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Background  
 
During the 2011 session, a budget note to SB 5529 directed that the Oregon Health 
Authority convene a statewide workgroup to identify the needs of people who are 
involved in the criminal justice system for minor violations, who have mental illness and 
could be placed more appropriately in settings where they could receive mental health 
treatment. The group was expected to develop recommendations for methods to divert 
this group for appropriate and effective mental health care in the community. This report 
is prepared for consideration in the 2013 legislative session. 
 
Workgroup Methodology 
 
The workgroup was comprised of individuals representing addictions and mental health 
providers, judges, the Psychiatric Security Review Board, Disability Rights Oregon, 
National Alliance on Mental Illness Oregon, Association of Oregon Community Mental 
Health Programs, county behavioral health services, municipal police agencies, Oregon 
State Police, consumers, Oregon Consumer Defense Lawyers Association, Oregon 
Association of Community Corrections Directors, Oregon Association of Chiefs of 
Police, and the Oregon Association of Hospitals and Health Systems  (please see 
appendix A for full list of participants). 
 
In order to appropriately respond to the budget note the workgroup focused on 
recommendations that could be classified in three categories: 
 

o Recommendations related to alternatives to arrest and incarceration.   
o Recommendations related to alternatives to incarceration (including 370s, 

individuals unable to aid and assist in their own defense) once formally 
charged and/or sentenced  

o Recommendations related to services, resources and supports to assist 
successful transition into the community 

Recommendations within these categories were then discussed and placed in the  
Sequential Intercept Model (SIM) (see Appendix B).  The SIM is a visual national model 
produced by the GAINS Center to aid in the development of a comprehensive plan for 
mental health and criminal justice collaboration.  This model outlines action for system-
level change through five intercepts: 

 Intercept 1: Law Enforcement 



 

 

 Intercept 2: Initial Detention/Initial Court Hearings 
 Intercept 3: Jails/Courts 
 Intercept 4: Reentry 
 Intercept 5: Community Corrections 

Through each of these intercepts the model aids in outlining the following: 

 Understanding the interactions between the criminal justice and mental health 
systems; 

 Identifying where to intercept individuals with mental illness as they move 
through the criminal justice system; 

 Suggests which populations might be targeted at each point of interception 
 Highlight likely decision makers who can authorize movement from the criminal 

justice system; and 
 Identify who needs to be at the table to develop interventions at each point of 

interception 

The workgroup identified category headings that would fit into each, or more than one, 
of the intercepts and the specific recommendations focused on methods, services or 
programs that would aid in diversion of those with minor violations to other, more 
appropriate, settings than jail.  Please see Appendix C for the full SIM prepared by the 
workgroup. 

 
Recommendations 
 
As identified in the SIM, each of the recommendations is categorized by the above 
mentioned intercepts.  The recommendations are focused on the overall needs of the 
person with mental illness as well as of the system.  Although in some cases, specific 
models are identified, none of these models or specific providers are endorsed by the 
work group.  Many of the recommendations are also currently operating in different 
areas of the state but not on a consistent level.  A number of similar recommendations 
are located in multiple intercepts.    
 

Crisis Services:  Many of the recommendations related to crisis services are located in 
the first two intercepts, this is due to the need to engage in crisis services early to divert 
an individual from both intercepts two and three, which are focused on the initial 
detention, court hearing and jail. 

 Crisis Outreach Response Team:  These teams vary from county to county but 

can provide a 24-hour Crisis Outreach Response Team consisting of trained 



 

 

crisis clinicians who are able to respond 24-hours a day to people in need of 

crisis services.  Services can include: 

o Crisis evaluations in the community when dispatched by police to 

eliminate the need of direct involvement by law enforcement; 

o Phone crisis intervention;  

o Phone assessment and referral to appropriate provider(s) based on 

insurance/payment source;  

o Emergent (same day) or urgent (within 48 hours) intake appointments;  

o Brief treatment sessions for crisis stabilization;  

o Consultation to peace officers and help locating available hospital beds;  

o Meeting with families to initiate a formal pre-commitment investigation; 

through the 2-Party Petition process;  

o Monitoring committed individuals discharged from the hospital on 'trial 

visits' (allowed to live in the community under certain conditions); 

o Community consultation, information and referral to other agencies or 

services; and 

o Consultation with outpatient clinic staff and community members, law 

enforcement, and local service providers who are involved with individuals 

in mental health crisis.  

 Mobile Crisis Response:  These cooperative partnerships are designed to 

provide comprehensive crisis intervention services to persons in a mental health 

crisis. Mobile Crisis Response pairs a mental health clinician and/or peers with a 

police officer to provide emergency police response to persons in need of crisis 

intervention.  Some of the goals of this system are to: 

o Create a partnership with the mental health and police systems; 

o Develop an accessible, coordinated and comprehensive system of 

psychiatric emergency services;  

o Fill service gaps identified in the emergency system;  

o Appropriately divert persons who have mental illness from the 911 

emergency system and hospital emergency departments; 

o Link frequent mental health consumers to the mental health system. 

o Reduce police time on calls associated with mental health consumers; 

o Increase disposition and treatment options for police officers responding to 

crisis calls; and 

o Increase overall treatment satisfaction for mental health consumers. 



 

 

 

 Voluntary Mental Health Database:  This database originated from HB 3466 
(2009) in which an individual with mental illness can voluntarily request to be 
added to a law enforcement database that presents identifying and helpful 
information on an individual's needs during an event.   
 

 Assertive Community Treatment (ACT):  The ACT team treatment approach is 
designed to provide comprehensive, community-based psychiatric treatment, 
rehabilitation, and support to persons with serious and persistent mental illness.  
Clients served by ACT are those who have avoided or not responded well to 
traditional outpatient mental health care and psychiatric rehabilitation services. 
Persons served by ACT often have co-existing problems such as homelessness, 
substance abuse problems, or involvement with the judicial system. 

 

 Respite Centers:  These centers are increasingly being focused on as Peer 
Respite Centers and can provide an alternative to hospitalization, jail and crisis 
services.  They often focus on wellness and the ability to stabilize an individual. 

 

Training:  Training is located in Intercept 1 as both Crisis Intervention Training (CIT) and 
Advanced Crisis Intervention Training.  This is a training program developed to help 
police officers react appropriately to situations involving individuals with mental illness or 
developmental disabilities.  CIT partnerships can lead to changes in existing systems 
and possible development of new infrastructures for services.  

Within Intercept 2 training is identified as judicial training to ensure that there is 
consistent knowledge of available services, needs of individuals with mental illness. 

Transition Services:  Elements of transition services are seen throughout each of the 
intercepts, each adjusting to the transitional needs of the intercept. 

 Wraparound Services:  This term has been used in reference to children’s mental 
health but has been expanded in reference to an individualized approach to 
identifying the services one would need, which are including but not limited to: 

o Mental Health Services 
o Alcohol and Drug Services 
o Employment 
o Housing 
o Medication Management 

 Supported Employment:  Employment is integral to achieving and maintaining 
independence.  Evidence-based Supported Employment helps clients receiving 
community mental health services to become a part of the competitive labor 
market.  Approximately half of those who enroll in evidence-based Supported 



 

 

Employment become steady workers and remain competitively employed a 
decade later.  

 Case Management in Jails:  Many jails have resources for on-site mental health 
staff.  They can be actively involved in assessments, treatment, case 
management and assist in linking individuals to community mental health 
services upon and prior to release.  These case managers can also facilitate 
continuation of appropriate medications while incarcerated an assist with 
elements related to transitional services.  While many jails are able to provide 
this type of care, many are not appropriately funded to fully address the mental 
health needs of these individuals.  

 
Peer Services:  Peer services also appear throughout all five intercepts.  These are 
an important part of the delivery system and prove to be both cost effective and a 
crucial component of success.  Within the SIM, these services are specified through 
peer navigators, mentoring, in-jail supports and coordination with peer support 
organizations, however, peer services are also a part of other tools previously 
identified, including crisis and transitional services. 
 
Assessment & Treatment:  This component of the system provides for the overlap 
within Addictions and Mental Health.  Identified are a drop off center which law 
enforcement can utilize and crisis residential and detox centers.   
 
 Detox Centers/Sobering Stations: These centers provide medical detoxification 

and stabilization.  Patients can receive an average of 4-10 days of medical 
treatment for early withdrawal symptoms.  Generally, a team of registered nurses 
and technicians provide around-the-clock medical care, and a physician provides 
an examination on admissions. Patients meet with a counselor and are then 
referred to available treatment services. 

 
Access to Medications: Access to medications is an important component of the first 
three intercepts.  This is related to not only access but also monitoring of medications.  
It identifies the need for medication stabilization for those in crisis and transition 
services.  There is also an important need for telemedicine in order to assess and 
address individual needs. 
 
Aid & Assist:  Within Intercept 3 there is an overlap with the Oregon State Hospital 
(OSH) population that if addressed appropriately, could help with some of the system 
issues currently occurring. 

 Continuity of Care:  Discharge planning is an important piece of the process for 
an individual leaving OSH.  While there are different circumstances surrounding 
how discharge planning works, a collaborative effort is important in the continuity 
of care of an individual. 

 Expansion of 370 projects: The 370 Project was created in 2007 for people in OSH 
who have been adjudicated as unfit to proceed, or unable to aid and assist in their 
own defense. The project provides case management services to mentally ill 
individuals who have been court ordered under Oregon Revised Statute 161.370 



 

 

for detainment to the Oregon State Hospital or to out-patient restoration in the 
community to be restored to competency so they may be able to aid and assist in 
their own defense. Currently there are four counties participating in the 370 
Project--Lane, Marion, Multnomah and Douglas. 
The case management provided in each county includes the provision of funding 
for rental assistance; assessments; medications; aid and assist training; the 
creation of diversion agreements with county courts and jails; and assisting OSH in 
discharging people.  
 

Housing:  There are different types of housing that aid in the stability of an individual 
within the criminal justice and addictions and mental health system.   

 Transitional housing:  This is generally designed for people who are newly 
engaged in treatment and recovery, recently released from incarceration, or who 
have very recently become homeless. This short-term housing combined with 
intensive case management, provides the stability and support necessary to 
begin building a new life. 

 Supportive Housing:  This is a proven approach for providing behavioral health 
services in integrated community settings. It presents an alternative to hospitals, 
shelters, and other settings that segregate people by disability, such as nursing 
homes, board and care homes, and other residential care facilities, in which 
residency is tied to receiving the particular services the facility offers.   

 

Diversion:  Diversion is identified in Intercept 3 and focuses on the expansion of mental 
health courts and District Attorney (DA) Diversions. 

 Mental Health Courts: These courts vary but generally link offenders who would 
ordinarily be prison-bound to long-term community-based treatment. They rely on 
mental health assessments, individualized treatment plans, and ongoing judicial 
monitoring to address both the mental health needs of offenders and public 
safety concerns of communities.  There are several focal points for the program, 
including but not limited to:  

o Connecting participants with mental health, drug, and alcohol treatment 
resources;   

o Reducing self-harm by limiting the amount of time participants spend in jail 
and in the hospital;  

o Engaging participants in positive life activities, such as school and work; 
and  

o Encouraging participants to support the community by paying restitution to 
victims and completing community service 

Effective Communication:  This is an important component of all intercepts.   Individuals 
with mental illness must be able to effectively communicate with each person in the 



 

 

criminal justice system including crisis services, law enforcement, the Court, the 
defense attorney, the District Attorney, the jail/prison staff as well as parole/ probation.  
For some individuals, this may require a reasonable accommodation pursuant to Title II 
of the Americans with Disabilities Act (ADA), 42 USC sections 12131-12165.  The 
ADA’s guarantee of equal access to state and local government services, programs, 
and facilities requires:  (1) making reasonable modifications in policies, practices and 
procedures as well as (2) ensuring effective communications.  There is a narrowly 
defined exception if the reasonable accommodation would cause a fundamental 
alteration or undue burden.  Examples of reasonable accommodations for individuals 
with mental illness include but are not limited to: scheduling a meeting/ hearing at a 
particular time of day (due to medications), restricting long dialogue, allowing 
companion animals, modifying the pace and/ or location of the meeting/ hearing, and 
allowing a support person.  Primary consideration must be given to the preference for 
accommodation as expressed by the individual with a disability, who is most familiar 
with his or her disability and in the best position to determine what type of aid or service 
will be effective. See ADA Technical Assistance Manual II-7.1100.  People with mental 
illness may have other disabilities, such is an intellectual disability, that must be 
accommodated. 

Barriers 

Some of the barriers related to the implementation of the recommendations above are: 

 Funding:  Many of the recommendations listed would require additional funding 
to either start, pilot or expand services.   

 Voluntary Participation:  The recommendations listed require an individual to 
voluntary participate or engage in the services provided.  While additional 
resources will fundamentally aid this population in finding and accessing 
services, it would need to be on a voluntary basis. 

 Rural versus Urban:  While the recommendations are meant to be an overall 
model to aid both the state and counties in possible investments and/or 
development, the workgroup also identified the discrepancies in the ability or 
each of these elements to function in a rural versus urban area, even if fully 
funded.  A possible recommendation for assessing regional needs was also 
discussed. 

 Health Care:  As we move in the direction of the integration of behavioral and 
physical health care through Health System Transformation, it is important to 
note that while this workgroup focused on individuals with mental illness who 
interact with the criminal justice system, there is also opportunity in the 
collaboration with the physical health system to ensure a person centered 
approach in its entirety.      

 
Next Steps 
 



 

 

AMH will use these recommendations to inform future budget planning, will develop 
strategies to implement the recommendations identified by the workgroup and continue 
to engage the participants on the workgroup.   



Dennis Graves Judge Marion County

Jonathan Eames President, Eames Counsuting

Kevin McChesney

President, Oregon Residential 

Providers Association

Chris Bouneff Exec. Director, NAMI

Bob Joondeph Disability Rights Oregon

Jan Friedman  Attorney, Disability Rights Oregon

MaryClaire Buckley Exec. Director, Oregon PSRB

Harold (Bear) Cubbedge Iron Tribe

Mike Maley Manager, DD Services

Troy Clausen Undersheriff, Marion County

Kevin Rau Deputy, Marion County Sheriff

Scott Hayes Deputy Chief, City of Salem

Kevin Campbell

Exec. Director, Oregon Association 

Chiefs of Police

Gerald Moore Police Chief, City of Salem

Andy Smith AOCMHP

Cheryl Ramirez Director, AOCMHP

Jeanne Nelson

Program Manager, Adult MH and 

Crisis Services, Benton County

Frank Moore

Director, Linn County Mental 

Health

Dwight Dill

Director, Union County Mental 

Health 

Scott Richards

Director, Behavioral Health Marion 

County

Carol Heller Jefferson Behavioral Health

Wendy Robinson

Clackamas County Behavioral 

Health

Kendra Duby

Clackamas County Behavioral 

Health

Rob Bovett District Attorney, Lincoln County

Marcia Buckley

Chief Deputy District Attorney, 

Lincoln County

James Barta Oregon Department of Corrections

Jana A. Russell Oregon Department of Corrections

Matthew Kirby Counsumer

Gail Meyers OCDLA

Alex Bassos Training Director, MPD

Elizabeth Wakefiled Specialty Courts, MPD

or0167474
Text Box
Appendix A



Reed Ritchey

Director, Washington County 

Corrections

Gary Cobb

Community Outreach, Central City 

Concerns

Debbie Borgelt Central City Concerns

Kathleen Roy Central City Concerns

LaJeana Boss Manager, Shangrila Corp

Mike Hlebechuk Oregon State Hospital

Patty O'Sullivan OAHHS

Jon Custer OAHHS



or0167474
Text Box
Appendix B



 Intercept 1 
Law Enforcement 

911 

Local Law Enforcement 

 Intercept 2 
Initial Detention/Initial Court 
Hearings 

Initial Detention 

First Court Appearance 

 Intercept 3 
Jails/Courts 

Jail Specialty Court 

Dispositional Court 

 Intercept 4 
Reentry 

Jail/Reentry Prison/Reentry 

 Intercept 5  
Community Corrections 

Probation Parole 

Crisis Services:

- Crisis Outreach Response Team 

- Mobile Crisis Response

- Voluntary Mental Health Database

- Assertive Community Treatment

- Respite Centers

- Emergency Depts/Acute Care

Budget Note #2 Workgroup Recommendations

Sequential Intercept Model (SIM) Overlay

Crisis Services:

- Voluntary Mental Health Database

- Crisis Centers

- Respite Centers

Training:

- Crisis Intervention Training (CIT)

- Advanced Crisis Intervention Training

Transition Services:

- Wraparound Services

- Evidenced Based Supported 

Employment

Transition Services:

- Case Management in Jails

Transition Services:

- System Navigators

- Peer Navigators

- Case Management in Jails

Transition Services:

- Wraparound Services (including dual 

diagnosis)

Diversion:

- Outpatient Commitments

- Options to Jail

- Medication Availability

Diversion:

- Expansion of Mental Health Court 

System

- DA Diversions

Assessment & Treatment:

- Drop-Off Center for Law Enforcement

- Detox Center

Assessment & Treatment:

- Early Identification of Inmates with 

Mental Illness
Peer Services:

- Peer Navigators

- Mentoring

Peer Services:

- In Jail Services

- Mentoring

Peer Services:

- Peer Navigators

- Coordination of Supports by Peer 

Provider Organizations

Access to Medications:

- Telemedicine

- Medication Monitoring

Access to Medications:

- Telemedicine

- Medication Monitoring

Housing:

- Transitional Housing

- Supported Housing

Housing:

- Transitional Housing

- Supported Housing

Unfit to Proceed (370):

- Continuity of Care

- Expansion of  370 Projects

Transition Services:

- Wraparound Services (including Dual 

Diagnosis) 

Housing:

- Transitional Housing

- Supported Housing

Housing:

- Indigent Population

Peer Services:

- Peer Navigators

- Mentoring

Access to Medications:

- Telemedicine

- Medication Access & Monitoring

Peer Services:

- Peer Navigators

- Coordination of Supports by Peer 

Provider Organizations

Effective Communication

Effective Communication

Effective Communication

Effective Communication
Effective Communication

Training:

- Judicial
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