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Introduction
There are more persons with mental

illnesses in US jails today than ever
before, if for no other reason than there
are more Americans in jails than ever
before. As of June 1992, there were
444 584 citizens held in the approximately
3350 US jails.' This represents a 154%
increase in the number of jail detainees
nationally between 1980 and 1992.' Be-
yond this huge increase in the jail popula-
tion, research has shown that there is a
substantially higher percentage of severe
mental disorders among jail detainees
than among the general population.2

Teplin found that 6.1% of male
detainees admitted to the Cook County
(Chicago) jail had a severe mental disor-
der.3 Among female Cook County detain-
ees, the percentage of mental illness was
even higher (12.3%) (L. Teplin, unpub-
lished data, 1994). Based on Teplin's
figures extrapolated to all US jails, approxi-
mately 6.6% of US jail detainees have a
serious mental illness. There are approxi-
mately 10.1 million jail admissions per
year4; thus, nearly 670 000 inmates with
severe mental disorders are admitted
annually to US jails.

Various explanations ranging from
deinstitutionalization5 to changing percep-
tions6 have been put forth to explain these
numbers. Regardless of one's preferred
interpretation, it is clear that there are far
fewer public sector mental health beds
available across the United States7 and
that there are large numbers of persons
with mental illnesses in US jails who
require appropriate treatment.

While some persons with mental
illnesses must be held in jail because of
the seriousness of the offense and should
receive mental health treatment within
the jail, many persons with mental ill-
nesses who have been arrested for nonvio-

lent crimes may be diverted from jail to
community-based mental health pro-
grams. Rogers and Bagby have argued
that "diversion efforts may be the only
viable alternative to the rapid cycling of
patients within the criminal justice and
forensic mental health systems."8 One of
the strongest recommendations of the
recent report by Torrey and colleagues
was that "jail diversion programs should
be set up to minimize the number of
individuals with serious mental illness
who end up in jail."5 Likewise, a recent
National Coalition for the Mentally Ill in
the Criminal Justice System report stated
that "mentally ill misdemeanants whose
illegal behavior usually is survival behav-
ior should be diverted into appropriate
mental health treatment services."9

There has been much discussion of
diversion as something that is badly
needed, but the literature offers few
definitions, guidelines, or principles for
developing effective diversion programs.
Therefore, it is useful to first clarify what
is meant by diversion. In a previous
article,'0 we defined diversion programs
as specific programs that screen defined
groups of detainees for the presence of a
mental disorder; use mental health profes-
sionals to evaluate those detainees identi-
fied in screening; negotiate with prosecu-
tors, defense attorneys, community-based
mental health providers, and the courts to
produce a mental health disposition as a
condition of bond, in lieu of prosecution,
or as a condition of a reduction in charges
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(whether or not a formal conviction
occurs); and link the detainee directly to
community-based services.

Based on this definition, here we
describe (1) the characteristics of existing
programs that appear to be effective and
(2) how effectiveness varies by key pro-
gram characteristics such as jail size and
the types of linkages that exist between
jails, the mental health system, and the
judicial system.

Methods
Three procedures were used to exam-

ine the number and kinds of jail diversion
programs that exist, how they are set up,
and which types of programs are effective:
a national mail survey, a follow-up tele-
phone interview of selected respondents,
and site visits.

The first phase of the research
consisted of a national mail survey of all
US jails with a rated capacity of 50 or
more detainees. The survey was distrib-
uted to 1106 jail systems. The minimum
size of 50 detainees was chosen because
smaller jails are not likely to have formal
diversion programs. Diversion in smaller
jails tends to be informal and managed on
a case-by-case basis. A total of 685
responses were received (a response rate
of 62%). Responses were received from
all 50 states and the District of Columbia.
The responding jails ranged in size from
capacities of 54 to 15 592. Slightly more
than one third (34%) of the respondents
indicated that they had a formal diversion
program for mentally ill detainees
(n = 230).

Responding jails were then classified
by size (small = 50 to 249, large = > 250)
and the type of diversion program they
operated (prearraignment, postarraign-
ment, or mixed). This created a six-cell
sampling frame from which a random
sample of half of the jails in each cell was
selected for the telephone survey
(n = 115).

The telephone interviews were con-
ducted with the person most familiar with
the diversion program. In addition to
obtaining a program description, the
interview collected information on the
range of mental health services provided
in the jail. Interviews took approximately
30 minutes to complete. Two additional
5-minute telephone interviews (one with
the jail administrator and one with the
mental health contact outside the jail
responsible for mental health services in
the diversion program) were then con-
ducted to confirm the information given

by the diversion program directors and to
obtain some basic background informa-
tion on the jail and on local mental health
services.

The third phase of the study con-
sisted of 18 site visits. All programs given
the telephone interview were classified by
program type (prearraignment, postar-
raignment, or mixed) and jail size (small
or large). From each of these six cells, two
programs rated as highly effective and one
rated as not highly effective were selected.
Perceived effectiveness was calculated by
using the average rating (on a five-point
scale) of the jail diversion program's
effectiveness given by all three inter-
viewees (program director, jail administra-
tor, and mental health contact). Programs
receiving an average score of four or
above were rated as "highly effective."
This resulted in a set of 18 sites represen-
tative of jail diversion programs in the
United States.

Site visits were conducted by two-
person teams. Semistructured protocols
were used in conducting 127 interviews
across the 18 sites; those interviewed were
diversion program directors, diversion
program case managers, jail administra-
tors, judges, public defenders, prosecu-
tors, probation staff, community mental
health service staff, and residential ser-
vices providers. Site visits ranged in length
from 1 day (in small counties) to 4 days (in
one large county).

The six key factors discussed in the
following section emerged from our on-
site observations, interviews, and prior
research.

Results
Program Types

The first step in our interpretation of
the program data was to create a typology
by which the wide array of programs we
encountered could be organized. In order
to understand how diversion programs
are structured and why some programs
are perceived to be effective, it is essential
to understand the types of diversion
programs that exist and their key ele-
ments. There are two main types of
diversion programs: prebooking (police
based) and postbooking (court and/or jail
based). Within postbooking programs,
there are three subtypes: prearraignment
diversion, postarraignment diversion, and
mixed. Table 1 displays the types of
existing diversion programs and the core
issues, principal organizations, and key
staff involved in their operation.

Although both types of programs
outlined in Table 1 are important, our
research focused exclusively on postbook-
ing programs. A study of prebooking
diversion would require a research design
entirely different from the one used here
(e.g., a field study of police decision
making with regard to mentally ill persons
similar to that done by Teplin and
colleagues"). Our focus was on programs
that attempted to divert persons who,
upon booking in a jail, appeared to be
mentally disordered and who were eli-
gible for diversion based on their booking
charges.

Key Factors

After reviewing the results of our 115
telephone interviews and our field notes
from the 127 interviews during the 18 site
visits, we identified six factors that were
consistently found among the most effec-
tive jail diversion programs: (1) integrated
services, (2) regular meetings of key
agency representatives, (3) boundary span-
ners, (4) strong leadership, (5) early
identification, and (6) distinctive case
management services. Table 2 displays
the study sites by size and indicates which
of the key factors were present in each.
Five jails were visited and determined not
to have a formal diversion program (data
not shown).

Integrated services. In order to effec-
tively divert detainees with mental ill-
nesses from jail to appropriate mental
health treatment, agencies within the
criminal justice and mental health systems
regularly coordinate their activities, even
when their goals and expectations appear
to conflict. Integrating services at the
community level with corrections, mental
health, judiciary, and social services sys-
tems (e.g., housing and entitlements)
requires a high level of cooperation
between all parties. Recent suggestions
for closing the gaps between systems have
included the improvement of communica-
tion channels, creation of linkages be-
tween systems, and an increase in re-
sources allocated specifically to promote
system interactions. 12.13

Consistent with these recommenda-
tions, respondents clearly recognized the
need for integrated services. Among the
factors most frequently cited by program
directors as important to the success of
the diversion program were cooperation
(25%) and communication (19%) be-
tween the principal agencies. One respon-
dent specifically noted that an essential
factor for success was "integrating the jail
diversion program in the entire county's
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TABLE 1-Major Types of Diversion Programs for Mentally Ill Jail Detainees

Type of Program Principal Organizations Key Staff Core Issues

Prebooking

Postbooking
Prearraignment

Postarraignment

Mixed

Police
Emergency rooms
Mobile mental health crisis
teams

Officer on the beat
Nurses/psychiatric residents
Clinicians/case managers

Obtaining mental health, sub-
stance abuse, and other
support services in lieu of
arrest

Jails Booking officer/classification Negotiating entry
officer/health screener/ health and othe
boundary spanners services/obtain

Pretrial service agencies Pretrial administrators/staff compliance/ob
Courts Judges/liaison staff concurrence
Special diversion programs Boundary spanners/case

managers
Jails Jail mental health staff/classi- Obtaining necess

fication officer/health health evaluatic
screener/correctional staff/ ating treatment
boundary spanners taining prograrr

Community mental Boundary spanners/case agreement/obt
health center managers factory commur

Courts Judges/liaison staff sion mechanisn
Probation/pretrial services Probation officers/pretrial ser- court

vices officer
Full combination of both prearraignment and postarraignment organizations, staff, and issues.

into mental
ar support
iing client
)taining court

;ary mental
)ns/negoti-
tplan/ob-
n and client
taining satis-
nity supervi-
ns for the

service operation" and that "agencies
must work out their availability of services
to one another." When we asked respon-
dents to identify the essential elements of
effective diversion, 50% of the program
directors said that "formal supports" such
as interagency agreements were essential
for success.

In one innovative program, a multidis-
ciplinary team of 10 staff members works
intensively with up to 100 forensic clients
at a time. The team was created to
integrate the mental health and criminal
justice systems with other systems and to
leverage the expertise and resources of
these other systems to the benefit of
persons with severe mental illnesses.
Although the team's services are deliv-
ered by the community mental health
center, the key players in the project also
include judges, the county mental health
director, the public defender's office, the
district attorney's office, the probation
office, and the jail services supervisor. An
important element of this program is that
the team members initially become in-
volved when the client is evaluated at the
jail and remain involved through the
client's eventual transition to mainstream
mental health treatment services.

Regularmeetings. Various approaches
for integrating services were observed
among the programs, but the most effec-
tive programs held regular meetings of the
key players. Among program directors,

63% considered regular meetings to be
"very important" to the success of the
diversion program. Two levels of meetings
of key players often occur: (1) meetings of
interagency administrative staff (e.g.,
judges, jail administrators, public defend-
ers, and district attorneys) to discuss
issues such as funding and staffing and (2)
meetings of direct service providers to
discuss individual treatment plans and
other day-to-day activities of the program.

Five (38.5%) of the 13 diversion
programs we visited hold regular meetings
between key agency representatives to
encourage coordination of services and
sharing of information. Typically, these
meetings begin in the early stages of
planning and implementing the diversion
program. In one program, weekly meet-
ings are held to review inmates screened
during the previous week and to decide
who needs further evaluation. Members
of the committee include a bail-bond/
pretrial officer, a probation officer, a
drug/alcohol specialist, a mental health
caseworker, a judge, and a psychiatrist.
The committee's weekly meetings keep
criminal justice and mental health work-
ers informed about what is going on, who
is coming in and out of the jail, and which
services are required.

Boundary spanners. Another way to
encourage integration of services is to
have a liaison or "boundary spanner" who
directly manages the interactions between

the correctional, mental health, and judi-
cial staff.14 Effective boundary spanning of
these systems is accomplished in various
ways among 8 (61.5%) of the 13 diversion
programs we visited. One program cre-
ated a staff position to link the community
mental health center to the jail. Whether
or not a specific position is created, an
experienced person who has the trust and
recognition of people from each of the
systems is needed to bridge the three
main systems involved in diversion. Among
the program directors we interviewed,
44% reported that program staff were in
contact with the district attorney's office
from one to four times per month, and
54% reported that staff were in contact
with a community-based case manage-
ment agency daily or almost daily. The
level of contact with courts among diver-
sion program case managers who were
interviewed was even higher; 60% re-
ported contact with the district attorney's
office from one to four times per month
and with the public defender's office daily
or almost daily.

In one program, the jail's forensic
liaison was described to us as the "glue"
that holds the various program compo-
nents together. She acts as a link to
detainees, shares information with other
parties, meets with judges to discuss
options, holds weekly meetings to develop
plans for detainees at discharge, and
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coordinates with the mental health sys-

tem, psychiatric hospitals, and the proba-
tion office to move detainees through the
system.

Strong leadership. A strong leader
with good communication skills and an

understanding of all system components
and the informal networks involved is
another important element, especially in
smaller programs in which diversion is
often dependent on the skills of a single
individual. We observed five (38.5%)
programs that had a particularly effective
leader. In one case, the program director
spent several months, prior to the start of
the program, planning and networking in
order to prepare both the criminal justice
and mental health communities for diver-
sion. Nearly everyone interviewed in this
program praised the director for his
unique ability to "sell" his program to a

wide variety of people. The importance
and difficulty of bridging the two systems
were highlighted by a county mental
health director who commented, "There
are different sets of cultural relationships,
and what works in the informal mental
health system is the opposite in the formal
criminal justice system."

In two sites, the jail diversion pro-
grams had become institutionalized. Sup-
port for the program was found at the
highest administrative levels in multiple
arenas: the judiciary system, jail adminis-
tration, and the mental health authority.

When leadership evolves from a single
individual to broad-based institutional
support, the long-term survival of the
program is more likely to be realized. In
order to begin an effective diversion
program, it is necessary to have a strong
leader who can involve the key players
and can put all of the necessary pieces
into place. On the other hand, as a result
of the natural transitions any organization
goes through, the diversion program must
eventually become sufficiently institution-
alized to outlive any particular individual.

Early identification. A crucial step in
the diversion process is the early identifi-
cation of detainees with mental health
treatment needs who meet the diversion
program's criteria. This is done through
the initial screening and evaluation at the
jail. Most detainees spend very short
periods of time in jail and may not be
screened for mental health problems, or

these problems may be masked by drug or

alcohol intoxication. It is important that
persons who meet the program's criteria
be identified and screened in the first 24
to 48 hours of detention. Screening and
evaluation is usually a three-step process:
routine medical screening at intake, more
in-depth mental health screening within
the first 48 hours of admission, and
follow-up mental health evaluation when
deemed necessary.'5

All 13 diversion programs we visited
had formal case-finding procedures for

early identification of detainees in need of
mental health services. Rapid and regular
use of both the mental health and
criminal justice information systems to
learn more about an individual's prior
criminal justice and mental health treat-
ment histories is crucial for systematic
case identification. In 8 of the 13 diversion
programs visited, program staff can check
a detainee's prior treatment history using
a computerized management information
system if the detainee is identified as

having a need for mental health treat-
ment. Similarly, program staff often check
the daily roster of jail inmates to find
clients and relink them to mental health
treatment.

Case management. Research on the
role of case management in the care of
persons with mental illnesses has shown
that, "for many clients, extended mental
health treatment in concert with active
case management is the key to keeping
them out of jail."'3 Case managers per-
form various critical functions within jail
diversion programs, including client iden-
tification and outreach, evaluation of a

client's mental health service needs, direct
consultation to the courts, development of
an appropriate treatment plan, linking of
clients with necessary aftercare services,
monitoring of service delivery, client advo-
cacy, and direct service provision.'6

First and foremost, diversion case

managers should have experience in both

American Journal of Public Health 1633

TABLE 2-Profile of Study Sites: A National Sample of Jail Diversion Programs

Distinctive Case
Management

Integrated Regular Boundary Strong Leadership Early Case Cultural
Program, by Size Services Meetings Spanners Individual Institutional Identification Diversity Intensive

Large programs
Program 1 Yes Yes Yes Yes Yes Yes
Program 2 Yes Yes
Program 3 Yes Yes Yes Yes
Program 4 Yes Yes Yes Yes Yes
Program 5 Yes Yes Yes Yes Yes Yes Yes
Program 6 Yes Yes Yes Yes Yes
Program 7 Yes Yes Yes Yes
Program 8 Yes Yes Yes Yes Yes Yes Yes

Small programs
Program 1 Yes Yes Yes Yes Yes
Program 2 Yes Yes Yes Yes Yes Yes Yes
Program 3 Yes Yes Yes
Program 4 Yes Yes Yes
Program 5 Yes Yes

Note. Although 18 sites were selected for on-site interviews based on perceived effectiveness and presence of a formal diversion program, it was later
determined, upon observation, that 5 sites did not actually have a diversion program. These 5 sites are not included.
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mental health and criminal justice, with
educational degrees being of lesser impor-
tance. When respondents were asked to
describe the kind of case manager who
works well in the diversion program, 56%
considered knowledge and experience in
both criminal justice and mental health to
be ideal.

Traditional case managers with ad-
vanced degrees and specialized training
may not be as valuable to a diversion
program as someone with a variety of
relevant criminal justice system experi-
ence and no college degree. When our
respondents were asked about the type of
education required for effective diversion
case management, 44% said that no
formal education was necessary. How-
ever, 60% considered specialized training
to be important. For the most part, the
knowledge and level of understanding
needed when working with detainees who
have mental disabilities are distinctive
and require "hands-on" experience.

We found case management to be a
component of diversion services in 8
(62%) of the 13 diversion programs
visited. However, the case management
we observed in 4 of the most effective
programs was different from that offered
by more traditional mental health pro-
grams. What distinguished these 4 pro-
grams were the cultural diversity of the
case managers and the intensity of involve-
ment with each client.

Qualified, culturally diverse case
managers are among the most important
components of effective diversion. A
prime example of a program with such
distinctive case management services was
a court-based program with four case
managers. The case managers, twowomen
and two men, were each from a different
ethnic group that was heavily represented
among detainees in the county jail. Since
ethnic and racial minorities are overrepre-
sented in US jails, constituting 57% of the
country's jail population,' diversion pro-
grams must be designed and implemented
on the basis of the cultural experiences of
the people they are meant to serve.
Moreover, since English is not the pri-
mary language for many detainees, bilin-
gual case managers are often essential.

The other factor that distinguished
the case management in this program was
the high level of involvement of case
managers with each client. As discussed
by Anthony and colleagues, "the linking
activity is more than referring and forget-
ting. After the client has been accepted
for service, the case manager monitors
whether or not the client is being assisted

and, if not, implements action steps to
remove any barriers to service use."'7 For
example, in one program we visited, case
managers take clients from their court
appearance to their mental health appoint-
ment on the same day and sit in the
waiting room until clients are called in for
their appointment. They also call each
client to remind him or her of upcoming
court dates, and, as time is available, they
call to see how the client is doing. They
may visit clients who have been arrested
or institutionalized and provide transpor-
tation if a client needs help in getting to
court.

Discussion
Jail diversion programs have various

ways of defining diversion and defining
their particular mission in terms of divert-
ing mentally ill detainees from jail. For
example, diversion in one metropolitan
jail was defined as "anything that's done
to reduce potential time in jail and
replace it with involvement in the mental
health system." In contrast, another pro-
gram's definition of diversion was stated
in terms of the following formal mission
statement:

To insure greater public safety and
protection through a specialized, cen-
trally-administered, community-based
program for targeted mentally disor-
dered offenders. This is accomplished
through an intensive level of mental
health treatment and supervision di-
rected toward the prevention of reof-
fense.

At least one program had as its sole
goal "keeping mentally disordered per-
sons out of jail to prevent jail overcrowd-
ing and disruption," and this program
seemed to accept no responsibility for
whether follow-up services were actually
received by the referred detainees. The
program viewed treatment to improve the
client's well-being as an issue for the
mental health system rather than one for
the jail. This perspective was rare among
the diversion programs we visited.

In fact, discharge planning and fol-
low-up were almost always seen as critical
to the success of a diversion program.
Effective jail mental health diversion did
not end when the detainee left the jail.
Nonetheless, very few of the programs we
visited had specific follow-up procedures
for diverted detainees. Even in instances
in which careful attention was placed on
linkage to community-based services, few
programs had any mechanism to ensure
that the initial linkage was maintained.

However, several programs were working
to ensure that once detainees with a
mental illness left the jail, there was a
place for them (through case manage-
ment, residential placement, and outpa-
tient services). In addition to the basic
diversion services, these transitional pro-
grams help clients to locate permanent
housing, develop life skills, and find
suitable employment.

In many ways, this study of jail and
court diversion programs for detainees
with mental illnesses underscores the
same principle as that of our earlier
research on jail mental health programs:
"the mentally disturbed jail inmate must
be viewed as a community issue."18 Diver-
sion programs for detainees with mental
illnesses will not work without coordina-
tion of appropriate services. The most
effective diversion programs are those
that are part of a comprehensive array of
other jail services, including screening,
evaluation, short-term treatment, and
discharge planning (i.e., linkage), that are
integrated with community-based mental
health, substance abuse, and housing
services.

In many ways, these core services for
jail mental health diversion programs are
quite similar to the key elements of good
prison mental health programs. Obvi-
ously, the speed and duration with which
screening, evaluation, and, especially,
treatment need to be provided are quicker
and shorter in jails than in prisons.
However, there are direct parallels to
mental health services for inmates in
prisons and jails. This is particularly true
with regard to the piece most often
missing in both types of institutions:
linkage to community-based services on
release. In terms of long-term gain,
institution-based correctional mental
health services are doomed to failure
without effective linkages to community-
based services.

For jail diversion, these linkages are
the essence of effective programs. Specifi-
cally, these programs do not simply keep
people with mental illnesses out of jail.
Their clients are seen as citizens of the
community who require a broad array of
community-based services, including men-
tal health, substance abuse, residential,
and social services. These programs recog-
nize that individuals come in contact with
the criminal justice system as a result of
fragmented service systems, the nature of
their illnesses, and the lack of social
support and other resources. By organiz-
ing a comprehensive array of mental
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health and other support services, diver-
sion programs can break the unproductive
cycle of decompensation, disturbance,
and rearrest. O
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