factors
highlight why decriminalization of sub-
stances in Oregon from 2021-2024 was
not considered successful; the treatment
capacity, access, and diversion programs
were not put in place prior to decriminal-
ization of substances.)

Another strength of Portugal’s model is
institutional coherence. The police, treat-
ment system, and public administration
had differentiated but connected roles: po-
lice could till target traffickers, while drug
users were diverted into a structured pro-
cess of evaluation and support.

The Netherlands followed a different
path from Portugal, yet it also provides ev-
idence that treatment and harm reduction
can be more effective than punishment-on-
ly strategies. By distinguishing between
so-called “soft” and “hard” drugs, allow-
ing regulated tolerance toward cannabis
while maintaining stricter control over
heroin, cocaine, and organized trafficking,
they avoided the fal se choice between total
criminalization and unrestricted permis-
siveness. Itsrelative success lay in treating
chronic drug dependence as a socia and
medical issue that required management,
rather than assuming that punishment
alone would eliminate it.

At the sametime, the Dutch case also re-
veals the limits of tolerance when it is not
matched by sufficient enforcement against
organized crime. Over time, criticism grew
that the Netherlands had become a hub for
drug trafficking and related violence, par-
ticularly as synthetic drug production and
organized criminal networks expanded.
Dutch policy has not simply “returned”
from treatment to punishment and back
again. Rather, it has evolved into a hybrid
approach: stronger crimina enforcement
against violent networks and traffickers,
while retaining treatment and harm reduc-
tion for users and vulnerabl e popul ations.

Asreported in JAMA, the United States
has continued to suffer from the highest
overdose death ratesin the world (Anderer,
2025). Thisislikely aresult of lack of

see Infrastructure on page 41
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treatment infrastructure, lack of health care
coverage, criminalization policies that dis-
proportionately target minority communi-
ties resulting in higher rates of incarcera
tion (which continues the cycle of broken
families and poverty), and poor housing
and vocational opportunities for those
struggling with substance use disorder.

Portugal, the Netherlands, and the Unit-
ed States show that treatment-centered
drug policy can be more effective and
humane than punishment-centered policy,
and that resources can be used more effi-
ciently, when it is backed by institutional
capacity, clear governance, and a realistic
division between user management and
trafficking control.
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her degreesin social work, addiction coun-
seling, and social science at Kansas Sate
University. Sheis a participant in the Mc-
Nair Scholars Program.
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it shifts perspective from simply treating
mental illness during incarceration toward
creating acontinuity of care before, during,
and after it.

Evidence-based psychological interven-
tions also play a maor role in this pro-
cess. Cognitive behaviora therapy (CBT)
allows individuals to identify and modify
patterns of thinking and behaviour that
might contribute to psychological distress
(American Psychological Association,
2017). Diaectical behavior therapy (DBT)
is another intervention that helps individu-
als emphasize essential skills such as emo-
tional regulation, mindfulness, and distress
tolerance (Cleveland Clinic, 2022). These
approaches can help individuals by pro-
viding them with practical toolsto manage
psychological distress and devel op healthi-
er coping strategies.

Another important component of cor-
rectional mental health is trauma-informed
care. Several incarcerated individuas have
histories of trauma, including experiences
of abuse and violence. These approaches
recognize that these experiences can influ-
ence emotional responses and behaviour,
and thus seek to integrate understanding of
traumainto treatment and interactions with
individuals in correctional settings (Palo
Alto University, 2026).

Along with this, another important
source of support is peer-led. This pro-
vides pivotal assistance as trained incar-
cerated individuals are able to support
their peers, thus reducing stigma and
providing encouragement with treatment.
This helps reinforce a sense of communi-
ty within correctional facilities (Palo Alto
University, 2026).

Despite al these interventions, they
do not guarantee effective care. Mental

health professionals have to constantly
balance their responsibilities with the in-
gtitutional  security requirements, aong
with the already existing issues of limited
resources, inadequate staffing, insufficient
training, and difficulties with continuity of
care (Alves et al., 2026). Along with that,
confidentiality also poses another ethi-
cal chalenge. Since therapeutic relation-
ships depend mainly on trust and privacy,
maintaining confidentiality is hard under
correctional supervision. This might push
incarcerated individuals to be reluctant to
disclose sensitive information when they
are uncertain about who may have access
to that information. This can lead to them
not being able to get the treatment they
need, along with affecting their circum-
stances in the facility (Kolodzigczak &
Sinclair, 2018; Alves et al., 2026).

These challenges highlight the need for
correctional mental health systems that
prioritize both effective treatment and
the trust necessary for individuals to seek
care. Ultimately, mental health care should
not end at the prison gate. By ensuring
access to compassionate and continuous
care during incarceration and after release,
the justice system can support recovery,
strengthen communities, and ensure that
a prison sentence does not become a sen-
tence to untreated mental illness.

Shriya Biswas is a PhD Sudent at Uni-
versity of Delaware. To contact the Shriya,
email shriyab@udel.edu.
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School-to-Prison from page 25

All the young men reported disciplinary
issues at school, and most reported expe-
riencing exclusionary discipline, including
out-of-school suspension and, more rarely,
in-school suspension. Suspensions were
employed repeatedly for some young men,
sometimes paradoxically as a response for
not coming to school. However, the young
men did not report that suspensions had
any impact on their behavior. For some,
suspension was a desired outcome leading
to out-of-school time that was often un-
supervised and unstructured. For others,
suspension was part of escalating behavior
that was designed to get a reaction from
school officials. Young men described
schools that seemed ill-equipped to deal
with disciplinary problems, which resulted
indisciplinethat was both exclusionary and
poorly communicated to students. Severa
young men reported having to spend time
alone in a dean’s or principal’s office for
entire school days after an incident without
contact with other students. Others report-
ed not knowing or understanding that they
were suspended or in trouble, leading to
disorientation and disengagement:

| got suspended one time but | was nev-
er told that | got suspended. So | tried to
go back to school not knowing that | was
suspended. | got to the front door but the
teacher, the principal just came through
the front door and told me | was suspend-
ed. So sincethat day | just never went back.

For young people aready tenuously at-
tached to school, being overtly told you are
not allowed in presents a barrier that is dif-
ficult to overcome.

Consistent with the literature (Skiba et
al., 2014), several young men described
a trgjectory that began with exclusionary
discipline in earlier grades and escalated
to expulsion and transition to an aterna
tive school, ultimately ending in dropout.
School transitions for young men with
ADHD were problematic. Several young
men dropped out between middle school
and high school, and in frustration when
moving from one school to another when
their school records were not transferred or
received.

Young men aso had considerable diffi-
culty returning to school after criminal-le-
gal-system-related attrition or incidents
that resulted in expulsion due to miscom-
munication, embarrassment, frustration
about having to repeat grades, or lack of
support. Angel, who has ADHD, depres-
sion, and anxiety, described his attempt to
return to school to finish his senior year
after aperiod of not attending. He came to
thefirst day of school but was not sure who
his teachers would be, and was directed to
aclassroom for attendance. Since his name
did not appear on the roster, he was sent to
the dean, who told him she had disenrolled
him from school.

Other young men felt pushed out by
school, even when there was no formal
expulsion. Alternative schools seemed to
serve as an “off-ramp” for young men with

Sarah Jalbert, PhD

ADHD. Some, like Noah, believed they
would have an opportunity to return to
their traditional school, and werefrustrated
when that opportunity didn’t materialize:

My | EP worker would alwaystell mefin-
ish this year off good and next year we'll
try to see if we can get you into a public
school. | don't think she ever even tried to
be honest. | don't think she cared.

All young men interviewed had some
experience with law enforcement. Young
men with ADHD seemed to become in-
volved with police a an earlier age than
those without ADHD. For most young
men, police contact was not initiated by
school authorities or resource officers, but
several reported arrests that were related
to incidents at school, primarily fighting
or bullying, where police came to ther
house later to arrest them or inform them
of a restraining order. Most young men
said they had been held by police many
more times than they had been arrested.
For young men with ADHD, staying out of
trouble whileincarcerated could be a strug-
gle. For instance, Algjandro described how
his initial 12-month Department of Youth
Services (DYS) sentence extended to 24
months:

| kept messing it up... they were letting
me go to a step down, but | just kept mess-
ing it up. I"d be like fighting somebody at a
step down... And so they indicted me, they
gave me one more time on top of my time
and | couldn’'t have good time then. Then
they just gave me the full time | was sup-
posed to serve. | was supposed to servelike
al12or 24, and | ended up serving like the
24 months.

It was unclear whether ADHD symp-
toms made it difficult to follow rules when
under correctional supervision. For some,
like John, incarceration brought structure
and order to an otherwise chaotic life,
demonstrating how complex young mens
relationships to institutions may be when
their pro-socia relationships have broken
down. As he described it, “I lived a good
life in jail” . This does not mean jail was
a positive influence for John, but instead
shows how difficult his life outside of jail
has been, and how the many systems in-
volved in John'slife have failed him.

Holly Swan, PhD

Discussion

Schools, widely documented as a
pro-social protective factor for young
people at risk of justice-system involve-
ment, were sources of disconnection and
stigma for young men in this study strug-
gling with ADHD and other disorders.
Though study participants had serious
behavioral challenges that were difficult
for schools to manage, these interviews
suggest that these are the students who
need more protection and intervention
from school officials than their peers.
Young men with ADHD may be less able
to navigate the complexities of remain-
ing in school while under correctional
supervision than those without the diag-
nosis. Aptitude and impairment appeared
to influence how young men were treat-
ed by institutions, especialy schoals.
Young men with learning disorders (with
or without ADHD) reported experienc-
ing little to no encouragement to stay in
school, and several even felt pushed out.
Even less-impaired students with ADHD
felt stigma associated with their special
education status. Young men with ADHD
also seemed to experience more persistent
and escalating discipline relative to those
without ADHD, even before their crimi-
nal legal system involvement.

Recommendations

This study was small and the conclu-
sions we can draw are limited. However,
the findings contribute to a growing body
of work that documents how the health
care system, the school system, and the
justice system are linked by policy fail-
ures that differentially harm children of
color (Annamma et al., 2014; Sussman,
2011). By damaging family institutions,
limiting access to protective institutions,
and diminishing the complement of choic-
es available early in childhood or ado-
lescence, ingtitutions both fail to prevent
— and ultimately reinforce — negative
outcomesfor children. The policy response
should be clear: bolster in-school support
for children with ADHD, especially those
who have disciplinary issues, to prevent
school detachment and possible criminal

legal system involvement. Behavioral
health policy must recognize that children
with the most precarious attachments to
family, school, and community would also
potentially benefit the most from inclusive
policies that keep them attached to school
and other support services.

Sarah Jalbert, PhD, is Executive Direc-
tor of the Institute for Community Health.
Holly Swan, PhD, is Senior Policy and Im-
plementation Manager at the Massachu-
setts Office of the Child Advocate.
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Westchester from page 26

Intercept 1 (Law Enforcement Involve-
ment; Arrest): Under Bail Reform, many
individuals, when arrested, are given a
desk appearance ticket. With planning and
collaboration, this creates a window (often
about 20 days) for diversion before they
are arraigned. “Fresh Start” is a program
run through the Department of Communi-
ty Mental Health (DCMH) for low-level
first-time alleged offenders who are of-
fered a program that, if completed, results
in the District Attorney declining to prose-
cute. OPT-In is a program for individuals
charged with low-level drug possession.
After arrest and before arraignment, indi-
viduals are given the opportunity, through
connection to an addiction peer, to access
services and also have prosecution of the
charges declined.

Intercept 2 (Immediately Post-Arrest):
Westchester County has several programs,
old and new, to connect with individuals at
the first court appearance (arraignment).
Those include Treatment Alternatives for
Safer Communities (TASC), which began
in Westchester’'s DCMH in the mid-1980s.
TASC is a voluntary diversion program,
court-ordered by agreement, with needs
identification, treatment, and court report-
ing. Currently, about 60% of TASC cases
are DWIs. Pre-Trial Services, operated by
the nonprofit CHOICE-NY, is a contrac-
tual program through Westchester County
providing predisposition support and su-
pervision for the court-identified popula-
tion not eligiblefor bail. At any giventime,
hundreds of people are assigned electronic
monitoring in the county.

Intercept 3 (Court Diversion Models):
There is no known correlation between
diagnosis and severity of criminal charge.
Simply put, it is not the diagnosis that de-
terminesthe severity of thecrime: oftenitis
anal ogous to whether a $500 or $2,500 bi-
cycle was stolen. In 2005, the Westchester
County Court collaborated with the DA's
office, Legal Aid Society, DCMH, and the
Probation Dept. to begin our Felony Men-
tal Health Court. Individuas with serious

mental health needs, many of whom also
have complex substance use issues, are
provided an opportunity to participate in
the treatment court for 18-24 months with
frequent court appearances and monitoring
of services that focus on their adherence
to recovery goals. Many will receive addi-
tional supportive care coordination directly
from the DCMH Mental Hedth Alterna
tives to Incarceration Program (MHATI)
or receive residential support through our
Single Point of Access Services (SPOA).
Some court participants may be employed
or begin the first steps toward future em-
ployment, engage in vocational or educa-
tional programs, or volunteer in their com-
munities during their time in the court. If
successful, many will avoid alengthy state
prison sentence and areduction of charges.

The Misdemeanor Wellness Hub Court
began in 2023. It alows any identified
individual in any municipal court facing
misdemeanor charges to have their case
transferred to one specific court’s calendar.
It serves defendants with mental health or
co-occurring needs. Similar supports are
provided as in the felony part. Adherence
to their individualized treatment plans and
successful completion within six months
to one year will result in a dismissal of
charges or aviolation.

The 9th Judicial District, of which West-
chester is a part, also offers specialized di-
version courts for youth/emerging adults,
drugs, and veterans.

Intercept 4 (Reentry): Incarcerated indi-
viduals returning to the community face
amyriad of challenges. Services and sup-
ports leading to housing, reacclimating in
the community, and employment are cru-
cial. Every point on the social determinants
of health isimpinged when a person with
behavioral health needs is incarcerated.®
Westchester County, in partnership with
DCMH and the County Jail, focuses on
reentry services for those returning from
the jail. This includes our award-winning
CORE (Community Oriented Reentry)
program where individuals participate in
groups focusing on such areas as wellness,
spirituality, successful recovery, music, art,
and creative writing; the St. John’s River-

side Hospital’s Solutions addiction pro-
gram; and the Lives Forward Program,* as
well as discharge planning services coordi-
nated through the jail pre-release staff and/
or Wellpath clinicians, Westchester De-
partment of Social Services, and commu-
nity partners. Our Transitional Managers
provide direct connections to longer-term
community supports starting at the time
of release, often transporting individuals
to DSS directly, assisting with obtaining
prescribed medications, getting to intake
appointments for treatment or housing in-
terviews, checking in with parole or pro-
bation, or attending follow-up court dates.

Intercept 5 (Community Corrections
— Probation and Parole): On any giv-
en day, twice as many people are serving
their time on probation or parole than are
actually incarcerated.® To help address the
needs of those returning on parole, DCMH
and its nonprofit partner “Family Services
of Westchester” operates the “Reentry
Task Force.” As a network of collabora-
tion, nearly 50 different community or-
ganizations work together to help support
and serve those returning from state pris-
on. Further, many of the services provided
in Intercept 3 are available to those with
community correction sentences. The per-
son-centered services offered to individ-
uals can include case management, treat-
ment supports, employment readiness,
financial literacy, educational supports,
and parenting supports.

Over the past few years, DCMH has de-
veloped severa corollary tools to support
these efforts. First, we have the “RICI”
list (Repository for Integrated Criminalis-
tic Information) match. The RICI list is a
state-mandated, county-maintained daily
list of individuals arrested in the previ-
ous 24 hours. In Westchester, our IT De-
partment created software to run that list
against our database of individuals served
by DCMH programs. Every morning, se-
lect DCMH leadership and service staff re-
celve an email of al those we are serving,
or have served, who have been arrested in
the last day. This is extremely useful for
case management, service adjustment, and
planning purposes.

DCMH has aso expanded our Single
Point of Access (SPOA) program to embed
a SPOA outreach staff person with County
Department of Social Services Adult Pro-
tective Services (APS). In Westchester, law
enforcement, among many others, refer in-
dividuals believed to be abused or neglect-
ed to APS. By partnering mental health
with APS, individuals' overlapping needs
and concerns are addressed from first ser-
vice contact.

Additionally, DCMH has created an In-
tellectual/Developmental Disability (IDD)
“Boundary Spanner.” The role is a case
manager who works with individuals with
IDD needs to initiate eigibility (if neces-
sary) and connect, or reconnect, people to
the services they need — in any behavior-
a health system. Our Boundary Spanner
works with referrals from the community,
including individuals in our shelters, un-
sheltered, and justice-involved — even in
the county jail as part of pre-release.

In 2025, Westchester's behaviora
health diversion models served nearly
4,000 people.

Joseph A. Glazer, Esg., is Deputy Com-
missioner, and Michelle Hart, MA, is Pro-
gram Director, at the Westchester County
Department of Community Mental Health.
For more information, visit mentalhealth.
westchestercountyny.gov.

Footnotes

1. prainc.com/wp-content/upl oads/2018/06
/SIM-Brochure-2018-Web.pdf

2.pmc.nchi.nim.nih.gov/articlessPMC1239
2395/

3.pmc.nchi.nlm.nih.gov/articlessPMC3735
170/

4. behavioralhealthnews.org/westchester-
county-devel ops-lives-forward-program-
providing-dual -certification-mh-and-ad-
diction-peer-training-to-currently-jus-
tice-involved-individuals/

5.www.prisonpolicy.org/reports/correction
alcontrol 2023.html

Diversion Courts from page 23

risk, many opt instead for a plea deal
with no treatment — leaving the under-
lying condition to continue untreated.
Others are barred from participation by
their charge alone, regardless of whether
an underlying behavioral health need was
the root cause.

One source of pushback has been the
cost of expanding courts and treatment
programs. The TCEA coalition estimates
the expansion would cost roughly $150
million. Yet a study from Recidiviz esti-
mated that New York would see roughly
1,300 people diverted from state prisons
annually, along with another 2,200 divert-
ed from New York City jails. At an average
annual cost of $115,000 to incarcerate one
person in a state prison, and $225 aday in
New York City jails, the expansion of men-
tal health courts could return $150 million
annually in savings. Organizations like
the National Alliance on Mental Iliness
(NAMI) contend that these savings could
be reinvested in the mental health system
to fund more community-based treatment
programs. The TCEA & so allows courts to

limit participation based on the availability
of treatment programs.

The TCEA expands the scope of exist-
ing drug courts to include mental health,
intellectual disabilities, and other issues, or
any combination of them. This has been a
critical gap in access to diversion courts.
In the 2026 budget, Governor Hochul in-
cluded a single set of licensing standards
in her State of the State address, which was
subsequently passed as standalone legida
tion, S3051B/A3296C. Organizations like
NAMI fought for this to ensure access to
treatment for the nearly 60% of individuals
with substance use disorders who have a
co-occurring mental health issue — about
21.2 million adults nationwide. People
with disabilities are about 4.6 times as
likely to experience mental distress, with
32.9% of those with disabilities experienc-
ing mental health issues. Veterans courts
and human trafficking courts see similar
overlap. All of this underscores the biggest
barrier the TCEA is designed to address:
access to care.

Equitable access to mental health sup-
port is the top priority of NAMI-NYS.
Right now, the shortage of courts, the si-

loing of the behavioral health issues cov-
ered, the plea requirements that prevent
participation, and the ad hoc nature of the
courts operating in the opening created by
the 2009 legidation al mean that the very
court system meant to stop us from arrest-
ing our way out of the opioid crisisis till
arresting its way out of the mental health
crisis. These are not separate issues — the
same underlying behavioral health needs
that drug courts attempt to address are
what should drive us to implement treat-
ment courts that address the full range of
issues affecting the mentaly ill, veterans,
and human trafficking victims dike.

James Norton, MCJ, is Government &
Community Affairs Manager at National
Alliance on Mental IlIiness of New York
Sate. He can be reached at James@nami-
nys.org or by phone at (518) 245-9165.
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SUD Treatment from page 27

facilities in the United States (adult pris-
ons, local jails, and juvenile confinement
facilities), that's less than half of 1 percent
of correctional facilities nationwide.

The 2024 Federal Rule Change

The regulatory landscape changed sig-
nificantly in 2024. SAMHSA and the U.S.
Department of Health and Human Services
published the first substantial revision to
42 CFR Part 8, the federal regulation gov-
erning opioid treatment programs, in more
than 20 years [5]. The final rule took ef-
fect April 2, 2024, with an October 2, 2024
compliance date, and directly addressed
correctiona institutions and facilities and
the need for change: under the newly re-
vised rule, jails and prisons could now reg-
ister as a hospital or clinic, allowing them
to directly dispense methadone to treat
OUD and to manage acute opioid with-
drawal, rather than relying solely on an
outside OTP for every dose [6]. This new
rule also replaced the old requirement that
inmates must have had at least one year
of active addiction for admission into the
program with a formalized clinical deter-
mination, and it codified telehealth as an
additional method of care and allowed for
more take-home dose flexibility — which
was first introduced during the COVID-19
public health emergency [7]. This was the
biggest change in 20 years to the rules on
correctional medications for OUD. The
rules are starting to catch up with the sci-
ence. Standards, policies, and surveyor ex-
pectations at CARF, NCCHC, and state li-
censing bodies are still catching up to what
the new rules alow.

What Continuity of
CareActually Requires

Accreditation standards trandate this
new regulatory shift into very specific and
real operational requirements. NCCHC
now recommends universal OUD screening
for everyone entering a facility, initiation
or continuation of medications for opioid
use disorder (MOUD) during incarceration
(sometimes known as medication-assist-
ed treatment, or MAT), and continuity of
MOUD treatment at both entry and release,
with coordination happening directly with

A.Ant, CADC-II

community-based treatment providers [8].
This “warm handoff” model requires cor-
rectiona health staff and community SUD
providers to share clinica information,
confirms the inmate receives an appoint-
ment before rel ease rather than ssimply issu-
ing areferral (hoping the individua actual-
ly uses it and makes an appointment), and,
in the best-performing facilities, provides a
bridge supply of medication so the person
is not left without treatment during the first
days back in the community, when over-
dose risk is highest. This population may
self-medicate when proper medications are
not available to them [9].

The Medicaid Shift

Financing has historicaly been the
weak link, largely because of the Medic-
aid Inmate Exclusion Policy, which has
long prohibited Medicaid from paying for
most services delivered during a person’s
incarceration. That started changing in
April 2023, when the Centers for Medi-
care & Medicaid Services (CMYS) issued
new guidance inviting states to apply for
Section 1115 “reentry” demonstration
waivers, partially lifting that exclusion for
a defined pre-release window, typically 30
to 90 days, so states could bill Medicaid
for services including case management
and MOUD before someone was even re-
leased [10]. Asof April 2025, CM S had ap-
proved 19 state reentry waivers, with nine

more pending, and California became the
first state to implement its waiver in Octo-
ber 2024 [11]. Separately, the Consolidat-
ed Appropriations Act, 2023 requires state
Medicaid and Children’s Health Insurance
Program (CHIP) programsto cover specif-
ic servicesfor justice-involved youth start-
ing January 1, 2025 [12]. For accredited
providers, the good newsisthat this means
the financing and clinical-coordination
pieces for continuity of care are moving in
the same direction at the same time and in
agrowing number of states.

What This Means for Providers

For behaviora health organizations
deciding whether to build out justice-in-
volved or correctiona-facing SUD ser-
vices, the key takeaway is that accredita-
tion and continuity-of-care design are no
longer separate decisions. A program trying
to achieve CARF's Criminal Justice popu-
lation designation, or a Court Treatment or
Diversion/Intervention accreditation, will
need to show documented, tested handoff
protocols with its correctional and com-
munity partners well before any survey,
not just policies written to satisfy a CARF
standard. A correctional facility consider-
ing in-house MOUD dispensing under the
revised 42 CFR Part 8 needs to understand
upfront that doing so on any meaningful
scale using methadone still likely requires
NCCHC accreditation specifically, and on
atimeline measured in months, not weeks.
And any organization operating in a state
with an approved or pending Section 1115
reentry waiver has a genuine, near-term
financing opportunity to fund pre-release
engagement that did not exist five years
ago; whether that organization’'s clinical
and billing infrastructure is actually in
place to benefit from it is a separate, and
sometimes overlooked, question.

The overdose statistics in this article are
not new, nor is the underlying diagnosis:
people leaving incarceration die because
the systems meant to catch them do not talk
to each other in time. What has changed is
that federal regulations, accreditation stan-
dards, and Medicaid financing are simul-
taneoudly being rebuilt to close that gap
and catch these people before they fall. For
organizations serving justice-involved in-
dividuaswith substance use disorders, this
is both the opportunity the field has been

waiting for and the compliance challenge
that will separate the providers who can
close the gap from those who simply docu-
ment that they tried.

A. Ant, CADC-II, is CEO of Continued
Compliance, Inc., and can be reached at
continuedcompliance.com,  ant@contin-
uedcompliance.com, or (213) 864-8554.
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Peers from page 26

additional solution lies with the expan-
sion of Daniel’s Law in New York State.
In March 2020, Daniel Prude was expe-
riencing an acute mental health crisis in
Rochester, New York, when his family
called 911 for help. He was naked in the
street in freezing weather, but posed no
risk to any other person. Yet Rochester Po-

lice responded in force, handcuffed him,
placed a “spit hood” over his head, and
held him face down on the cold pavement
until he stopped breathing. Daniel Prude
was a man experiencing an obvious men-
tal health crisis, and he deserved care and
dignity — but he was denied both. Instead,
police killed him. In response to the trag-
edy, city and state elected officials — in-
cluding previously Zohran Mamdani, then

Assemblymember, and most recently City
Councilmember Carl Wilson — have ad-
vocated for the expansion of Daniel’s Law,
which would ensure that every locality in
our state has a plan and resources in place
for responding to mental health-related
emergencies in a sensitive, constructive
manner. Last year, the New York City
Council devoted discretionary funding
awards to help launch and expand peer-in-

volved crisis response programming for
the first time, and funding has continued
for 2026. The time for peers to become a
major part of the solution is clear, and that
timeis now.

Jim Mutton is the Associate Executive
Director of NYC Operations at Concern
Housing and serves as a steering commit-
tee member at CCIT-NYC.

Leader of the Year from page 25

codlition-building approach associat-
ed with advocacy efforts supporting
community-based disability services in
Rhode Island.

The 2026 Inclusive Leadership Impact
Awards are judged by professionals with
backgrounds in organizational develop-
ment, corporate leadership, disability in-

clusion, communications, and social im-
pact. The judging panel includes current
and former senior executives and advisors
with experience across organizations in-
cluding Children's Aid, NYU Wagner,
CVS Hedlth, Tapestry, Disability:IN, and
other national institutions.

For Dr. Adusu, the recognition reinforc-
es a principle that has guided much of his
work: inclusion is most meaningful when

it results in tangible changes in people’s
lives. He joined the other 2026 honorees
at the Inclusive Leadership Impact Awards
ceremony on Wednesday, October 7, where
the award was formally presented. The
event brought together award recipients,
organizational leaders, and other guests to
recognize individuals and organizations
whose work is expanding access, opportu-
nity, and belonging.

Dr. Isaac Mawuko Adusu, DHA, MSN-
PM, is a Policy Advocate, Assistant Vice
President of Adult Services at Seven Hills
Foundation, Rhode Island, and an inter-
nationally recognized nonprofit leader in
IDD and behavioral health, specializing
in workforce transformation, communi-
ty-based care, and organizational inno-
vation. He can be contacted at |Adusu@
sevenhills.org or ikemawuk@gmail.com.
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