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Thank you, everyone, for the opportunity to speak to you today. My name is Susan Rogers, and I am
Director of Special Projects in the Advocacy Division of Mental Health Partnerships, a Philadelphia-based
nonprofit advocacy and service organization serving local, regional, statewide, and national
constituencies.
I have lived experience of a mental health condition and have been treated both voluntarily and
involuntarily, locked up on a psych ward more than once and force-drugged. I have been in recovery for
many years, and I know that recovery is real and possible for everyone.
I would like to cover three topics this afternoon:
 The highly exaggerated link between mental health conditions and violence,
 The programs and services that could help people with mental health conditions avoid
incarceration and reduce recidivism, and
 Representative Davidson’s proposed legislation.
I have provided Jim Dawes, Executive Director of the House Democratic Policy Committee, with a PDF of
this testimony, which includes links to more information. I hope he will share that with you
electronically.
First, it is wrong to conflate mental health conditions (also called mental illnesses) and violence.
Only 3 percent to 5 percent of the violence in the U.S. can be attributed to people with mental health
conditions. So, even if everyone with a mental health condition were deported, that would mean that 95
percent to 98 percent of the violence in the U.S. would still occur.
Did you know that, according to the Brady Campaign to Prevent Gun Violence, “…the U.S. firearm
homicide rate is 20 times higher than the combined rates of 22 countries that are our peers in wealth
and population”? “…[A]round the world other countries also have people with unmet mental-health
needs. And yet among 171 nations of the world, the United States is the clear leader in mass shootings.
It’s the guns. Of course it’s the guns.”
And we could do better! For example, “[i]n 1996, after a mass shooting, Australia enacted strict gun
laws. It hasn’t had a mass shooting since.”
Second, I am sure we all agree that people with mental health conditions are disproportionately
represented in jails and prisons. And they do not fare well in the criminal justice system.
So what can we do about this? I’d like to mention a number of solutions:

1. First, we need to address the social determinants of mental health. According to the World
Health Organization, “A person’s mental health and many common mental disorders are shaped
by various social, economic, and physical environments operating at different stages of life. Risk
factors for many common mental disorders are heavily associated with social inequalities,
whereby the greater the inequality the higher the inequality in risk. It is of major importance
that action is taken to improve the conditions of everyday life, beginning before birth and
progressing into early childhood, older childhood and adolescence, during family building and
working ages, and through to older age. Action throughout these life stages would provide
opportunities for both improving population mental health, and for reducing risk of those
mental disorders that are associated with social inequalities.”
2. Next, Crisis Intervention Teams—in which a trained volunteer cadre of officers, from a fifth to a
quarter of the Uniformed Patrol Division, take the lead in situations that involve individuals with
mental health conditions—can divert people into treatment before they are booked. It is a
partnership between law enforcement and the behavioral health system.
3. Mental Health Courts can also keep people from becoming involved in the criminal justice
system. To quote from an NPR article: “[People] who are arrested and complete the mental
health court program have a much lower recidivism rate than their peers: 20 percent versus 72
percent. ‘The key is to identify people and get them treatment earlier,’” says Judge Steve
Leifman in Miami-Dade County, Florida.
In 2012, the Urban Institute released an evaluation, Criminal Justice Interventions for Offenders
With Mental Illness, that showed that participants in two New York City mental health courts are
significantly less likely to re-offend than similar offenders whose cases are handled in the
traditional court system.
There are Mental Health Courts in Delaware County, Philadephia, Montgomery, and Chester
counties in southeastern Pennsylvania, as well as more than a dozen other Pennsylvania
counties. According to the Delaware County DA’s website, “The Court prefers to address nonviolent offenses but other crimes will be taken into consideration on a case-by-case basis.”
4. Peer support for individuals in prison and jail returning to the community addresses recidivism.
Mental Health Partnerships just received a federal grant to bring peer support services to
women and those who identify as female while locked up in Philadelphia’s Riverside
Correctional Facility (RCF) and as they transition to community upon release. The project, called
Bridges to Home, focuses on three intersecting experiences: gender; women who have been
identified as experiencing serious mental/emotional/psychological distress, substance/alcohol
abuse, and/or these two challenges simultaneously; and women who have historically been
homeless or who will be facing homelessness.
The goal is to provide intensive services to between 25 and 30 women each year of the grant by
training women who are incarcerated to become Certified Peer Specialists (CPS), and
establishing a CPS program within the facility. Women who are 60 to 90 days out from release
will be linked with MHP Case Managers and CPSs who will support the women as they navigate
through a variety of services shown to improve community connection and reintegration by
increasing the possibility of finding stable housing.

There are also a number of peer-run services in Pennsylvania that serve people with mental
health conditions and criminal justice involvement.
5. Restorative justice emphasizes repairing the harm caused by criminal behavior. It involves
identifying and taking steps to repair harm, involving all stakeholders, and transforming the
traditional relationship between communities and their governments in responding to crime.
The Pennsylvania Juvenile Justice System has adopted this model.
6. Because there is an overlap between people who have mental health conditions and people
who have substance use disorders, I would like to add harm reduction as another solution. It is
“a movement for social justice built on a belief in, and respect for, the rights of people who use
drugs. Harm reduction incorporates a spectrum of strategies from safer use, to managed use, to
abstinence, to meet drug users ‘where they’re at,’ addressing conditions of use along with the
use itself.”
7. The elimination of cash bail would also help keep people with mental health conditions, who
often live in poverty, out of jail. This movement is trending: New Jersey has already eliminated
most cash bail. Harris County, Texas, the third most populous county in the U.S., has also
understood the unfairness of keeping people locked up simply because they are too poor to
afford bail. And Philadelphia’s newly elected District Attorney, Larry Krasner, has said, “The ideal
situation would be to eliminate cash bail entirely.”
8. We also need a complete overhaul of the criminal justice system. For example, North Dakota is
adopting the Norwegian prison model, which is based on restorative justice and rehabilitation
rather than punishment. To quote from an article in Mother Jones, “a growing number of state
corrections officials are coming to the realization that our approach is ineffective, costly, and
cruel. Fred Patrick, director of the Center on Sentencing and Corrections at the Vera Institute of
Justice, cites the nation’s staggering recidivism rate—77 percent of inmates released from state
prisons are rearrested within five years. “Once you realize that this system isn’t working well,”
he says, “it’s fairly easy to pivot to: ‘How do we do something different?'” North Dakota prisons
chief Leann Bertsch is quoted in the article as saying, “How did we think it was okay to put
human beings in cagelike settings?”
Finally, in regard to Rep. Davidson’s proposed legislation, I would like to focus on just her proposal “to
require the transfer of all existing mental health data to the National Instant Criminal Background Check
System (NICS), as well as permit the use of a single multi-day background check approval at gun shows
across the Commonwealth.”
I would refer you back to the fact that the contribution to public safety of laws that restrict firearm
access of people with mental health conditions “is likely to be small because only 3 [percent] to 5
percent of violent acts are attributable to serious mental [health conditions], and most do not involve
guns” (emphasis added). “Pointing the finger at people with mental [health conditions] as the cause of
the problem of violence in this country is misleading, counterproductive, and just plain mean.” At the
risk of being redundant, I want to say that “[t]he only variable that can explain the high rate of mass
shootings in America is its astronomical number of guns.”
I am grateful for the opportunity to talk with you today and am happy to answer questions. Thank you
very much.
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Good afternoon Representative Davidson and the House Democratic Policy Committee. I appreciate the
opportunity to testify today, and I applaud Representative Davidson’s leadership on these important
issues. My name is Frankie Berger, and I am the Director of Advocacy for the Treatment Advocacy
Center based outside of Washington, DC. The Treatment Advocacy Center is a policy, legislative, and
research non-profit and we partner with residents in all states and the federal government to remove
legal and policy barriers to the treatment of severe mental illness. We never accept funding from
companies or entities involved in the sale, marketing or distribution of pharmaceutical products.
I will focus my discussion today on the relationship between untreated serious mental illness,
decompensation, the resulting excessive rates of criminal justice involvement for this population, and
the law and processes in place that perpetuate this cycle in Pennsylvania. I will also highlight a few
practical, evidence-based solutions the legislature may decide to implement that would have real world
benefits to individuals with serious mental illness and the public systems that serve them, as well as
bring cost savings to the Commonwealth.
Less than 4% of the population has a serious mental illness. But they are disproportionately represented
in our criminal justice system. Right now, if you have a mental illness in Pennsylvania you are twice as
likely to be incarcerated as you are to receive treatment. Pennsylvania has about 331,000 individuals
living with a severe mental illness that disorders their thinking. On any given day, about half - 165,500 of them are not taking medication or receiving any other care. People with untreated serious mental
illness account for 1 in 4 of all fatal police encounters, 1 in 5 of all jail and prison inmates, and 1 in 10 of
all law enforcement encounters.
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A major factor contributing to untreated mental illness is anosognosia. Different than denial,
anosognosia is a clinical lack of insight into one’s illness, which makes taking medication, volunteering
for and seeking out services illogical and exceedingly difficult for the affected individual. As a symptom
of their illness, 50 percent of people with schizophrenia and 40 percent of people with severe bipolar
disorder do not recognize that they are sick and in need of treatment.
Another major contributing factor is that the Pennsylvania Mental Health Procedures Act (MHPA), which
has not substantively changed since 1976, requires a person to be a “clear and present danger” to
themselves before they can receive involuntary care. This standard - the most restrictive in the country is the same both for inpatient hospitalization and for outpatient treatment, and does not reflect modern
standards adopted by almost all other states to create a path to treatment for people in less restrictive
settings.
People with untreated mental illness are high utilizers of public services, and are typically well known in
the public systems. They cycle in and out of the revolving door of untreated illness, hospitalizations,
arrests, incarcerations, homelessness, violence and victimization. Access to treatment, in a variety of
forms, is necessary to break the cycle and reduce criminalization.
However, the Pennsylvania behavioral health system is currently set up to treat only those 50 percent
who can voluntarily seek and participate in services, unless they meet the MHPA’s “clear and present
danger” standard. This is a recipe for over-incarceration of serious mental illness.
As stated by the Pennsylvania Association of County Administrators of Mental Health and
Developmental Services in their 2016 Pennsylvania’s Mental Health Procedures Act White Paper, “as the
current process essentially requires people with a serious mental illness to become dangerous before
we can support them, the practical effect is to criminalize mental illness.”
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A practical solution is to update MHPA civil commitment criteria to include a separate path for
community based treatment and recovery through creating an Assisted Outpatient Treatment (AOT)
procedure. There is outstanding evidence across diverse states and jurisdictions that a functional AOT
law can play an essential role in the behavioral health system by providing a route to earlier intervention
before people become dangerous.
According to the American Psychiatric Association, “For the vast majority of individuals with mental
illness, court-ordered treatment will never be a needed aspect of care. For a subset of the most severely
and persistently ill, outpatient commitment (also known as Assisted Outpatient Treatment) is an
effective tool that, if properly implemented, can promote treatment adherence, keep individuals in
more supportive community environments, prevent repeated emergency hospitalization or
incarceration, reduce homelessness, and decrease the potential for violence to self or others.”
AOT is a civil, non-punitive court process – participants cannot be held in contempt, fined, or jailed for
failing to comply.
AOT enables mental health professionals to intervene earlier to stabilize and prevent further
deterioration in the person’s condition, helping to prevent the need for more costly intervention down
the road. Generally, from a cost perspective, it is not a question of whether intervention will occur, but
rather when and how this intervention will take place. The experience in other states utilizing AOT
indicates that intervening sooner with this population, and using community-based interventions,
prevents human suffering as well as a more effective use of public resources. This saves money in the
mental health system, the acute care system and criminal justice system.
States and counties with effective AOT programs have seen drastic reductions in arrests, incarcerations,
and days incarcerated. They have also seen drastic reductions in hospitalizations and lengths of stay. In
New York, where every county in the state has an AOT program, state level data for participants in AOT
showed 77% fewer experienced psychiatric hospitalizations with 56% reduction in length of stay, 83%
fewer experienced arrest, 87% fewer experienced incarceration, 74% fewer participants experienced
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homelessness, 55% fewer engaged in self harm, 47% fewer harmed others, and 75% of participants said
AOT helped them gain control over their lives. This year, in Orange County California, county level data
for participants in AOT shows a 70% decrease in hospitalization days, 72% decrease in hospitalization
episodes, 75% decrease in incarceration days, and 56% decrease in incarceration episodes. And through
treatment, we reduce both victimization and violence.
AOT has been a federally sanctioned evidence-based program for years (SAMHSA National Registry of
Evidence Based Programs and Practices, DOJ National Institute of Justice), and is now funded in two
ways through the 2016 CURES Act, which provides SAMHSA grant funding streams and technical
assistance to states and local jurisdictions who want to establish an AOT program. Additionally, states
with functioning AOT laws can now use DOJ grants for AOT in civil courts as an “alternative to
incarceration” that provides treatment opportunities before the need for criminal justice involvement.
The legislature should also consider exploring the many unrealized opportunities for criminal justice
reinvestment at the local level. While they are stuck in the revolving door, Pennsylvanians with
untreated serious mental illness are high public service utilizers across systems, including behavioral
health, emergency department care, hospital care, homelessness services, emergency services, law
enforcement services, and corrections.
Many individuals are “shared” between these systems that are artificially separated through
department budgets. By recognizing that treating serious mental illness reduces law enforcement and
incarceration costs and that treatment access spans multiple systems, there may be opportunities for
the criminal justice system to collaborate with the behavioral health system to invest a portion of
criminal justice savings into mental health services targeted specifically to treat those with the most
serious illnesses.
While these measures are fundamentally important for adults with chronic histories of interaction with
mental health providers and law enforcement, equally important are measures to remove barriers to
treatment for first time psychosis. These illnesses often present themselves in older adolescents and
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young adults, and mental illness is the leading cause of disability in the US. Early intervention and access
to care are essential, and we are working with Representative Davidson on legislation to help enhance
access to appropriate and timely treatment.
When structured with high fidelity to the model, Assertive Community Treatment (ACT) teams are
considered the gold standard for providing critical wrap-around services in the community to people
with serious mental illness. Representative Davidson is working on significant legislation to
professionalize and expand ACT teams in Pennsylvania counties, as well as to provide avenues for
privately insured individuals who require ACT level of care and their families to access appropriate
services if they do not qualify for Medicaid.
Another barrier to treatment is misunderstanding of what information can be shared under HIPAA
privacy laws. Representative Davidson is also working to address some of these issues. This legislature
may consider pursuing clarification in the statue and/or better education of providers around the
flexibility in HIPAA and guidance that allows sharing of vital information with families and caregivers in
certain emergencies. Providers and facility administrators are oftentimes afraid to share vital diagnosis
and treatment information with caregivers for fear of legal action for violating HIPAA, effectively
shutting families out of care.
Other things the Pennsylvania Legislature may consider to help address this issue on the front end:
•

Pass a law that allows counties to use assisted outpatient treatment – a civil, not criminal, court
process that requires people with serious mental illness and a history of bad outcomes from
treatment noncompliance to follow a treatment plan in the community. This reduces costs in
the criminal justice and health systems, and significantly reduces arrests, incarcerations,
hospitalizations, homelessness, victimization and violence. We thank you all for your leadership
in passing HB 1233 out of the House. The legislation seeks to provide a new set of criteria and
clear processes and procedures for AOT. It is a fundamental step toward providing this
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important avenue for care for vulnerable Pennsylvania citizens, but it is not yet done, and we
request your continuing support as the bill moves forward through the legislature.
•

Consider updating your inpatient civil commitment laws. Currently, Pennsylvania by law requires
someone to be clearly and presently dangerous before they can receive help. We also have a
criminal justice system that arrests people who are clearly and presently dangerous. This is an
impossible needle to thread for families who are forced to wait until their loved ones are just
dangerous enough to warrant police involvement, but not dangerous enough to truly harm
themselves or their families.

•

Increase access and the number of hospital beds for acute and chronic psychiatric treatment. A
good ratio of accessible, appropriate inpatient beds to population makes it possible to have
more effective outpatient programs, because people are generally more stable when coming
out of hospitalization.
o

There is an extreme lack of available beds for both civil and forensic patients.
Reductions in forensic bed wait times is often due to states having legislated their way
out of a waitlist by diverting civil beds to be used for forensic services. Jails and prisons
are routinely used to board people with mental illness, as are hospital emergency
departments.

o

Apply for a Medicaid 1115 waiver to allow federal reimbursement for adult inpatient
psychiatric treatment. An antiquated law currently prohibits that reimbursement, but
Pennsylvania has neglected to pursue the avenue out of it, even though it is an option
available now to states. Fortunately, the Department of Human Services is currentlty
considering an 1115 Waiver in this area.

o

Explore community competency restoration. Forensic beds are often used for
restoration to competency, a process that could be done outpatient for many low-level
nonviolent offenders. Moreover, the purpose of competency restoration is not
therapeutic treatment, but a process undertaken for the benefit of the court to restore
an individual to a mental state in which they can understand and face their charges.
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•

Ensure people have a path to services on reentry into the community following incarceration.

•

Explore bail reform measures that screen for risk and consider mental illness diversion prearraignment.

Ultimately, you all are tasked with making tough decisions to get treatment to people who need it the
most. One way is to create pathways that require targeted funding towards the most expensive, most
vulnerable, untreated people with mental illness. No one but the legislature can effectively do that, and
in the absence of legislation, treatment of those who are the most sick is largely ignored until the
problem is so dire it necessitates hospitalization or incarceration.
A result is that providing care for people who are the most sick has been largely taken out of the hands
of the behavioral health system and dropped into the lap of the criminal justice system. Corrections
facilities are punitive and not therapeutic settings, and yet they are responsible for providing mental
health treatment to more people than state hospitals. Jails are filling up with people with mental illness
boarded there waiting for competency restoration beds. We are leaving it to state corrections systems
to make important, life altering behavioral health treatment decisions they are unqualified to make, and
often – as we have seen recently in Pennsylvania - under the duress of lawsuits and settlements. This is
a situation that Secretary Wetzel has spoken out about repeated ly.
This has resulted in a battery of well-intentioned desperate acts that find states making laws to hold
people in acute psychiatric crisis in jails for their own safety, or in solitary confinement for their own
safety, engaging in “mercy arrests” as an avenue to treatment, and sending civilly committed men and
women with no charges to a state prison because there are no secure psychiatric hospital facilities. We
have created a system where parents are calling the police on their own children in hopes that it will
provide a route to the treatment they have failed to receive through the mental health system. Ask
yourselves for what other illness do we put people in jail for their safety?
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If there are any available alternatives to explore, we should never require that someone fail,
decompensate to the point of psychiatric crisis, or end up in jail in order to receive care. You all have
many paths to consider, but all of these practical measures will challenge the unacceptable status quo.
We need the legislature to make the case for treatment before crisis, and I urge you all to join
Representative Davidson as champions for change.
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The need for housing the forensic population continues to be a high priority for the
Delaware County Office of Behavioral Health. lndividuals released from State
Correctional lnstitutions or Delaware County Prisons with viable home plans are readily

absorbed into the community with resources such as Medication Management,
Outpatient, Case Management, Peer Support, etc. as primary support services.

However, for those individuals without viable home plans, placements can be challenging
to procure. Similar pressures exist with meeting the housing needs of persons in the
SFTC or those in DCP awaiting competency restoration.

Delaware County continues to emphasize recovery and transition in its facility-based
Community Residential Services (CRS) programs. County government is an integral
partner with the Commonwealth in providing services and support to our mutual
constituents, whether human services, criminal justice, environmental stewardship,
economic development, or any of a range of other activities. As the emphasis shifts away
from incarceration at the front door to helping individuals access treatment. The County
is attempting to address this from a back door approach. We continue to provide Crisis
lntervention Training (ClT) for police officers annually. This training provides the officers
with best practices, interventions to better equip them in working with individuals that may
be experiencing a mental health crisis and/or disorder. As a result, of these ongoing
trainings, we currently have over 300 officers trained. ln addition, the county has several
specialty courts, which were been developed as a diversion to incarceration. Some of
these specialty courts are Mental Health Treatment, Drug Treatment Court, and Second
Chance to name a few. These diversionary courts are used to prevent incarceration and
promote treatment and community tenure.
ln an effort to address some of these challenging needs, the Delaware County Office of
Behavioral Health in collaboration with several other stakeholders, community providers
and systems have developed various community resources. The development of the
ForensicACT (FACT) program, which is one of the county's dedicated forensic resources
which provides intensive treatment services to individuals released from the SCI's, DCP,
and the SFTC. These assertive community teams (forensic-focus) are an intensive and
highly integrated approach for community mental health service delivery. FACT programs
serve individuals whose symptoms of mental illness has lead to serious functioning
difficulties in several major areas of life, often including work, social relationships,

residential independence, money management, and physical health and wellness and
involvement with the criminal justice system. This particular team works with the
individual to promote healthy community living and reduce the rate of recidivism.

There has also been the development of the Residential Treatment Facility which is
currently operating on the grounds of Norristown State Hospital. This is sub-acute care
treatment program with variable lengths of stay. The RTF-A provides comprehensive
programming incorporating multiple services designated to facilitate restoration to
competency and management of behavioral health challenges. This is a sixteen bed
program for individuals with criminal involvement, who may be in need of competency
restoration and/or further stabilization. This has afforded individuals the opportunity to be
released from prison to receive the treatment needed. This program has also been used
as a diversion for some individuals living in the community that may have some contact
with law enforcement,
Affordable, accessible quality housing remains an ongoing issue for many individuals
within this population. As a result, this office working in collaboration with one of the
correctional providers began discussions of the possibility of the development of a
transitional housing program. The transitional housing program was developed within an
existing DOC halfrrvay CCC program. OBH working with this provider, developed an allmale, 9-person facility. This facility was available to those individuals maxing out of SCI
and DCP facilities in need of housing options. Within this unique program, individuals
were re-connected to mental health out-patient services, assistance with re-establishing
MA benefits and employment and/or vocational options. As individuals transitioned back
into their community and were re-connected to services and further stabilized other
housing options were made available. Due to the success of this program, its capacity
was recently increased and it is now serving a total of 21 individuals in which females are
included.

We recognize the need for accessible, affordable quality housing as a barrier for this
population as well. As funding allows, our office works with contracted providers for
Supportive Living Services (SLS) in which Master Leasing subsidies are provided for this
service. SLS offers individuals an opportunity to live independently in the community with
supports. Recognizing the difficulties many incurs in finding housing due to their criminal
history, the provider leases the units (Master Lease) and the individual pays their portion
directly to the provider. This provides an opportunity for the participant to obtain a
payment history and tenure within the current establishment. ln many cases, within a few
years, the proprietor, agrees to lease directly to the individual. lncreasing the stock of
Master Lease subsidies is an important and cost-effective tool in meeting the increased
demand for forensic housing. The Forensic ACT (FACT) program, is one of the county's
dedicated forensic resources which provides intensive treatment services to individuals
released from the SCI's, DCP facilities This is consistent with OBH's ongoing plan to
commit most new dollars to the least restrictive and most cost-effective, communityinclusive housing options.
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Thank you for the opportunity to submit written testimony about access to publicly funded
mental health, forensic mental health services in Pennsylvania, and the Pennsylvania Department
of Human Services’ (DHS) interaction with individuals in the criminal justice system.
The Office of Mental Health and Substance Abuse Services (OMHSAS) within DHS has
responsibility for the management of the HealthChoices Behavioral Health Managed Care
Program within DHS. OMHSAS works in partnership with counties and Behavioral Health
Managed Care Organizations (BH-MCOs) to support local treatment and recovery-oriented
supportive services for over 650,000 Pennsylvania residents each year.
OMHSAS oversees the provision of behavioral health services throughout the commonwealth
and is responsible for administering the federal Mental Health State Block Grant funds and other
state appropriations to the local county Mental Health Programs. OMHSAS’ projected spending
for fiscal year 2017-2018 exceeds $4.8 billion in state and federal dollars to support positive
behavioral health.
The HealthChoices Behavioral Health Managed Care program, which was built in partnership
with our local county governments, ensures mental health and substance use disorder (SUD)
services to eligible Pennsylvanians. There are three goals for the program: to assure greater
access to services by unifying service development and financial resources at the local level
closest to the people served, to improve quality, and to manage costs. In 2015, Governor Tom
Wolf expanded Medicaid in Pennsylvania to all individuals below 138 percent of the federal
poverty level. As of July 2017, 2.6 million people were enrolled in HealthChoices Behavioral
Health.
We know that people with behavioral health disorders can and do recover. OMHSAS is
committed to ensuring that individuals served by the mental health and SUD service system have
the opportunity for growth, recovery, and inclusion in our communities; have access to culturally
competent services and supports of their choice; and, enjoy a quality of life that includes family
members and friends. OMHSAS’ guiding principles are to provide quality services and supports
that facilitate recovery for adults, including older adults, and resiliency for children; emphasize
prevention and early intervention; and, ensure collaboration with stakeholders, community
agencies, and county service systems.
Community-Based Mental Health Services
DHS provides supports for an array of community-based services that build on natural and
community supports unique to each individual and family. The Mental Health/Intellectual
Disability Act of 1966 describes the state and county responsibilities related to mental health
services in Pennsylvania. Counties are responsible to ensure that the following mental health
services are available to citizens in their counties or joinders: inpatient hospital services,
outpatient services, partial hospitalization services, emergency services 24/7, centralized intake
and referral processes, and aftercare for individuals released from state or county facilities.
Individuals can contact the local county mental health program office for assistance in accessing
mental health services. County mental health programs determine eligibility for service funding,
assess the need for treatment and other support services, and make referrals to appropriate
services in the community. The majority of mental health services are delivered by licensed
provider agencies under contract with the county mental health program. County mental health
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program offices use base funds to pay for services for priority populations, which are individuals
with a serious mental illness or children with serious emotional disturbance, who are
underinsured or uninsured.
State Mental Health Hospitals and Long-Term Restoration Center
Pennsylvania operates six mental health hospitals and one restoration center. As of July 28,
2017, there are 1,479 people being served in our state hospitals and restoration center.
The primary purpose of the state hospital system is to provide high-quality inpatient treatment to
persons committed under the Mental Health Procedures Act so that the individuals served
develop the skills, resources, and supports needed for recovery and are able to return to the
community. The South Mountain Restoration Center provides licensed skilled nursing and
intermediate long-term care services to older adults with special needs whose needs cannot be
met by other community nursing facilities.
Due to state hospital closures, the Community Hospital Integration Projects Program (CHIPP),
and our commitment to complying with the Supreme Court’s Olmstead decision, in which the
Court held that public entities must provide community-based services to persons with
disabilities when possible, our census has decreased from 2,928 patients to 1,479 since the year
2000. CHIPP creates services to support persons with a long-term history of hospitalization or
other complex needs so that they can live successfully in the community. CHIPP funds are used
to pay for services and supports that are not Medicaid eligible, such as housing and non-clinical
support services, or for services for people who are not Medicaid eligible through a unified
systems approach. Behavioral Health HealthChoices and CHIPP also include funding for
diversionary services for people who may be at risk of state hospital admission.
Pennsylvania’s Forensic Mental Health Service System
Pennsylvania's forensic mental health units serve adults over age 18 and juveniles adjudicated as
adults who have a mental illness and who are involved with the criminal justice system. Forensic
services are psychiatric services that help stabilize individuals who have been arrested so that
they can return to their referring jurisdictions to participate in pending criminal proceedings.
A person is deemed incompetent to stand trial if, due to a mental illness, they are substantially
unable to understand the nature or object of the proceedings or to participate or assist in their
defense. Not everyone with mental illness is automatically considered incompetent to stand
trial. Competency restoration is the provision of mental health treatment, including medication
and therapy, to restore competence to stand trial.
DHS operates two regional psychiatric forensic centers at Norristown and Torrance for these
individuals and also provides extended care for individuals who have not responded to treatment
and are not able to participate in their own defense. Other individuals are in these facilities in
extended care because of a judicial determination that they are not guilty for reason of insanity.
DHS works to promote models and interventions that minimize interactions with the criminal
justice system, while connecting individuals to appropriate services regardless of when and
where they present. OMHSAS works with key stakeholders to improve treatment approaches,
community-based residential treatment and housing options, and other supports to more fully
meet the needs of individuals with behavioral health concerns that are involved in the forensic
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service system. DHS will continue to expand and improve the continuum of treatment services
and alternative placements for individuals referred to the DHS forensic service system; improve
active care management for men and women in the forensic system; improve care for individuals
who are clinically appropriate for forensic restoration services; and, develop alternate treatment
pathways for individuals with other clinical needs.
Individuals with Mental Illness in State Prisons or County Jails
OMSHAS provides a wide variety of services to keep people with serious mental illness in their
communities and out of prison. Due to these efforts, an estimated 92 percent of Pennsylvanian’s
with serious mental illness avoid incarceration. For those that do become involved in the
criminal justice system, however, OMHSAS is committed to ensuring access to culturally
competent, recovery-oriented, quality services and supports.
An individual 18 years or older can be diagnosed with serious mental illness (SMI) if he or she
has, at any time during the past year, had a diagnosable mental, behavioral, or emotional disorder
of sufficient duration to meet diagnostic criteria specified within the Diagnostic and Statistical
Manual of Mental Disorders (DSM) that results in functional impairment which substantially
interferes with or limits one or more major life activities. The presence of an SMI does not
typically lead to criminal behavior unless it is coupled with a co-occurring substance use disorder
(COD). Nationally, approximately 80 percent of incarcerated individuals with serious mental
illness have a COD. An estimated 72 percent of individuals with mental illness in county jails
have co-occurring substance use disorders. These individuals have unique and complex
emotional, behavioral, and social needs that create challenges for families, service agencies, and
community supports.
Individuals with CODs are at comparatively high risk for incarceration because the destabilizing
effects of two sets of interacting disorders result in behavioral disturbances, cognitive
impairment, and the commission of crimes, arrest and subsequent sentencing. In addition, these
individuals are more likely to experience other criminogenic risk factors, such as prior
victimization, homelessness, and limited access to health care.
Failure to accurately identify individuals with CODs often prevents their involvement in
treatment and leads to inappropriate placement in treatment. This results in comparatively high
rates of criminal recidivism following release from custody – with an estimated 68 percent of
people with CODs having at least one readmission to jail within four years of release – and
utilization of expensive community resources such as crisis care and hospital beds.
DHS works in concert with the Department of Corrections (DOC), the Commission on Crime
and Delinquency (PCCD), the Department of Drug and Alcohol Programs (DDAP), counties,
and other state entities and local partners to identify individuals with SMI wherever they might
present within the criminal justice continuum. After identification, we work to provide treatment
and supports throughout the justice continuum and upon return to the community.
There are five common factors that affect treatment and transition planning for individuals with
SMI who are also involved in the criminal justice system that are returning to the community
following sentences in state prison or a county jail. These factors are:
1. Access to health care benefits upon discharge from prison or jail.
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The jail population has high physical and behavioral needs but faces substantial barriers
to accessing health care. These challenges are exacerbated by the low rate of health
insurance coverage among incarcerated individuals. Addressing complex behavioral
health needs post-release has been shown to reduce recidivism and improve public health
and safety.
Prior to the Affordable Care Act (ACA), few among Pennsylvania’s jail population were
eligible for public health insurance. This population also has limited access to employer or school-based health insurance. The few who were enrolled often lost coverage when
they entered the corrections system. Nationally, an estimated 35 percent of those newly
eligible for Medicaid are individuals who have been involved with the criminal justice
system, largely due to relatively low incomes and low insurance rates. Pennsylvania’s
implementation of ACA, including the Medicaid expansion initiated in 2015, has
extended eligibility and enhanced access to health care coverage for the jail population.
In 2016, the DHS debuted a shortened Medicaid application and expedited processing time
available for inmates as they leave a State Correctional Institution (SCI), Community
Corrections Center (CCC), or county jail. The change to suspend rather than terminate
Medicaid enrollment for an incarcerated individual became available in May 2017. The
language was included in the Human Services Code during the 2016-17 budget negotiations.
By connecting individuals to MA benefits immediately upon, or closely following
discharge, and utilizing the connection to the Opioid Use Disorder (OUD)-Centers of
Excellence (COEs), there are likely to be fewer opportunities for recidivism as a result of
the underlying OUD, reductions in co-occurring behavioral health and physical health
issues, and continued paths to treatment and ultimately, recovery.
2. Access to appropriate levels of community-based treatment and supports.
DHS works to ensure access to appropriate care for all individuals with mental health
treatment needs. We also work in partnership with the DOC, PCCD, counties, and other state
and local partners to make sure that individuals with SMI have access to treatment and
supports during all phases of the criminal justice process. We have a shared responsibility to
provide timely access to care upon discharge from jail or prison to both improve the health
outcomes for individuals with SMI and to reduce the likelihood of negative outcomes when
individuals end treatment.
Behavioral Health HealthChoices is the major source of funding available to meet the
treatment needs of individuals with SMI across the commonwealth. The timely enrollment of
eligible individuals is essential to assuring continuity of care for individuals coming out of
prison or jail.
3. Access to medications throughout the transition to community living.
There are three key issues related to medication management for individuals with SMI: 1)
consistent and proper use of medications that are effective for the individual; 2) access to a
continued supply of the same medication during transition into or out of prison or jail, and 3)
consistent use of the medication by the individual with SMI.
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It is important to find a treatment and medication regimen that is effective for each individual
with SMI. For individuals transitioning through the justice system it is important to avoid
abrupt changes in psychotropic medications and to maintain access to medications
particularly after discharge from the prison or jail. DOC has adopted protocol to provide up
to a 30-day supply to support the medication needs of individuals leaving prison. This helps
the individual continue their medication regimen during the transition from receiving care in
prison to receiving care from a provider through Behavioral Health HealthChoices or other
coverage.
4. Access to care coordination and oversight from both the clinical and recovery
perspective as well as from the probation and parole perspectives to help ensure
engagement in treatment following discharge.
Individuals with SMI should not be involved in the criminal justice system solely because of
their mental illness or lack of access to behavioral health services. They also should not be
involved in the criminal justice system longer because they have a mental illness. Those
incarcerated need access to timely, effective, and ongoing treatment. Cross-system and crossdiscipline collaboration is essential to connecting individuals with SMI to appropriate
treatment.
In 2009, OMHSAS collaborated with PCCD to create the Mental Health and Justice
Advisory Committee that includes representatives from state agencies, county leadership, the
courts, district attorneys, public defenders, consumers and families, and other justice and
mental health advocates and practitioners. The Mental Health and Justice Advisory
Committee works to expand successful use of evidence-based practices for justice-involved
individuals with mental illness and co-occurring substance use disorders. The Committee
also works to improve the capabilities of local communities to reduce the involvement of
individuals with mental illness and co-occurring disorders in the criminal justice system.
Specialty Courts are one strategy used by counties to better respond to individuals’ serious
behavioral health issues.
5. Access to housing arrangements that reasonably support participation in treatment and
movement forward in recovery.
Housing for individuals living with behavioral health disorders is an important factor in
assuring successful community integration. At least 53 counties have made reinvestment
resources available as part of the OMHSAS Permanent Supportive Housing Initiative. The
goals of this initiative are to create affordable supportive housing for people with disabilities;
to utilize Health Choices Reinvestment funds, CHIPPS or base funding to access and
leverage mainstream housing resources; and, to create partnerships with state and local
housing and community development entities.
Collaborative and Community-Based Diversion and Re-entry Efforts
With adequate treatment and support services, many individuals are successfully diverted from
entering, or re-entering, the justice system. For those individuals that are not able to be diverted
from the criminal justice system, many can make a successful re-entry to the community with a
strong support system and adequate resources.
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Focus on the reentry process is a high priority for inter-systems coordination and collaboration.
OMHSAS works together with the DOC, the PA Board of Probation and Parole, and county
partners to address the re-entry needs of individuals in the criminal justice system.
Individuals returning to the community post-incarceration often struggle with problems of
limited housing options, job skills, education, opportunities for work, and access to health care.
Individuals with mental health and substance use disorders often face more complex challenges
related to access to treatment and benefits and marginalization from natural and community
supports.
Individuals with more specific clinical issues – (for example, sex offenders, individuals with
dementia, medically-compromised individuals, individuals with traumatic brain injury, and
persons with co-occurring substance use disorders) may not have access to the specialized
services necessary to meet these needs in the community.
DHS, system partners, and Pennsylvania communities have developed targeted strategies to
increase diversion of people with SMI and concurrent complex challenges from the criminal
justice system and to link them with community treatment and resources. The Mental Health and
Justice Advisory Committee has provided mental health and criminal justice stakeholders with
an opportunity to collaborate on a wide range of statewide, regional, and county initiatives and
trainings within each of the intercepts.
A number of statewide initiatives at each intercept have been developed, including Mental
Health First Aid and Crisis Intervention Team Training of law enforcement; 100 problem solving
courts, including 10 Mental Health Treatment Courts; Certified Peer Specialist Training within
state correctional institutions; a Statewide Forensic Peer Support Specialist Program; Cross
System Mapping/ Action Plan workshops highlighted statewide challenges related to access to
housing, transportation, and employment; Enhanced re-entry planning efforts (County Mental
Health Forensic Liaisons & Enhanced Reentry Planning Committee); and, supportive permanent
housing programs.
Improving Access to Whole-Person Behavioral Health Care before and after Incarceration
DHS has a number of emerging strategies that focus on person-centered care, behavioral health
and physical health integration, increased access to and quality of care, and team-based
approaches to care management. Key concepts of care coordination include engagement
activities at key points of potential service initiation, communication between service providers,
and support for treatment and non-treatment needs.
Examples of initiatives that promote integration and coordination of care are Certified
Community Behavioral Health Clinics (CCBHCs) and OUD COEs. CCBHCs provide intensive,
person-centered, multidisciplinary, evidence-based screening, assessment, diagnostics, and
treatment, prevention and wellness services. Each CCBHC possesses the skills necessary to
make the significant changes we’re working towards in transforming behavioral health services
across Pennsylvania. OUD COEs are a central, efficient hub around which treatment revolves.
By keeping individuals with OUD engaged in high quality, coordinated, and whole-person
treatment, they have a better chance of moving towards recovery, having reduced medical costs,
and reducing criminal justice involvement. OUD-COE care management teams are expected to
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work within their local community to accept transfers of individuals with OUD from state and
county corrections facilities.
Stepping Up Initiative
Despite significant efforts over the last several years, counties across the Commonwealth of
Pennsylvania report a significant over-representation of people with mental illnesses in their
jails. To help counties to address this problem, a collaboration of state government partners and
county leaders are undertaking Stepping Up Pennsylvania, a multi-year initiative focused on
assisting Pennsylvania’s counties in achieving measurable reductions in the number of people
with mental illnesses in Pennsylvania’s jails through the application of Stepping Up’s datadriven, systems-level action framework. Stepping Up Pennsylvania was formally launched and
announced by state-level partners and national initiative partners at the Criminal Justice
Advisory Board conference in April 2017.
Stepping Up Pennsylvania coordinates closely with the national Stepping Up Initiative, which
was launched in May 2015 and is led by the Council of State Governments Justice Center, the
National Association of Counties, and the American Psychiatric Association, and is supported by
the U.S. Department of Justice Bureau of Justice Assistance and philanthropy. To date, more
than 320 counties in 42 states—including 12 counties within the Commonwealth of
Pennsylvania—have joined Stepping Up and are working to apply Stepping Up’s action
framework to achieve the goal of fewer people with mental illnesses in jails. The goals of
Stepping Up Pennsylvania are to:
 Increase the number of Pennsylvania counties that join the initiative and formally
commit to Stepping Up’s goal of reducing the number of people with mental illnesses
in jail.
 Increase the number of Pennsylvania counties that apply a data-driven, systems-level
framework for reducing people with mental illnesses in their jails.
 Increase the number of Pennsylvania counties that have accurate real-time data on the
number of people with mental illnesses in their jails.
 Help counties enhance appropriate diversion options, reentry assistance, and
connections to community-based treatment, services, and housing.
 Ensure that state-level policy and funding supports are aligned with county-driven
efforts to reduce the number of people with mental illnesses in jails.
The initiative will achieve these goals through direct county engagement; action planning
assistance to help local leaders assess their current level of progress around several dimensions,
identify strategic priorities, and identify gaps in existing programming and services; and, data
collection and analysis support to help counties develop systems for measuring the performance
of programs and policies on the number of people with mental illness in jails. The initiative is
focused specifically on four metrics: the rate of jail bookings, the average length of stay in jail,
connections to treatment, and the rate of recidivism.
Conclusion
It is DHS’ goal to ensure people have access to services and supports when and where needed.
People with SMI can and do recover and lead meaningful lives as productive members of our
communities. Criminal justice and mental health professionals play an important role in
supporting recovery, by remaining optimistic, conveying hope, and focusing on strengths and
success.
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DHS’ aim is to ensure the successful transition of inmates to the community and a reduction in
recidivism of individuals with SMI. To accomplish this aim, DHS is directing resources at the
state and local level to divert individuals with SMI from the criminal justice system whenever
possible; delivering appropriate assessment and treatment for people with SMI who are
incarcerated; and providing comprehensive planning and support services for individuals with
SMI as they return to the community after time in prison or jail. The overarching goal is to
ensure successful return of prisoners to the community and a reduction in recidivism for
individuals with SMI.
Thank you for the opportunity to provide this information to you today and to explain the
continuity of care available to meet the needs of individuals with mental illness who become
involved in the criminal justice system. We would be happy to meet with you to discuss DHS’s
current strategies and any legislative proposals relating to mental health treatment and the
criminal justice system.
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November 27, 2017
The Honorable Representative Davidson
38 A East Wing
PO Box 202164
Harrisburg, PA 17120-2164

Dear Honorable Representative Davidson:
This testimony is on behalf of the Pennsylvania Association of County Administrators for Mental Health
and Developmental Services (PACA MH/DS) to offer comments on your mental health reform package.
PACA MH/DS is an affiliate of the County Commissioners Association of Pennsylvania (CCAP). PACA
MH/DS represents all the 48 county-based entities responsible for administration of mental health and
intellectual disability services across 67 counties, as well as 21 behavioral HealthChoices oversight entities
and 53 supports coordination organizations for intellectual disability services.
First, thank you for your willingness to support community mental health services to ensure individuals
with mental illness can receive necessary treatment. Your attention and voice are welcome in creating
additional awareness regarding the challenges to the mental health service delivery system grapples with
daily. We greatly appreciate that you recognize the county role in addressing mental health needs in the
community and that you are striving to improve access to these vital services.
As an affiliate of CCAP we have worked collaboratively with the Comprehensive Behavioral Health Task
Force and their continued activities to address the needs of individuals with mental illness who are
involved with the criminal justice system. The task force has developed a report which outlines strategies
that counties may use to address the needs of this population. In addition, PACA MH/S supports efforts
to provide expedited enrollment in Medical Assistance for eligible offenders upon release and continues
to support voluntary mental health courts to divert individuals from the justice system when appropriate.
The remainder of this testimony will address the individual legislative proposals outlined in your mental
health reform package.

HB 1630 – Assertive Community Treatment Team (ACT)
The Substance Abuse and Mental Health Services Administration recognizes ACT as an evidenced based
practice that requires specific credentialed staff including psychiatrist, psychiatric nurses, and substance
abuse and mental health counselors. As the majority of Pennsylvania is rural in nature, ACT approach is
difficult statewide due to the lack of resources and the ability to sustain the cost for the number of
individuals involved. Nationally we face a shortage of psychiatrists and Pennsylvania is no exception. In
addition, in light of the vast number of rural communities, frequently there are not a sufficient number of
individuals locally to sustain a team. ACT currently operates in many of our more urban areas where the
staff resources are more readily available.
PACA MH/DS supports ACT where feasible and would support regulations that reflect the practice if
promulgated, but do not believe that a mandate is financially feasible for statewide implementation. In
fact, more areas are serving individuals with Community Treatment Teams that do not meet with the high
fidelity standards of ACT, but do have a multi-disciplinary team providing a wide range of intensive
services twenty-four hours a day. With sufficient funding, intensive community services can be created to
assist in sustaining people with severe mental illness.
House Bill 1629 – Requiring Health Insurance Coverage for ACT
PACA MH/DS supports parity for mental health services. Unfortunately, insurance companies do not have
services for individuals with persistent and severe mental illness. With the continued challenges to the
Affordable Care Act and the potential to lose mental health services as an essential benefit, we support
increased access through improved mental health coverage. Yet, the private sector will face the same
human resource constraints as counties face. PACA MH/DS would welcome discussion on what would be
of benefit to include in private insurance coverage and counties are the place people turn to when there
is no coverage under their insurance or they are not otherwise eligible for services but are experiencing
difficulties due to mental illness.
House Bill 2512 – Amend MHPA for Next of Kin Notification of Admissions to MH Facility
PACA MH/DS fully understands the intent of this bill. Unfortunately, even if state law is changed, the
various federal standard are in force. The Health Insurance Portability and Accountability Act of 1996 is
the cornerstone of federal law. State laws are enacted to assist in creating a level of trust between a
physician and patient, which is critical in addressing mental illness. Individuals with mental illness have a
choice to create Mental Health Advance Directive according to Act 194 of 2004. This law promotes
planning ahead for the mental health services and supports during a period of crisis, including
notification of specific individuals. Individuals can also create a Wellness Recovery Action Plan (WRAP) is
a self-designed plan to assist individuals in recovery.
PACA MH/DS understands the frustration of confidentiality laws in Pennsylvania. Confidentiality for
individuals experiencing substance abuse is the most restrictive of the human service confidentiality
standards. Counties work diligently to support providers in securing sufficient release of information to
provide coordinated and appropriate treatment.

House Bill 2514 – Alerts for Missing Endangered Person Advisory System
PACA MH/DS does not have a formal position on the use of alerts for individuals with disability. Our
members are cautious in regards to notification of the public regarding individuals in treatment. We
support and implement Tarasoff decision (Tarasoff v. Regents of the University of California 1976) that
requires mental health professionals to notify individuals who are being threatened with bodily harm
stated during the course of treatment. Yet, counties and providers are cautious in order to prevent
inadvertently violating an individual’s confidentiality.
PACA MH/DS would suggest that the bill indicate who has the authority to determine and report the
missing and endangered person if it differs from the current Pennsylvania Missing Endangered person
Advisory System.
PACA MH/DS continues to examine current law and regulations to promote practices that address the
needs our members see every day in the community. Our most recent White Paper regarding the Mental
Health Procedures Act is an excellent example of our awareness to the changing needs of society. We
understand that alternative approaches are needed to create opportunities for voluntary treatment to
address the underlying concerns that result in crisis or illegal acts. A copy is included with this testimony.
Please continue to champion community mental health services. The continued erosion of funding over
decades is now creating increased pressure during a time of ever increasing concerns; community
services need sufficient resources to assist individuals partaking in at-risk behaviors as well as when a
crisis arises. Please feel free to contact our association for further discussion on your legislation or other
potential proposals.

Sincerely,
Deb Neifert
Deputy Director

