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San Francisco Behavioral Healtlh Court*

Y Approximately 130 Clients are currently receiving services from the
BHCTeam
Client snapshot: Jan 1, 2016 - Dec. 31, 2018

912 clients
clinically assessed

378 clinically eligible clients
(San Francisco residents)
referred for legal
determination

Graduating Clients (n=97}**

New Clients (n=204}
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204 clients
accepted

48% reported they were homeless, living
on the street, or in a shelter prior to
arrest.
74% reported a history of homelessness.
56% had a Primary Diagnosis of
Schizophrenia, 16% Psychotic disorder,
Bipolar 14%.
81% had a Co-Occurring Substance Abuse
Disorder

>
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44% were homeless prior to arrest
82% had independent housing at exit
16% were in Residential Treatment at
exit

>

Median time in program 747 days

58% Graduation Rate
from 2008 to 2018

Re-Arrests in San Francisco County***
avoided arrest within 1 year
of graduation

avoided arrest
of graduation
*Felony and Misdemeanor cases
**Includes clients ll'ho graduated the program and !hose irho successfit!ly completed terms of Proha1io11.
***Includes 2016and2017 Gradualing clients (58)
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Mental Health Diversion in San Francisco County
August 1, 2018 through April 1, 2019
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166 Referred
50 Pending
50 Denied
35 Accepted
28 Withdrawn by defense
1 Terminated
1 Successful Completion

The Sequential Intercept Model
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Key Issues at Each Intercept
Intercept 0

Intercept 1

Intercept 2
Screening for mental and substance
use disorders. Brief screens can be

practitioners who can respond to people
experiencing a behavioral health crisis or
co-respond to a police encounter.

Dispatcher training. Dispatchers can
identify behavioral health crisis situations
and pass that information along so that
Crisis Intervention Team officers can
respond to the call.

Emergency Department diversion.

Specialized police responses. Police

Emergency department (ED) diversion
can consist of a triage service,
embedded mobile crisis, or a peer
specialist who provides support to
people in crisis.

officers can learn how to interact with
individuals experiencing a behavioral health
crisis and build partnerships between law
enforcement and the community.

Data matching initiatives between the
jail and community-based behavioral
health providers.

Intervening with super-utilizers and
providing follow-up after the crisis. Police

Pretrial supervision and diversion
services to reduce episodes of
incarceration. Risk-based pre-trial

Mobile crisis outreach teams and
co-responders. Behavioral health

Police-friendly crisis services. Police

administered universally by non-clinical
staff at jail booking, police holding cells,
court lock ups, and prior to the first court
appearance.

officers can bring people in crisis to
locations other than jail or the ED, such
as stabilization units, walk-in services, or
respite.

officers, crisis services, and hospitals
can reduce super-utilizers of 911 and ED
services through specialized responses.

Intercept 3

Intercept4

Intercept 5

Treatment courts for high-risk/highneed individuals. Treatment courts or

Transition planning by the jail or in-reach
providers. Transition planning improves

specialized dockets can be developed,
examples of which include adult drug
courts, mental health courts, and
veterans treatment courts.

reentry outcomes by organizing services
around an individual's needs in advance of
release.

Specialized community supervision
caseloads of people with mental
disorders.

Jail-based programming and health
care services. Jail health care providers
are constitutionally required to provide
behavioral health and medical services to
detainees needing treatment.

Collaboration with the Veterans Justice
Outreach specialist from the Veterans
Health Administration.

Medication and prescription access
upon release from jail or prison. Inmates
should be provided with a minimum of
30 days medication at release and have
prescriptions inhand upon release.

Warm hand-offs. from corrections to
providers increas.es engagement in
s.ervices. Case managers that pick an
individual up and transport them directly to
services will increase positive outcomes.

services can reduce incarceration of
defendants with low risk of criminal
behavior or failure to appear in court.

Medication-assisted treatment for
substance use disorders. Medicationassisted treatment approaches can
reduce relapse episodes and overdoses
among individuals returning from
detention.

Access to recovery supports, benefits,
housing, and competitive employment.
Housing and employment are as
important to justice-involved individuals
as access to behavioral health services.
Removing criminal justice-specific
barriers to access is critical.

Implementing Intercept 0
Crisis response models
provide short-term help
to individuals who are
experiencing behavioral
health crisis and can divert
individuals from the criminal
justice system. Crisis
response models include:
Certified Community
Behavioral Health
Clinics
Crisis Care Teams
Crisis Response
Centers
Mobile Crisis Teams

Proactive police response
with disadvantaged and
vulnerable populations are a
unique method of diverting
individuals from the criminal
justice system. Proactive
police response models
include:
Crisis Intervention
Teams
Homeless Outreach
Teams
Serial Inebriate
Programs
Systemwide Mental
Assessment Response
Team

Sequential Intercept Model as a Strategic
Planning Tool
The Sequential Intercept Model is most effective when
used as a community strategic planning tool to assess
available resources, determine gaps in services, and plan for
community change. These activities are best accomplished
by a team of stakeholders that cross over multiple systems,
including mental health, substance use, law enforcement,
pretrial services, courts, jails, community corrections, housing,
health, social services, people with lived experiences, family
members, and many others. Employed as a strategic planning
tool, communities can use the Sequential Intercept Model to:
1. Develop a comprehensive picture of how people with
mental and substance use disorders flow through the
criminal justice system along six distinct intercept points:
(0) Community Services, (1) Law Enforcement, (2) Initial
Detention and Initial Court Hearings, (3) Jails and Courts,
(4) Reentry, and (5) Community Corrections
2. Identify gaps, resources, and opportunities at each
intercept for adults with mental and substance use
disorders
3. Develop priorities for action designed to improve system
and service level responses for adults with mental and
substance use disorders
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Despite a significant drop in San
Francisco's jail population and
exemplary advancements in county-run
community-based supervision,
individuals with serious mental illness
continue to be disproportionately
represented in the criminal justice
system. Between 35 and 40 percent of
individuals detained in San Francisco
jail receive care from Jail Behavioral
Health Services and 15 percent are
treated for a serious mental illness.
These individuals are presenting with
more severe mental illnesses and more
acute symptoms than ever before.
Research shows that incarcerating
those with mental illness is
counterproductive to their
rehabilitation, making it more difficult
for them to successfully reenter free
society. As a result, incarcerating
people with mental illness undermines
long-term community safety by
increasing recidivism. To address the
growing population of individuals with
mental illness who enter a criminal
justice system that exacerbates their
conditions and increases their
likelihood to recidivate, this concept
paper outlines a series of
recommendations for enhanced care
coordination and service delivery in a centralized
service center: The Behavioral Health Justice Center
(BHJC).
The proposed BHJC ensures public safety by providing
mental health services designed to interrupt the cycle
of homelessness, addiction, and c~iminal activity.
Central to the concept is a system of interconnected
components that creates a continuum of mental health
care services. The BHJC will provide, for the first time, a
purposeful, coordinated system of care with different
levels of service and appropriate treatment options for
individuals with mental illness in the justice system. The
BHJC has four tiers of service and treatment to address
four distinct levels of need. Participation at all four
levels will be voluntary.

Level 1: Emergency Mental Health

Reception Center and Respite Beds. A
24-hour venue for police to bring
individuals experiencing a mental
health episode for an initial mental
health assessment.
Level 2: Short-term (2-3 week) ·
Transitional Housing and on-site
residential treatment.
Level 3: Long-term Residential Dual

Diagnosis Treatment. Longer-term
intensive residential psychiatric care
and substance abuse treatment in an
unlocked setting.
Level 4: Secure Inpatient Transitional
Care Unit. Short-term, voluntary
inpatient treatment for persons with
mental illness transitioning to
community-based residential treatment
programs.

The proposed BHJC is a collaborative,
independently administered,
interagency center designed to 1)
bridge the current divide between the
criminal justice system and communitybased treatment programs for mentally
ill individuals, and 2) ensure diversion at
the earliest possible opportunity. The
co-location of these services across the continuum will
promote a seamless system of care for individuals with
mental illness that will help them exit the criminal
justice system.
The creation of the BHJC may require legislative and
regulatory steps to be taken that, at a minimum, ensure
that the individuals who access services through the
Center maintain all rights and privileges traditionally
afforded in a custodial setting. As a nation, we have
recently entered a long-overdue era in which there is
unprecedented bipartisan collaboration designed to
achieve both criminal justice and mental health reform.
As a national leader in the effor:t to reform both of
these systems, San Francisco and is well-positioned to
pioneer these important changes.
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This paper outlines a concept for a Behavioral Health Justice Center (BHJC) in order to address
the growing problem of a criminal justice system that is ill~suited to meet the needs of people
with mental illness. As discussed in more detail below, this concept is based on the best
available evidence in the field and builds on models of similar successful programs around the
country. It has been refined with San Francisco-specific data and includes features tailored to
our community. The BHJC is a new facility that combines public safety and mental health
services designed to interrupt the cycle of mental illness, homelessness, addiction, and criminal
activity. At the crux of the concept is a system of interconnected components that creates a
seamless continuum of services and care. It is a new approach to improving public safety and
enhancing individual outcomes for some of the most vulnerable people in San Francisco.

Although the number of individuals in the San Francisco jail has decreased steadily in recent
years, the concentration of inmates suffering from serious mental illness is on the rise. At any
given time, between 35 and 40 percent of San Francisco jail inmates are under the care of Jail
Behavioral Health Services and being treated for mental illness. Incarcerated individuals are
presenting with more severe mental illnesses and more acute symptoms than ever before.
According to the San Francisco Department of Public Health (SFDPH), persons with mental
illness are incarcerated 160 percent longer than individuals in the general population. 1
The BHJC proposed here is an alternative to a jail. It is not a new jail with improved mental
health services. The BHJC is an entirely different response to the problem of mental illness and
criminal justice in San Francisco. The BHJC will provide, for the first time, a coordinated and
seamless system of care with different levels of services and appropriate treatment options for
people with serious mental illness in the justice system.
The BHJC proposed here would be a multi-level, tiered system of care founded on wellresearched, proven interventions. The best available evidence shows that, if properly designed
and implemented, this approach can significantly improve the health outcomes of those with
serious mental illness involved in the criminal justice system, reduce crime rates within the city,
reduce the need for jail beds and save money.

San Francisco is ill-prepared to care for and treat those with mental health disorders in the
justice system. Incarcerating individuals with mental illness in county jails impedes their
treatment and rehabilitation, makes it more difficult for them to successfully reenter free
society, and undermines long-term community safety by increasing recidivism. The BHJC will
1

help alleviate these complex problems by ending the criminalization of persons with mental
illness which results in unnecessary and lengthy stays in county jail.

In the three-month period between December 2015 and February 2016, the police department
received a total of 5,013 calls involving people in mental health crisis. 2 In fact, the San Francisco
Chronicle has reported that 80 percent of calls to police involve individuals with mental illness.
San Francisco has limited options for law enforcement who encounter persons in the throes of
a mental health crisis. When a person commits a minor crime and also suffers from mental
illness, officers do not have a workable avenue or option for diverting people out of the
criminal justice system. Police often take people in crisis to Psychiatric Emergency Services
(PES) at Zuckerberg San Francisco General Hospital (ZSFG). PES is frequently so overwhelmed
that doctors are forced to redirect patients to other hospitals ("condition red") for assessment
and treatment. In fiscal year 2014-15, PES was on condition red for a total of 63 days.3 If space is
available in PES, the police officer may wait hours while that patient is processed and finally
admitted. Frequently, patients are discharged back to the street within hours of arriving at PES.

A vast majority of justice-involved persons with serious mental illness have a co-occurring
substance use disorder. The most widely accepted, evidence-based practice for treating such
individuals is Integrated Dual Diagnosis Treatment, which treats both mental health and
substance abuse disorders simultaneously and in the same setting. 4 While San Francisco does
have an integrated community behavioral health system, it does not include residential dual
diagnosis programs dedicated to people in the justice system. Persons who are being held in
jail in San Francisco currently wait an average of 120 days for a bed in a community-based
residential treatment program after they are deemed clinically stable and appropriate for
placement. Non-criminal justice-involved individuals in the mental health system are prioritized
for placement and often displace jail inmates on waiting lists for community treatment beds
resulting in a wait that is 5 times longer for jail inmates.S As a result, only those offenders who
commit more serious crimes will be in custody long enough to receive a referral to an inpatient
treatment facility.

Persons with mental illness in the San Francisco County Jail who have been found incompetent
to stand trial on felony charges wait an average of 4 to 6 months in jail before being
transferred to an available bed in the state mental hospital. 6 Last year, a United States District
Court in the state of Washington ruled that a delay of more than 7 days between a finding of
incompetency to stand trial and the commencement of competency restoration services is
unconstitutional/ Clearly, San Francisco is vulnerable to a similar constitutional challenge to its
treatment of felony offenders found incompetent to stand trial.
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Regardless of whether individuals receive adequate care while incarcerated, all jail inmates are
eventually released and returned to their communities. Individuals suffering from mental
illnesses are regularly released without adequate reentry plans, programs, or connections to
community programs to continue mental health treatment. In some cases, individuals are
released without adequate medication or prescriptions. Failure to adequately prepare for
community reentry and continuation of mental health services can exacerbate psychiatric
conditions and increase the likelihood of addiction, homelessness, and recidivism.

Correctional facilities are fundamentally places of punishment and control, not treatment and
rehabilitation. By necessity, security within a jail or prison is paramount, making it difficult to
create and maintain an effective system of mental health care. By virtue of their very naturefrom their architectural design to the manner in which they are routinely operated-jails and
prisons tend to exacerbate mental illness. 8 Adding treatment services to traditional jail facilities
will never adequately address this inherent problem.
Many studies have shown that prisoners with mental illness are especially vulnerable to a
wide range of potential harms in correctional facilities. This vulnerability is reflected in the
fact that they are not only more likely to engage in suicidal and self-harming behavior, 9 but
also more likely to incur disciplinary infractions, 10 more likely to be victimized by other
prisoners, 11 and more likely to be the targets of use of force by correctional staff. 12 They
often find themselves mired in a cycle of disciplinary infractions, imposed sanctions that
include isolation or solitary confinement, and further deterioration of their mental health,
leading to the increased likelihood of future infractions. This downward spiral exacerbates
mental illness, hampers rehabilitation, and increases recidivism.
The harms suffered by prisoners with mental illness in traditional jail and prison settings
serve to underscore the extraordinarily difficult challenge of providing mental health
treatment and care inside jails and prisons. Correctional settings begin with and operate on
the assumption that the containment, constraint, and control of the prisoner population are
of primary importance. Therapeutic settings, on the other hand, begin with the assumption
that the fostering of trust, delivery of individualized services, and responsiveness to the
needs of the patients are paramount.
For these reasons, the difference between a "mental health jail" and the BHJC that is proposed
here is far more than mere semantics. Rather than a jail facility where mental health treatment
is also provided, a behavioral health center is primarily a treatment site that also properly
ensures the safety of the staff and patients who are housed there, as well as the community at
3

large. This core difference should extend to the construction of the BHJC itself, the
atmosphere that is created inside, and the primary mission and mindset of the staff hired.
Unlike a jail, the BHJC can serve as a critically important component in a well-designed system
of behavioral health care in the larger community. It can help facilitate the overall mission of
the community's comprehensive system of mental health care.

According to the 2013 Jail Needs Assessment by the San Francisco Controller, county jail
inmates face increasingly serious mental health needs. Only 78 beds in the county jail are
designed for individuals with mental health or medical needs. The Controller Needs Assessment
also noted that county jail facilities lack adequate, appropriate treatment space for individuals
with mental illness: "[N]o dedicated space exists for mental health services. As a result,
psychiatric groups are conducted in holding cells, and when interview rooms are in use,
psychiatric staff must interview inmates in the jail hallway." 13
In June 2016, the San Francisco Budget and Legislative Analyst's Office on Jail Population,
Costs, and Alternatives released a report with similar findings. According to the LAO report, 17
percent of jail inmates were diagnosed with Serious Mental Illness. Given the lack of
appropriate housing in the jail, the report found that"[ o ]n November 15, 2015, there were 240
inmates diagnosed with a Serious Mental Illness-resulting in a shortage of 204 appropriate
beds for those inmates." 14
The data below (FY 2014-15 unless otherwise noted) show that providing effective treatment to
offenders with mental illness in a behavioral health center can improve public safety outcomes
and reduce costs:

The San Francisco Police Department receives approximately 20,000 calls for individuals
in mental health crisis every year. 1s
San Francisco's Psychiatric Emergency Services was unable to accept any new patients
for a total of 63 days in 2015 due to lack of capacity. 16
Between 2008 and 2011, the number of acute psychiatric beds in Zuckerberg San
Francisco General Hospital (ZSFG) was reduced from 87 to 22. 17
Health policy experts recommend that the minimum number of psychiatric beds per
100,000 persons should be 50. 18 San Francisco's total number of psychiatric beds (acute,
non-acute, private pay and uninsured) is 153. 19 With a population of 837,442, San
Francisco is at a deficit of 266 psychiatric beds to meet minimum quality standards for
its size.
The Dore Urgent Care Clinic is a medically-staffed 12-bed short term psychiatric crisis
residential clinic. 18 percent of its admissions are referred by the SFPD. 20
4

Over 36 percent of the 13 1 510 individuals booked into SF County Jail were seen by Jail
Behavioral Health Services (JBHS), 21 compared to the approximately 18 percent
prevalence rate of any mental illness in the general American adult population. 22
Over 14 percent of individuals booked met the criteria for a Serious Mental Illness
(SMl) 23 while only 4.2 percent of American adults were diagnosed with a SMl. 24
A snapshot of incarcerated individuals with misdemeanor charges on March 4 1 2015,
indicated that 61 percent of all individuals charged with misdemeanors had at least one
contact with JBHS and 40.7 percent were receiving ongoing JBHS services. 2 s
An analysis of the 80 persons referred by the court for potential pretrial release during
January and February 2015, and subsequently denied release, revealed that over 60% of
them had at least one contact with JBHS, and that 35% were receiving ongoing JBHS
services. 26
A

While the overall numbers of incarcerated individuals seen by JBHS have gone down 8 percent
since 2010, over the same period, the number of JBHS service contacts has gone up by 34
percent and the number of contacts per individual has gone up by 46 percent. 27 This suggests
that the population of incarcerated individuals has increasingly severe mental health problems
with correspondingly more intensive needs.
Of the almost 5,000 incarcerated individuals seen by JBHS between November 2014 and
November 2015: 28
59 percent had previously received DPH behavioral health services.
57 percent had been homeless at some point in their lives.
31 percent had been homeless in the last year.
288 were among DPH's top five percent of Urgent/Emergent utilizers.
40 percent had at least one Urgent/Emergent contact within DPH.
Only 4 percent had currently open mental health intensive case management and 10
percent currently had open mental health non-intensive case management.
38 percent were African American.
Of over 13 1500 individuals incarcerated in FY 2014-15: 2 9
14.5 percent were diagnosed with a serious mental illness.
Only 6-4 percent of individuals saw a psychiatrist.
Only 5.9 percent of individuals received psychiatric medication (a decrease of 61 percent
since 2013).3°
JBHS employs only 1.4 Full-Time Equivalent Psychiatrists.
Only one-half of one percent (77) was housed in psychiatric housing units.
Of the 77 incarcerated individuals housed in psychiatric housing:3 1
100 percent were charged with at least one felony.
50.6 percent faced between 5 and 9 charges.
The most common felony charge was Assault with Force Likely to Commit Great Bodily
Injury.
5

Since 2003, San Francisco has treated defendants with mental illness in a specialized program
designed to identify people who are in the criminal justice system because of untreated mental
illness. The specialized problem-solving court serves individuals with serious mental illness by
redirecting them to evidence-based treatment. Individuals participating in SCJn Francisco's
Behavioral Health Court have improved public safety outcomes:
• After 18 months, 26 percent of BHC participants were less likely to be charged with a
new offense.
• 55 percent were less likely to be charged with a new violent offense.
• At the same time, the length of jail time for Behavioral Health Court participants was
reduced by 36.8 percent.32
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The BHJC is designed to provide a continuum of care for people with serious mental illness who
are involved in the criminal justice system and also to serve as a hub for effective mental health
services within the community.
The BHJC has four tiers of service and treatment designed to address four distinct levels of
need. At each level of care, the BHJC will adhere to evidence-based practices including: forensic
intensive case management, supportive housing, integrated dual diagnosis treatment, access
to appropriate medication, medication management, peer support, forensic assertive
community treatment, supported employment, cognitive behavioral therapy, gender-based
mental health treatment, and trauma-informed care_.33 (See glossary for more information
about these practices.) All programming housed in the BHJC would expand, not replace,
existing services.
Co-locating services and agencies within the BHJC will provide a built-in safety net for persons
transitioning from the jail to community-based treatment. As a multi-agency center, the BHJC
will also ensure that each program within the center is held accountable for quality mental
health treatment and tracking outcomes.
The creation of the BHJC may require legislative and regulatory steps to be taken that, at a
minimum, ensure that individuals who access services through the center maintain all rights
and privileges afforded to them in a traditional custodial setting. As a national leader in
criminal justice and behavioral health reform, San Francisco is well-positioned to pioneer these
important changes.

Level 1 will provide a 24-hour venue for local law enforcement to bring individuals experiencing
a mental health episode (who do not meet the criteria for a 5150) for an initial mental health
assessment. On-site mental health assessment services will give police an accessible and
streamlined alternative to detention, result in early identification of mental illness, and ensure
better outcomes for the individual and for the community. This unit will also screen for mental
health, physical health, and substance abuse needs. Individuals will receive emergency care and
have access to short-term respite beds. The unit will also have a 24-hour mental health clinician
on staff to respond to police calls for assistance. Specialized clinical assessment will reduce the
time between identification of mental illness and connection to appropriate services.
Along with serving as a drop-off center for police, individuals may self-present to the
assessment center or be referred by the collaborative courts, probation, local hospitals,
community-based organizations, and family members. From Level 1, individuals may be referred
to a higher level of care within the BHJC (levels 2-3), to a short-term respite bed, or to social
services in the community. This Level will also serve as the center point for case coordination,
community collaboration, and linkage to community programs. By diverting people from
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custody at the front door and providing a necessary support system, this level will reduce the
number of people booked into the jail, and reduce the likelihood of rearrest.
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Level 2 will provide short-term (2-3 week) on-site residential treatment. This level will also assist
with transition to community treatment services and linkage to community programs,
education, and employment support for individuals transitioning from jail to community-based
treatment. Individuals with mental illness wait months in the county jail for placement in a
residential treatment program and often opt out of comprehensive mental health treatment in
the community because of the inordinately long wait. The ability to move people to a less
restrictive level of care when they are psychiatrically stable will help maintain an effective
treatment plan, provide a smooth and safe transition to the community, free up the higher
levels of care for others in need of those limited resources, and reduce jail bed usage.

9

Level 3 will provide longer-term intensive residential psychiatric care and substance abuse
treatment in an unlocked setting. The city of San Francisco does not have enough residential
dual diagnosis treatment beds to meet the needs of the commu.nity, and hospital patients are
prioritized for care over individuals in county jail. The unit will serve as a step-down from the
secure inpatient unit (Level 4) or as a step-up from a lower level of care (Levels 1 or 2).
Individuals may be assigned to this unit directly from the county jail if clinically appropriate,
thus reducing length of stay for this population. From this residential treatment program,
individuals will remain on a waitlist for a bed in a community-based treatment program that
serves both the forensic and non-forensic populations.

Level 4 will provide secure, short-term, inpatient treatment to persons with mental illness who
are transitioning to placement in community-based residential treatment programs. Moving
patients with serious mental illness from the county jail to a hospital-like setting will decrease
the overall jail population and create a safer atmosphere for deputies and jail staff. It will also
increase the likelihood of success once that person is transferred to a residential treatment
bed. Persons who would otherwise be waiting in the county jail without appropriate treatment
services may voluntarily transfer to this unit. It is explicitly designed and intended for use as a
transitional facility for persons awaiting transfer to residential treatment elsewhere or to
another appropriate placement.
With consent of the parties in the criminal case, and based upon a clinical determination by
mental health professionals, a judge may authorize voluntary transfer to the BHJC. The secure
unit is not a replacement for the jail, but rather an appropriate venue for successful transition
in one direction-from the jail to mental health treatment. The locked unit cannot be accessed
except via voluntary transfer from the county jail. Clients in other levels of treatment in the
BHJC or the community will not be sent to the secure floor. In addition, individuals wili not be
sentenced to serve jail time in the BHJC. Moving individuals with mental illness from the
county jail to the BHJC not only ensures the needs of this population are better met, it will also
free up traditional county jail beds, further reducing the need for a new jail.

Individuals found incompetent to stand trial on felony charges languish in jail for up to six
months without treatment waiting for transfer to a state hospital. Having a local competency
restoration program would permit clinicians to begin the restoration process immediately after
the competency finding, and would ensure that the county is not violating the constitutional
rights of those who have been found incompetent to stand trial.
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To address the lack of communication and coordination between agencies that interact with
the criminal justice system, the BHJC should employ a Multidisciplinary Care Coordinator to
span the different administrative structures, funding mechanisms, and treatment approaches
of the community behavioral health and criminal justice systems. By employing a single person
or entity to oversee both systems, San Fran Cisco will be able to close gaps and ensure
accountability for outcomes across the mental health care continuum.

San Francisco Collaborative Courts recently received a grant to implement a peer mentor
program for all clients participating in problem solving courts. The Mentoring and Peer Support
(MAPS) Project is designed to enhance behavioral health and wellness outcomes among
substance using men and women under Court jurisdiction who have diagnoses of severe and
persistent mental illness. A centralized Peer Mentor Center will facilitate better communication
between clients and mentors and result in better outcomes.

Along with providing direct service onsite, the BHJC will be a referral source to numerous other
treatment providers in the community, including a direct relationship with the Adult Probation
Department's CASC Center. The BHJC will refer individuals between the two programs
depending on individual needs of the participants.

Along with untreated mental illness, many of the individuals in jail and in the community have
untreated medical needs that impair functioning. At this location, each person would be
screened by medical providers and directed to appropriate medical services in the community.

Family members and caregivers of people with mental illnesses often play a large role in
helping and supporting them. The San Francisco Collaborative Courts have a strong
relationship with National Alliance for Mental Illness (NAMI) and rely upon its members for
education and training. By working with NAMI, the BHJC can include family members in the
criminal justice process from the beginning, resulting in better outcomes for the family and for
the person in crisis.

The BHJC can also house courtrooms designed for problem-solving courts that do not have the
need for accommodating a jury. Placing collaborative courts in a separate location from
traditional criminal courts will enhance the stakeholders' ability to work together and foster
the non-adversarial atmosphere necessary for a problem-solving court.
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The BHJC proposed here is a collaborative interagency center designed to (1) bridge a divide
between the criminal justice system and community-based treatment programs for mentally ill
individuals, and (2) ensure diversion from the criminal justice system at the earliest possible
opportunity. The center should therefore be administered by an independent organization with
oversight and support from a joint authority of medical, mental health, and criminal justice
agencies.
One possible model would be the creation of a Joint Powers Authority pursuant to the Joint
Exercise of Powers Act. The term "joint powers" describes government agencies that have
agreed to combine their resources and power to work on common problems. Joint Powers
Agreements (JPAs) are commonly used in construction projects, including the building of
mental health facilities. According to the state Senate Local Government Committee,
"Agencies create JPAs to deliver more cost-effective services, eliminate duplicative efforts, and
consolidate services into a single agency."3 6

Although the Behavioral Health Justice Center proposed here is a novel approach specific to
the needs of San Francisco, several cities and counties across the country have designed
programs similar to this concept.

Pursuant to a voter-approved bond measure in 2004, the county is in the process of renovating
a former state mental hospital to create a 200-bed "Mental Health Diversion Facility" designed
as a complete continuum of care for people with mental illness in the criminal justice system.
The facility is expected to open in 2016 with 168 residential treatment beds for stays up to 90
days and 32 shorter-term crisis beds. The facility will also have a number of outpatient or day
services, a courtroom for defendants with mental illnesses and eligible for diversion programs,
and a primary health care unit. Services will be coordinated through case managers with
probation officer involvement as needed. The facility is designed for both pretrial and postconviction defendants, as well as people charged and convicted of felonies and misdemeanors.
The Mental Health Diversion Facility is designed to be part of a larger continuum of services for
people with mental illness in the criminal justice system in Miami. Other components include
Crisis Intervention Team training for police and school personnel, as well as the Eleventh
Judicial Circuit Criminal Mental Health Project (CMHP), which includes pre- and post-arrest
mental health diversion programs. Since implementation, the CMHP program has seen a drop
in recidivism rates for people involved. Recidivism rates for people accused of misdemeanors
dropped from 75% to 20%, and people accused of felonies have a recidivism rate of only 6%.
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Since 2002, the Center for Health Care Services has provided services to people with mental
illness who would otherwise end up in the criminal justice system, diverting approximately
7,000 people annually from jails and prisons to psychiatric services and community-based
clinics. The center has a 48-hour inpatient psychiatric unit, sobering and detox centers,
outpatient primary care and psychiatric services, a 90-day recovery program, housing for
people with mental illnesses, and job training and a program to help people transition to
supported housing.
Central to the model are partnerships between the Center for Health Care Services with local
law enforcement, fire and emergency response teams, and community organizations to
identify 46 distinct intervention points for people with mental illness. The center is estimated
to save the county $10 million annually, and the State Legislature has appropriated funds to
expand the model to other counties.

The Memphis Police Department created the Crisis Intervention Team, which has become a
national model to train law enforcement to recognize and respond to individuals with serious
mental illness. The program is designed to train officers on how to deescalate scenarios and
humanely assist people in crisis, as well as to work with local mental health services to increase
referrals to appropriate mental health care. Ultimately, the program is designed to divert
people with mental illness to treatment and away from jails and prisons. Jurisdictions with CIT
training saw an 80% reduction in injuries to police officers responding to mental health calls and
people with mental illness who interfaced with an officer with CIT training were less likely to be
rearrested than a typical interaction. These jurisdictions were able to transport people with
mental illness to a treatment facility, rather than jail, 49% of the time.

For decades San Francisco has been guided by well-respected national policymakers in the
development of programs at the intersection of mental health and criminal justice. Here we
highlight three seminal policy documents that should be applied in the creation of the BHJC.

Developed by SAMHSA's GAINS Center for Behavioral Health and Justice Transformation, the
Sequential Intercept Model (SIM) identifies five "intercepts" where people with mental illness
engage with the criminal justice system: law enforcement; initial detention/initial court;
jails/courts; reentry; and community corrections. Notably, San Francisco's Work Group to ReEnvision the Jail is using the SIM to guide its development of justice and behavioral health
system reforms.
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The proposed BHJC is grounded in the Sequential Intercept Model. It would allow the
community to develop a robust pre-booking diversion program to redirect people out of the
system at the initial interaction with the police and ensure that individuals at later intercepts
have timely access to the levels of care they need. For the first time, the City would be able to
provide linkage to services at all five intercepts in a single location with a coordinated
approach.

In 2002, the Council for State Governments published a landmark document advancing 47
policy recommendations to help communities improve their response to people with mental
health issues in the criminal justice system. Commonly known as The Consensus Project, the
policy ideas were central in shaping Behavioral Health Court and other collaborative programs
in the Superior Court of San Francisco.
The document makes recommendations at all points along the criminal justice continuum; pre
arrest, post-arrest, pre-trial, post-conviction, and includes policies on training, outreach and
evaluation. While the community has done a remarkable job of implementing many of these
policies, progress has been piecemeal. The criminal justice system's response to people with
mental illness remains fragmented. The BHJC will advance the core principles of The Consensus
Project by centralizing services in a single location and co-locating services to facilitate better
communication, improve outcomes, and insure accountability.

In September of 2009, the National Leadership Forum on Behavioral Health/Criminal Justice
Services (NLF) released a report on the growing crisis of people with mental illness in jails and
prisons. A key recommendation in the NLF report is The Essential System of Care. In that single
recommendation, the NLF outlines eight evidence based practices that every community needs
to implement to begin reversing the damage from decades of failed public policy. These
practices include forensic intensive case management, supportive housing, peer support,
accessible and appropriate medication, integrated dual diagnosis treatment, supported
employment, forensic assertive community treatment, and cognitive behavior interventions
targeted to risk factors.
San Francisco has implemented all eight of these practices in its Behavioral Health Court. The
court has become a national model and shown measurable improvements for participants and
for the safety of the public.4° However, Behavioral Health Court serves a small population of
San Franciscans a11d the intervention happens only when people are well entrenched in the
criminal justice system. The BHJC, on the other hand, will build on the success of the court and
expand the reach of the community to engage people all along the criminal justice continuum
with research-based treatment interventions. The BHJC will dramatically increase the number
of people we can connect to quality treatment and do so at an earlier point in time.
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Any long-term sustainable approach to public safety-in San Francisco or elsewhere-must
confront and address the role of mental illness and addiction. Traditional approaches-in
particular, our jails and prisons-are almost singularly ill-suited for this task. In fact, relying on
them for a purpose for which they were never intended has proven highly counterproductive.
It creates and worsens many more problems than it solves. San Francisco already has taken a
decisive step in rejecting state funds to build more traditional jail beds. By investing in a
Behavioral Health Justice Center, San Francisco would be one of the first communities in the
nation to take a second, equally bold step toward creating a justice system that promotes the
well-being and safety of all of our community members.
With nearly half of California's jail and prison population suffering from mental illness, it is
obvious that the status quo is failing and it is time to set a more strategic course. The
Behavioral Health Justice Center will create a seamless continuum of care in San Francisco and
will help make treatment and rehabilitation of individuals with mental illness in our justice
system more effective, more efficient, and more just.
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CBT teaches individuals in treatment to recognize and
stop negative patterns of thinking and behavior. For instance, cognitive-behavioral therapy
might help a person be aware of the stressors, situations, and feelings that lead to
substance use so that the person can avoid them or act differently when they occur.
~~·_,.2,_=_.,_._._ mental health treatment that incorporates the
influence of gender differences in the prevalence, course and burden of mental illnesses.

FACT is a treatment model that addresses a
significant gap in our service delivery systems by targeting the interface between mental
health and criminal justice services. FACT provides assertive outreach and comprehensive
services. FACT adds legal leverage in the form of judicial monitoring to comprehensive, high
intensity, mobile, psychiatric treatment. Treatment is provided by a team of professionals
with services determined by an individual's needs for as long as required.
case management designed for justice-involved
people with multiple and complex needs that features services provided when and where
they are needed. FICM focuses on brokering rather than providing services directly.
""""''''-"'-'--'-'-·treatment for mental and substance use disorders
simultaneously and in the same setting.
Forensic peer specialists can expand the continuum of services available to
people with mental and substance use disorders and help them engage in treatment by
bringing real-world experience with multiple service systems and an ability to relate one-onone to people struggling to reclaim their lives.
=~;~~------~-~_.,.._.__.r-•-"'f_."_._..._._._,_. an evidence-based practice that helps people with mental illnesses
find and keep meaningful jobs in the community. Employment specialists closely coordinate
with rehabilitation and clinical treatment practitioners, creating a comprehensive treatment
program and providing ongoing support as needed. Jobs exist in the open labor market, pay
at least minimum wage, and are in work settings that include people who are not disabled.

'"'-"'·"'-I""'"'-'--~~_,,___,.,,__,_.._."'--"""'-'-'-"'""-

permanent, affordable housing linked to a broad range of supportive
services, including treatment for mental and substance use disorders.
a trauma-informed approach is one that (1) Realizes the widespread
impact of trauma and understands potential paths for recovery; (2) Recognizes the signs
and symptoms of trauma in clients, families, staff, and others involved with the system; (3)
Responds by fully integrating knowledge about trauma into policies, procedures, and
practices; and (4) Seeks to actively resist re-traumatization.
-·-·--·-"'-'''-'-"'---'-"-"-I-="-''-'-""""--'"'-"'-"--"-'
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Serving
Needs of Cri inal ustice-involved
Patients with Mental Health and Substance Use
disorders
Tanya Mera, LCSW
Director, Jail Health Behavioral Health and Reentry Services
San Francisco Department of Public Health

COMMUNITY BEHAVIORAL HEALTH SERVICES

JAIL HEALTH BEHAVIORAL HEALTH SERVICES

Residential Treatment

Psychiatric Housing &
Programming

(443 beds: SUD/MH/DDX)

(Psychiatric Housing/185
beds)

Crisis Intervention

Crisis Intervention

(34 ADU Beds +
Dore Urgent Care)

(Safety Cells & SubAcute Housing)

Hospitalization with
Involuntary Treatment
& Conservatorship

Hospitalization with
Involuntary Treatment
(ZSFG 7L, 6-10 beds)

(44 ZSFG Psych beds
133 IMO beds)

:c
OQ

:::r

*Linkage to community
treatment occurs at all
levels and can include

conservatorship

*

• Outpatient Treatment: No wait
• Intensive Case Management/FSP: >2 months
• Acute Diversion Unit: 16 days
• Residential (MH/Dual Dx): 84 days
• Residential (SUD): 28 days
• Locked Psychiatric Facility: 2 weeks-12 months

• Health Commission Resolution on Incarceration
• Multidisciplinary Jail Treatment Teams (SFSD & JHS)
• Mental Health Diversion grant application
•SB 1045
• AB 1557
• MacArthur Foundation Safety and Justice Challenge Grant

Low Barrier Medications for
Addiction Treatment
Pilot program to provide addiction
treatment with few barriers.

Medical Respite

Improved Linkages

Recovery Residences

Street Medicine and
Shelter Health

Low Barrier Medications for
Addiction Treatment

Team expanded to provide
additional outreach and
medical services for people
exp. homelessness.

2019

~
San Francisco
Healing Center

Hummingbird Place

Health Fairs

~

2018

~
15 beds opened to serve
as navigation center for
clients with behavioral
health issues.

First health fair dedicated to
harm reduction services, health
promotion, and care targeted to
people experiencing
homelessness.

Opening 72 new transitional
housing beds for people
exiting substance use
treatment programs.

Expanded pilot program to
include 10 staff providing
addiction treatment.

2017

2016

Adding peer counselors
and social workers to PES
and Hummingbird.

Added 31 beds to provide post-hospital
recuperative care and sobering services for
people too sick for shelters or the street.

40 beds added for
behavioral health
residential treatment.

HSOC
lnteragency coordinated
response to street behavior
and people experiencing
homelessness.

Hummingbird Place

Increased capacity to 29
stabilization beds to care
for clients with
behavioral health issues.

What is the sequence of events in the criminal justice system?

servloos

Prosecution and

Sentencing
and sanctions

Adjudication

Corrections
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CITY AND COUNTY OF SAN FRANCISCO

OFFICE OF THE DISTRICT ATTORNEY

George Gascon
District Attorney

April 11, 2019
The Honorable Rafael Mandelman
1 Dr Carlton B. Goodlett Place
City Hall, Room 244
San Francisco, Ca. 94102
Dear Supervisor Mandelman,
Thank you for calling a hearing regarding Behavior Health Court and its role in addressing the
needs of individuals in the criminal justice system that have significant behavioral health needs.
The various departments working at this intersection are approaching the work with energy and
ingenuity, and I am optimistic that together we can make progress on this complex topic. My
letter today is intended to lay out a variety of ideas that can improve outcomes. As the Chief Law
enforcement official for the City and County of San Francisco, a primary concern is that the
absence of sufficient and effective services for this population continues to result in police, the
Sheriff, defense attorneys, the courts, and my office using the criminal justice system to respond
to a public health crisis.
As you know, individuals with serious behavioral health needs are disproportionately
represented in the criminal justice system. According to a 2016 report by the Budget and
Legislative Analyst's (BLA) office, 17 percent of individuals in jail custody are diagnosed with a
Serious Mental Illness, and over 36 percent of the 13,510 individuals booked into San Francisco
County Jail were seen by Jail Behavioral Health Services. 1 Researchers have concluded that
custodial settings exacerbate behavioral health conditions. 2 This means that the absence of both
sufficient and appropriate services for this population makes them far more prone to re-offend
upon release. We are therefore spending a tremendous amount of resources on inhumane and
ineffective interventions that are not producing favorable outcomes.

The Department of Public Health (DPH) has made significant strides to increase its provision of
behavioral health services. Nonetheless, individuals who are justice-involved are effectively
deprioritized. In fact, according to the Workgroup to Re-envision the Jail, justice involved
individuals awaiting service placement in San Francisco County Jail have had to wait five times
longer than non-justice involved individuals.3 This fundamentally cripples our ability to
effectuate positive outcomes as offenders often choose to plead guilty in order to get out of jail
rather than wait in custody to be connected to services.
Below is an overview of some important initiatives as well as my thoughts on necessary next
steps that will enable us to continue our progression on this critical issue.

Behavioral Health Court (BHC)
The mission of the Behavioral Health Court (BHC) is to enhance public safety and reduce
recidivism of criminal defendants who suffer from serious mental illness by connecting them
1

Board of Supervisors Budget and Legislative Analyst's Office, Policy Analysis Report, May 25, 2016, p.13
Office of the Controller County Jail Needs Assessment, October 2013, p. 17; Office of the Controller Update to the Jail Population Forecast,
June 2016, p.5.
3
Presentation by the San Francisco Department of Public Health to the Workgroup to Re-Envision the Jail Replacement Project, April 8, 2016.
2
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with community treatment services. BHC participation reduces the probability of a new violent
criminal charge by 55 percent in the 18 months after entering the program when compared to
other in-custody individuals who suffer from mental illness. On average, each participant saves
the criminal justice system over $10, ooo during the first year of BH C.
The absence of sufficient services for this population has been a significant challenge. In 2017,
individuals in-custody awaiting placement in a residential behavioral health program regularly
spent up to 90 additional days in jail simply waiting for a treatment bed in the community.
Law Enforcement Assisted Diversion (LEAD)
LEAD is an innovative pre-booking diversion program that refers repeat, low-level drug
offenders to community-based health and social services as an alternative to jail and
prosecution. This referral is made as soon as they come into contact with law enforcement. San
Francisco's program is modeled after Seattle's, an evaluation of which revealed that participants
were 58% less likely than people in the control group to be rearrested. The evaluation also
found statistically significant reductions for the LEAD group compared to the control group in
average yearly criminal justice and legal system utilization and associated costs.
San Francisco's LEAD program focuses on the Tenderloin and Mission districts where a
significant percentage of the city's drug incidents occur. With the state grant funding ending in
June, this important work needs to continue. LEAD working group partners submitted budget
requests to ensure this work continues. I strongly encourage the Mayor and the Board to
prioritize these budget requests, and to work with the LEAD working group to expand the
eligibility criteria and relaunch the program citywide.
Mental Health Diversion
Last summer the Governor signed AB 1810 which provides a defendant charged with almost any
type of misdemeanor or felony a pathway to diversion from prosecution if they can demonstrate
that the offense was committed as a result of a treatable mental health disorder. AB 1810 may
be used at the discretion of the superior court, and San Francisco's Superior Court has elected to
do so. Since August 2018, 131 petitions have been filed - however, the Public Defender's Office
has estimated that up to 40 percent of their office's caseload will be eligible for Mental Health
Diversion (MHD). Using last year's filing numbers and estimating that the Public Defender
handles approximately 60 percent of all cases, we project that their office may file as many as
1,800 MHD petitions annually. Adding in cases represented by private counsel, the total
number of potential petitions could range from 1,800 to 3,000.
In order to ensure the objectives of AB 1810 are satisfied, city leaders should ensure there are
sufficient and appropriate services to accommodate the anticipated increase in demand.
Without a significant increase in available services for this population the court will either not be
able to divert individuals suffering from mental illness, or we will face significant equity
challenges as those with resources will be able to take advantage of this law while the
economically disadvantaged will not.
MacArthur Foundation Grant
In October, The John D. and Catherine T. MacArthur Foundation awarded a $2 million grant to
my office in partnership with the Superior Court, Public Defender's Office, Sheriff and Adult
Probation Department to reform the local criminal justice system. The funding supports the
implementation of strategies that address the main drivers oflocal jail incarceration, including
ineffective practices that take a particularly heavy toll on people with mental health and
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substance abuse issues. The initiative is intended to help eliminate the need for a replacement
jail facility.
This grant gives San Francisco access to expertise and technical assistance, and we need to take
advantage of this opportunity by committing the local resources necessary to meet our collective
goals. All of the partners to this grant have concluded that reducing case processing and the
wait time for treatment is a key strategy, and we should therefore ensure sufficient resources are
provided in order to realize this goal.
·

A Comprehensive Needs Assessment
There is widespread agreement that San Francisco needs to do more to meet the demand for
behavioral health services for the justice-involved population. However, San Francisco has
never studied what services are needed, at what scale, where in the community these services
should be located, and much more. Furthermore, these figures are not static; they will change
over time. Therefore, it is essential that San Francisco conduct a robust needs assessment for
justice-involved individuals with behavioral health needs, and that we continue to update it over
time. We cannot meet the pressing and challenging needs of this 21st century public health
epidemic without knowing its scope.
Thankfully, my partners at DPH and throughout the criminal justice system agree that this is an
essential step, and we look forward to working with you to ensure that a needs and gap
assessment is completed and that we have the results necessary to develop a coordinated system
of services that can meet the needs of our justice-involved population.
In conclusion, I am grateful that the dialogue on this complex topic has advanced so
considerably. Three years ago, the absence of a continuum of care for this population led me to
convene four experts in this field who ultimately recommended that San Francisco construct a
Behavioral Health Justice Center. In recognition of similar challenges, the Los Angeles County
Board of Supervisors recently approved a plan to tear down the Men's Central Jail downtown
and build a mental health treatment center in its place. It is my opinion that such an approach
should be considered as the Board considers how to meet this challenge.
Ultimately, we must recognize the crucial role that the mental health system plays in ensuring
public safety, and our approach to serving individuals who cycle between the streets, the
hospitals and jails must change. What is clear is that we cannot solve our modern behavioral
health challenges for the justice-involved population by adhering to the same playbook. We
need a new approach, and I look forward to working with you and my partners in the criminal
justice and public health systems to deliver the solutions that our community deserves.
Sincerely,
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George Gascon
San Francisco District Attorney
CC:

San Francisco Mayor London Breed
San Francisco Board of Supervisors
San Francisco Sheriff Vicki Hennessy
San Francisco Public Defender Manohar Raju
San Francisco Chief of Police William Scott
San Francisco Director of Public Health Dr. Grant Colfax

