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MENTALLY ILL OFFENDER TREATMENT AND 
CRIME REDUCTION ACT OF 2003

TUESDAY, JUNE 22, 2004

HOUSE OF REPRESENTATIVES, 
SUBCOMMITTEE ON CRIME, TERRORISM,

AND HOMELAND SECURITY 
COMMITTEE ON THE JUDICIARY, 

Washington, DC.
The Subcommittee met, pursuant to notice, at 3:03 p.m., in Room 

2141, Rayburn House Office Building, Hon. Howard Coble (Chair 
of the Subcommittee) presiding. 

Mr. COBLE. Good afternoon, ladies and gentlemen. The Judiciary 
Subcommittee on Homeland Security, Terrorism, and Crime will 
come to order. 

Before I begin, I am told, Ms. Nolan, you need to depart at 4:15 
today, so we will try to accommodate you to that end. 

The Bureau of Justice Statistics estimated in 1999 that 16 per-
cent of State prison inmates, seven percent of Federal inmates, and 
16 percent of those in local jails who are on probation reported ei-
ther a mental condition or an overnight stay in a mental hospital. 
According to BJS, white inmates or Caucasian inmates were more 
likely than blacks or Hispanics to report a mental illness, and of-
fender mental illness was highest for those between the ages of 45 
and 54. 

According to this study and others, homelessness and unemploy-
ment are more prevalent among the mentally ill. Additional statis-
tics show that six in ten mentally ill State inmates were under the 
influence of alcohol or drugs at the time of the offense, and a third 
of all mentally ill offenders were alcohol dependent. 

BJS also found that six in ten of the mentally ill received treat-
ment while incarcerated. These statistics show the importance of 
mental health treatment as well as additional assistance for the 
mentally ill non-violent offenders who end up in the criminal jus-
tice system. The statistics also reveal the importance of treatment 
of not only the drug or alcohol abuse issues, but also the under-
lying mental illness. 

This hearing will examine the prevalence of mental illness in the 
criminal justice system and explore methods of addressing this 
problem. Currently, the Department of Justice administers a Men-
tal Health Court grant program in some States. This legislation, 
which we will review today, S. 1194, the ‘‘Mentally Ill Offender 
Treatment and Crime Reduction Act of 2003,’’ would create a grant 
program to encourage more States to address this issue. 
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Now, I have discussed this bill in detail with Senator DeWine, 
and he is enthusiastically supportive, as am I, but I have some sec-
ond thoughts about the authorized cost. We can talk about that an-
other day or perhaps today. 

But I look forward to hearing from our witnesses today to shed 
some light on this important issue, and I am now pleased to recog-
nize the distinguished gentleman from Virginia, Mr. Bobby Scott, 
the Ranking Member. 

Mr. SCOTT. Thank you, Mr. Chairman. I am pleased that you 
have scheduled this hearing on the ‘‘Mentally Ill Offender Treat-
ment and Crime Reduction Act of 2003.’’ This bill, which passed 
the Senate by unanimous consent on October 27, 2003, is sponsored 
by Senators DeWine and Leahy. It is essentially the same as H.R. 
2387, sponsored by Representative Strickland, except for the provi-
sions to include substance abuse programs among those with which 
there is required collaboration under the bill. 

This legislation represents phase two of an effort that started in 
the 106th Congress when Congressman Strickland and Senator 
DeWine led a successful effort in getting, quote, ‘‘Americans Law 
Enforcement and Mental Health Project Act’’ passed. That bill cre-
ated a Department of Justice grant program which helped State 
and local governments establish Mental Health Courts. These 
courts provide specialized dockets which bring mental health pro-
fessionals, social workers, public defenders, and prosecutors to-
gether to divert mentally ill offenders into a treatment plan. 

The indication is that the pilot Mental Health Courts projects 
that we authorized have been proven successful. We will hear the 
details from our witnesses, but it is clear that a significant number 
of Mental Health Courts and other diversion programs have sprung 
up since the law was passed. It is also clear that they have success-
fully diverted individuals with mental health problems from the 
criminal justice system into treatment, restoring individuals to 
healthy, productive lives, and saving money, comparing the lower 
cost of treatment to incarceration. 

S. 1194 will build on the Law Enforcement and Mental Health 
Project Act’s success by providing additional resources for commu-
nities that wish to create Mental Health Courts. The bill will make 
a significant commitment to addressing the needs of both the crimi-
nal justice system and the mentally ill offender population. It offers 
grants to communities to develop diversion programs, mental 
health treatments in jails and prisons, and transition and after-
care services to facilitate reentry into the community. The bill also 
requires collaboration between criminal justice, mental health 
treatment, and substance abuse and other agencies at the local 
level in collaboration with the Federal level through creation of an 
interagency task force. 

This is clearly necessary, appropriate, and helpful legislation to 
address a serious problem in the criminal justice and mental 
health treatment administration. I look forward to the testimony of 
our witnesses and working with you and our colleagues, Mr. Chair-
man, in getting this bill signed into law. 

Mr. COBLE. I thank the gentleman, and I am pleased to welcome, 
as well, the distinguished gentleman from Florida, Mr. Feeney, and 
the distinguished gentleman from Virginia, Mr. Goodlatte. 
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Mr. GOODLATTE. Mr. Chairman? 
Mr. COBLE. The gentleman from Virginia? 
Mr. GOODLATTE. Mr. Chairman, I would ask unanimous consent 

that a statement from Representative Strickland from Ohio be en-
tered into the record. 

Mr. COBLE. Without objection, it will be received. 
[The prepared statement of Mr. Strickland follows in the Appen-

dix] 
Mr. COBLE. Our first witness today is Ms. Cheri Nolan. Ms. 

Nolan was appointed as Deputy Assistant Attorney General for the 
Office of Justice Programs in July of 2001. She has served four At-
torneys General and three Presidents. Prior to her service at OJP, 
Ms. Nolan worked for the television show ‘‘America’s Most Want-
ed,’’ known to all of us, as well as serving in the White House staff 
of President Ronald Reagan and in various cabinet agencies, in-
cluding the Departments of Commerce, Energy, and Treasury. 

Our second witness is Mr. Ted Sexton. Mr. Sexton has been the 
Sheriff of Tuscaloosa County since January 1991 and is currently 
serving in his fourth term. As Sheriff, Mr. Sexton served eight 
courts and has law enforcement jurisdiction over 1,340 square 
miles within Tuscaloosa County. He is currently Vice President of 
the National Sheriffs Association and will be President of the Asso-
ciation in 2005. Mr. Sexton earned his Bachelor of Arts degree at 
the University of Alabama and is a graduate of the FBI National 
Academy. And Mr. Sexton—pardon my immodesty, I am a fairly 
decent geographer—I assume Tuscaloosa County is in Alabama. I 
didn’t know that was certain, but I figured that. [Laughter.] 

Next, we have Dr. John Monahan. Dr. Monahan is a psychologist 
and holds the Doherty Chair of Law at the University of Virginia, 
where he is a professor of psychology and psychiatric medicine. Dr. 
Monahan has been appointed to the Committee on Law and Justice 
of the National Research Council. His work has been cited in nu-
merous court decisions, and he has received distinguished awards 
for two of his books, The Clinical Prediction of Violent Behavior 
and Rethinking Risk Assessment. 

Finally, we welcome Mrs. June Poe. Mrs. Poe, I believe you are 
a constituent of Congressman Goodlatte, and he has requested the 
honor of introducing you. 

Mr. GOODLATTE. Mr. Chairman, thank you very much. Thank 
you for holding this hearing on what is clearly a very important 
issue that needs to be carefully examined because I don’t think we 
are giving our courts and our prison system, frankly, the kind of 
flexibility they need to have treatment and punishment fit the cir-
cumstances of the individuals who present themselves to them. 

We have somebody here with us today who can speak from per-
sonal experience. She is speaking on behalf of the National Alliance 
for the Mentally Ill, but she has five children. She is a widow, and 
I know that that has been a challenge for her because one of her 
children does have a mental illness and has had some problems 
with our criminal justice system as a result. 

So I very much welcome her and am delighted to have the oppor-
tunity. I thank you, Mr. Chairman, for inviting her to testify today. 

Mr. COBLE. I thank the gentleman from Virginia. 
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Representative Strickland, the gentleman from Ohio, I know you 
have been very interested in this legislation, and even though you 
don’t sit as a Member of this Subcommittee, we would be happy to 
have you join us up here. You would not be able, however, to par-
ticipate and question the witness. If you would like to come up and 
sit with us, you would be welcome to do so. 

Mr. STRICKLAND. Thank you, Mr. Chairman. 
Mr. COBLE. Ladies and gentlemen, it has become the practice of 

the Subcommittee to administer the oath to our witnesses appear-
ing before us, so if you all would please stand and raise your right 
hands. 

Do each of you solemnly swear that the testimony you are about 
to give this Subcommittee shall be the truth, the whole truth, and 
nothing but the truth, so help you, God? 

Ms. NOLAN. I do. 
Mr. SEXTON. I do. 
Mr. MONAHAN. I do. 
Mrs. POE. I do. 
Mr. COBLE. Let the record show that each of the witnesses has 

answered in the affirmative and you may be seated. 
Again, I welcome you all. Folks, so you will be familiar with the 

drill, we operate under the 5-minute rule here. When you see that 
red light illuminate in your eye, that is your warning that the 5 
minutes have elapsed, and if you don’t cease and desist I am going 
to order Sheriff Sexton to take you—— [Laughter.] 

Mr. Scott and I are not that hard-hearted, but in view of Mrs. 
Poe’s schedule, as well, we do try to do the 5-minute rule. Your tes-
timony has been examined. The amber light will appear first and 
the amber light will tell you that the ice is becoming thin, then the 
red light, the 5 minutes have expired. 

Ms. Nolan, if you will commence. 

TESTIMONY OF CHERI NOLAN, DEPUTY ASSISTANT ATTORNEY 
GENERAL, OFFICE OF JUSTICE PROGRAMS, U.S. DEPART-
MENT OF JUSTICE 

Ms. NOLAN. Thank you, Mr. Chairman. Mr. Chairman, Mr. Scott, 
and Members of the Subcommittee, I am Cheri Nolan, Deputy As-
sistant Attorney General of the Office of Justice Programs. I am 
pleased to be here on behalf of the United States Department of 
Justice, especially the Office of Justice Programs, to discuss how 
the criminal justice system responds to individuals with mental ill-
ness who are involved with the system. 

This is an issue that cuts across Federal, State, and local bound-
aries, with mentally ill individuals being held everywhere from city 
lockups to Federal prison facilities. For example, OJP’s Bureau of 
Justice Statistics reported that in the year 2000, 13 percent of 
State prisoners were receiving some mental health therapy and 
nearly 10 percent were receiving psychotropic medications. Those 
figures translate to 143,000 prisoners receiving mental health ther-
apy and 110,000 on medications. 

Another BJS report found that 16 percent of correctional detain-
ees self-reported that they had a mental illness. This increasing 
number of people with mental illness in the criminal justice system 
has become one of the most pressing problems facing law enforce-
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ment in corrections today and it is an issue with both major public 
safety and fiscal implications. 

However, we need to be clear at the outset that individuals who 
are found guilty of committing crimes must be held accountable. If 
they commit a serious crime, then they need to be incarcerated 
whether or not they are mentally ill. We will not absolve someone 
of responsibility for committing a crime simply because he or she 
has a mental illness. 

At the same time, we hear from police, prosecutors, judges, and 
correctional administrators that they are frustrated with existing 
responses to people with mental illness who commit less serious 
non-violent crimes. On the one hand, when these individuals are 
not incarcerated and remain in the community, they continue to 
tax public safety resources and can be a threat to public safety. On 
the other hand, even when those with mental illness do spend time 
in jail, the criminal justice system is a revolving door with ex-
tremely high recidivism rates for persons with mental illness. 

Without connections to treatment, support services, and housing, 
mentally ill individuals will continue to re-offend and jeopardize 
public safety. That is why pre-release planning and cross-agency 
collaboration are vital to the successful reentry of these individuals 
into the community. 

Today, however, this collaboration is the exception, not the rule, 
but we believe that OJP can be a valuable resource to State and 
local governments in these efforts. We can promote promising prac-
tices, provide technical assistance, and conduct research that will 
stimulate the development and replication of programs and policies 
that will increase public safety and make the justice system more 
efficient. 

For example, OJP’s Bureau of Justice Assistance has published 
a monograph which is the first in-depth examination of Mental 
Health Courts and will be a guide to communities in developing 
their own courts. BJA has also provided grants totaling approxi-
mately $5.5 million to 37 jurisdictions in 29 different States to fund 
Mental Health Courts. These 2-year grants, totaling about 
$150,000 per site, have helped some existing courts add key compo-
nents to their programs and have helped other courts launch their 
operations. 

BJA sponsored the first ever national meeting of mental health 
court practitioners in Cincinnati, Ohio, this past January, which 
was part of OJP’s overall goal of providing information and tech-
nical assistance to the field. We will also publish guides for imple-
menting and operating Mental Health Courts later this year. 

Through these activities and through our own interagency col-
laboration with the Department of Health and Human Services, as 
well as with the Council of State Governments, we are able to dem-
onstrate to State and local governments that the collaboration be-
tween mental health and criminal justice agencies is not only pos-
sible, but extremely valuable. 

My experience over the years and most recently at OJP tells me 
that no one sector or one agency alone can resolve the issues sur-
rounding the involvement of mentally ill individuals in the criminal 
justice system. However, together, we can come closer to an out-
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come that will both provide necessary treatment and preserve pub-
lic safety. 

I thank you for your interest in this critical issue and I will be 
pleased to answer any questions that you might have. 

Mr. COBLE. Thank you, Ms. Nolan. 
[The prepared statement of Ms. Nolan follows:]

PREPARED STATEMENT OF CHERI NOLAN 

Mr. Chairman, Mr. Scott, and Members of the Subcommittee, I am Cheri Nolan, 
Deputy Assistant Attorney General of the Office of Justice Programs. I am pleased 
to be here this afternoon on behalf of the U.S. Department of Justice (DOJ) and es-
pecially the Office of Justice Programs to discuss how the criminal justice system 
responds to individuals with mental illness who are involved with the system. 

This is an issue that cuts across federal, state, and local boundaries, with men-
tally ill individuals being held everywhere from city lockups to federal prison facili-
ties. 

It is becoming clear that the increasing number of people with mental illness in 
the criminal justice system is one of the most pressing problems facing law enforce-
ment and corrections today. This issue has both major public safety and fiscal impli-
cations. 

To understand the policy implications facing us, I would like to highlight some 
data about what prisons and jails are doing, and what has become a more and more 
common profile among offenders. According to a special report by the Office of Jus-
tice Programs’ Bureau of Justice Statistics (BJS), in 2000, nearly all (95 percent) 
state adult confinement facilities screened inmates for mental health problems. Of 
the nation’s 1,558 state public and private adult correctional facilities, 1,394 re-
ported they provided mental health services to their inmates. Nearly 70 percent of 
facilities housing state prison inmates reported that as a matter of policy they 
screened inmates at intake, 13 percent of state prisoners were receiving some men-
tal health therapy or counseling services at midyear 2000, and nearly 10 percent 
of state prisoners were receiving psychotropic medications. BJS’s report was based 
on the ‘‘2000 Census of State and Federal Adult Correctional Facilities,’’ which in-
cluded—for the first time—items related to facility policies on mental health screen-
ing and treatment. 

Another BJS report found that 16 percent of correctional detainees self-reported 
they had a mental illness. We all recognize that the accuracy of this estimate de-
pended on the ability and willingness of inmates to report such problems, which 
makes a strong argument for using uniform, proven assessment and screening tools. 
However, if this prevalence rate of mental illnesses among correctional detainees 
were used as the actual rate for program planning, there would be approximately 
2 million individuals with serious mental illnesses admitted to U.S. jails and prisons 
each year. 

I’m sure that we agree that all individuals who are found guilty of committing 
crimes must be held accountable. If the crime is serious, incarceration is the appro-
priate response, regardless of whether the perpetrator has a mental illness. Our pol-
icy is clear: we will not absolve someone of any responsibility for committing a crime 
simply because he or she has a mental illness. 

At the same time, police, prosecutors, judges, and corrections administrators regu-
larly voice their frustrations about existing responses to people with mental illness 
who commit low-level, less-serious crimes. When incarceration is not the answer, in-
dividuals with mental illness often are returned to the community, where, without 
access to appropriate housing and comprehensive mental health care and support 
services, they are more likely to be picked up for low level crimes once again in a 
costly and repetitive cycle. 

Yet, even for those with mental illness who spend time in jail, the criminal justice 
system is a ‘‘revolving door.’’ Recidivism rates for individuals with mental illness are 
extremely high. Let me cite two examples: first, according to an October 1998 article 
in Psychiatric Services, more than 70 percent of inmates with mental illness re-
leased from the Lucas County, Ohio jail were re-arrested over the course of 3 years, 
and second, according to the Los Angeles County Board of Supervisors’ Task Force 
on Incarcerated Mentally Ill, about 90 percent of Los Angeles County jail inmates 
with mental illness are repeat offenders, and almost one-third of the inmates have 
been incarcerated 10 or more times. 

These figures are a testament to the difficulty of ensuring that people with mental 
illness leaving correctional facilities are connected to needed treatment, support 
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services, and housing. Without those connections, these individuals will continue to 
re-offend and public safety will continue to be jeopardized. 

The involvement of people with mental illness in the justice system also is ex-
tremely expensive. County jails are forced to use huge portions of their pharmacy 
budgets for mental health treatment. According to Oregon’s Lane County Sheriff’s 
Office and Tennessee’s Benjamin Harrington/Knox County Mental Health Associa-
tion, respectively, in the past year, 58 percent of the pharmacy budget in Lane 
County and 80 percent in Knox County were spent on psychotropic medications. 
Many inmates with serious mental illness require 24-hour suicide watch. The New 
York Monroe County Sheriff’s Office, which houses just over 1,000 inmates in its 
jail, spent $315,000 in 1 year alone on overtime for officers assigned to this respon-
sibility. 

Managing individuals with mental illness in prison is no less costly. The Pennsyl-
vania Department of Corrections estimates that an inmate with serious mental ill-
ness costs $140 per day to incarcerate, nearly twice as much as an inmate without 
serious mental illness. 

In response to the need to address the combined problems of offender manage-
ment and increasing costs, state and local governments across the country are devel-
oping programs and policies unique to their jurisdiction’s criminal justice systems 
that aim to improve the response to people with mental illness from the initial con-
tact with law enforcement through the offender’s re-entry to the community from 
prison. 

For example, state and local governments have encouraged police departments to 
form crisis intervention teams, developed pretrial screening for defendants with 
mental illness, established mental health courts, specialized caseloads for probation 
officers, introduced new instruments to screen newly admitted inmates for mental 
illness, implemented therapeutic communities in jails and prisons for offenders with 
co-occurring substance abuse and mental health disorders, and formed multidisci-
plinary teams to work on inmates’ re-entry planning. 

At the heart of each of these emerging strategies is collaboration between the 
criminal justice and mental health systems, the crucial involvement of substance 
abuse treatment providers and other social service providers, and the need for af-
fordable housing and employment. As we have demonstrated in the cross-agency Se-
rious and Violent Offender Re-entry Initiative in which DOJ has partnered with the 
Department of Labor and the Department of Health and Human Services, no one 
sector or agency can solve this problem working alone. Together, they can make a 
difference. 

Today, however, this collaboration is the exception, not the rule. As we have 
learned, even those leaders in the criminal justice and mental health systems who 
are interested in working together are unsure of what they can do, and, despite the 
possibility of generating significant savings to the state and county, the limited 
budgets in most jurisdictions make it very difficult to experiment with new ideas. 

Yet, I believe that OJP can be a valuable resource to state and local governments. 
By promoting promising practices, providing technical assistance, and working with 
other DOJ agencies as well as with both the Substance Abuse and Mental Health 
Services Administration (‘‘SAMHSA’’) (in the Department of Health and Human 
Services) and NIMH to conduct research, we can stimulate the development and 
replication of programs and policies that will increase public safety and make the 
justice system more efficient. 

For instance, the Bureau of Justice Assistance (BJA) has supported the investiga-
tion and implementation of mental health courts. In 2000, BJA published the first 
in-depth examination of mental health courts, ‘‘Emerging Judicial Strategies for the 
Mentally Ill in the Criminal Caseload.’’ This monograph described the organization 
and operation of four of the earliest mental health courts and has helped guide com-
munities in developing their own mental health courts. 

In the Fiscal Year 2003 appropriation, BJA received funding for mental health 
courts, which we have administered according to the parameters established in P.L. 
106–515, ‘‘America’s Law Enforcement and Mental Health Project.’’ BJA has pro-
vided grants totaling approximately $5.5 million to 37 jurisdictions in 29 different 
states. These two-year grants, totaling approximately $150,000 per site, have helped 
some existing mental health courts add key components to their program and 
helped other courts in the planning stages launch their operations. 

Beyond direct grant funding, it is our responsibility to the field to provide infor-
mation and technical assistance grounded in research and representing sound crimi-
nal justice practice, regardless of whether the project receives OJP funding. That 
is why, in addition to the grant funding, OJP promotes technical assistance. 
Through this technical assistance, BJA sponsored the first-ever national meeting of 
mental health court practitioners in Cincinnati, Ohio this past January. In addition, 
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grantee courts are receiving guidance on issues such as connecting court clients to 
housing, responding to the particular needs of women, and gathering outcome data. 

Later this year, BJA will publish guides for implementing and operating mental 
health courts. As with all of our programs, we are working with the field to collect 
outcome data, which will further inform our policy decisions in this area. OJP’s Na-
tional Institute of Justice (NIJ), is one of BJA’s partners in these endeavors. NIJ 
plans to publish the results of its examination of the referral and decision-making 
processes of seven BJA-funded mental health courts. 

While mental health courts can be a component of addressing the problems associ-
ated with offenders with mental illness, other approaches are needed as well. That 
is why BJA has supported the Criminal Justice/Mental Health Consensus Project, 
which is coordinated by the Council of State Governments. The landmark Consensus 
Project Report provides hundreds of recommendations that policymakers and practi-
tioners agree will improve the response to people with mental illness who come in 
contact with the criminal justice system. 

In recent months, we have taken several steps at BJA to help state and local gov-
ernments think about this issue from arrest through re-entry. 

First, the Director of BJA has appointed a senior policy advisor for criminal jus-
tice and mental health issues. This is the first time the agency has had such a posi-
tion. It demonstrates our recognition that the involvement of people with mental ill-
ness in the justice system is becoming one of the most important issues facing local 
and state criminal justice agencies and that BJA must be responsive to their needs. 

Second, some grantees are using Serious and Violent Offender Re-Entry Initiative 
funds, better known as ‘‘re-entry,’’ to improve the transition that people with mental 
illness make from prison to the community. 

Third, BJA is currently developing a strategic plan to support the efforts of law 
enforcement, corrections, and courts in dealing with individuals with mental illness. 
In fact, earlier this month, a group of court and mental health experts met to de-
velop recommendations to BJA on what activities we and our federal partners could 
undertake to support court-based efforts to better address defendants with mental 
illness. 

Increasing collaboration between criminal justice and mental health agencies is 
essential at the state and local levels, as well as at the federal level. We are coordi-
nating our efforts with SAMHSA, particularly with regard to their Targeted Capac-
ity Expansion (TCE) Grants for Jail Diversion Programs. While the programs are 
similar in nature, SAMHSA is providing grants for pre- and post-booking diversions 
that do not involve continuous judicial oversight, treatment, and case disposition. 
BJA is funding models that provide continuous judicial oversight and intensive case 
management, ensuring that offenders remain accountable throughout the process. 
Our cooperative efforts with SAMHSA will also help ensure that the federal govern-
ment does not fund overlapping grant programs. 

In addition, the technical assistance providers for both agencies’ programs, the 
Council of State Governments and the TAPA Center for Jail Diversion (part of the 
GAINS Center funded by DOJ and SAMHSA), are working closely to coordinate 
their efforts. These organizations meet quarterly and are working together on a 
number of key issues, including promoting judicial leadership and better under-
standing the fiscal impact of mental illness in the justice system. 

This coordination helps us maximize the value of each agency’s grant program. 
Furthermore, this collaboration enables us to leverage each agency’s resources, ex-
pertise, and credibility with our respective constituencies in state and local govern-
ments. Most important, it allows us to demonstrate to state and local governments 
that the collaboration between mental health and criminal justice agencies is not 
only possible, but extremely valuable. 

And, BJA is working with SAMHSA to implement the policies identified in the 
July 2003 report of the President’s New Freedom Commission on Mental Health to 
maximize the utility of existing resources, improve coordination of treatments and 
services, and promote successful community integration for adults with a serious 
mental illness. 

Mr. Chairman, from my work at OJP I have come to believe that the increasing 
number of people with mental illness in the criminal justice system is one of the 
most pressing issues facing our police departments, jails, prisons, and courts. State 
and county governments have demonstrated that thoughtful policies and programs 
can be developed to address this problem. The federal partners are committed to 
doing all we can to support practitioners through our grant programs and technical 
assistance. 

We very much appreciate the interest you and your colleagues have shown in this 
critical issue. I welcome the opportunity to answer any questions that you may 
have.
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Mr. COBLE. Sheriff Sexton. 

TESTIMONY OF TED SEXTON, SHERIFF, TUSCALOOSA COUNTY 
SHERIFF’S OFFICE, TUSCALOOSA, AL 

Mr. SEXTON. Mr. Chairman, my name is Ted Sexton and I am 
the Sheriff of Tuscaloosa County. I serve on the Executive Com-
mittee and Board of Directors of the National Sheriffs Association. 
I appreciate the opportunity to share with you some thoughts from 
NSA and the larger enforcement community on the need for S. 
1994, the ‘‘Mentally Ill Offender Treatment and Crime Reduction 
Act’’ now under consideration by this Committee. Before I begin, let 
me say that we strongly supported S. 1194, which passed the 
United States Senate unanimously and welcome these hearings in 
the House. 

Most of the people suffering mental illness with whom law en-
forcement officers interact are non-violent, low-level offenders who 
are demonstrating signs of untreated mental illness in public. For 
the most part, these individuals pose a low risk of harming others, 
but act inappropriately enough to cause members of their commu-
nity to be concerned. Many of the calls my office receives are actu-
ally placed by family members who are seeking law enforcement 
help to control behavior of someone who is off their medication. 

It is clear that without proper training on how to respond to 
these individuals, law enforcement may not be able to appro-
priately handle the situation. These contacts have a great potential 
for rapid escalation of both threat and force. Minor situations can 
easily escalate into a violent confrontation that jeopardizes the 
safety of both officers and the individual. 

In many circumstances, arresting the mentally ill individual is 
an inappropriate response, even if the officer believes that arrest-
ing the individual for a criminal charge is appropriate under the 
circumstances. County jails are not equipped to house a large num-
ber of mentally ill offenders. Jails are jails. They are not treatment 
facilities nor are they hospitals. Jails ought not to be the treatment 
option of first resort, but sadly, they have become just that because 
there is nothing else readily available. 

In my own community, we have seen a steady rise in the number 
of calls related to mentally ill individuals. This rise in calls for re-
sponse has largely corresponded to the decline in population of 
large institutions within my community that have traditionally 
provided services to the mentally ill. As these individuals have 
been moved from an institutional setting to community based pro-
grams, we have seen a rise in the number of contacts that officers 
have with them. 

In response to the increased frequency in calls for service relat-
ing to this particular population of our community, my senior staff 
and I set out to develop a program within our office that trains offi-
cers to more effectively deal with mentally ill individuals. The 
training program provides officers with a better understanding of 
mental health issues and provides a number of suggested options 
other than arrest. 

The training is not limited to patrol officers who are most likely 
to come in contact with mentally ill individuals, but also includes 
dispatch officers who field the calls for service. In addition, we pro-
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vide the training to other law enforcement agencies, fire/rescue 
squads, EMTs, and our volunteer fire departments. Last year, the 
training program was presented to more than 100 officers from var-
ious agencies, and currently there are more than 180 officers sched-
uled to receive the training. The Alabama Peace Officers Standards 
and Training Commission has recently established this program as 
a pilot for eventual State-wide implementation. 

Providing this training to law enforcement officers is a critically 
important element of providing service to the mentally ill in our 
community, but it is only one of the elements. Providing meaning-
ful alternatives to incarceration is another equally critical compo-
nent. As things stand now, the officer in the field is often left to 
choose between the unappealing alternatives of locking up the 
mentally ill individual or leaving them on the scene. Right now, 
there is very little middle ground and no real other options. 

The problems with these choices are obvious. Simply leaving the 
individual at the scene is unacceptable and serves neither the sick 
individual nor the public. Taking these individuals to jail, however, 
is often just as problematic. County jails are not equipped to han-
dle mentally ill individuals. There is limited space in which to 
house these individuals apart from the general population at the 
jail. 

Of course, they are in jail because they were causing problems 
outside. Their offensive behavior does not magically improve in the 
jail setting. In fact, behavior often deteriorates in jail. Conflicts 
with other detainees or the inability to follow the rules of the facil-
ity often escalate into situations that threaten the safety of an offi-
cer or the individual. 

Providing medical care for these individuals in a jail setting is 
a tremendous concern, as well. Tuscaloosa County houses approxi-
mately 600 inmates. At any given time, roughly 10 percent of the 
jail population is on some sort of psychotropic medication. The vast 
majority of those are on multiple medications. In the final quarter 
of last year, the cost of those medications cost my office and the 
taxpayers of Tuscaloosa almost $75,000. Additional costs are in-
curred because the staff of the jail has to be extra vigilant in moni-
toring mentally ill individuals. Frequently, they are on suicide 
watch, which requires additional detention officers to monitor 
them, thus increasing manpower needs. 

A mentally ill person in jail receives very basic and limited men-
tal health assistance. I would hesitate to call it treatment. The fact 
is, they receive far less mental health care than they need and are 
subsequently released back into society without either a safety net 
or a system in place to ensure compliance with a treatment plan. 
Frequently, the cycle is repeated over and over again. The mentally 
ill are being arrested after they have failed to keep up the pre-
scribed medication regime. 

The still unresolved problem for us, as for virtually all sheriffs’ 
offices across the country, is finding an alternative placement for 
those individuals for whom jail is not appropriate. As I said earlier, 
the jail is not designed nor equipped to provide treatment for men-
tally ill. Jails are designed for holding those individuals awaiting 
trial or incarceration of those serving sentences and should not be 
viewed as an alternative treatment facility for mentally ill. For 
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those who do require incarceration, placing them in the appropriate 
setting will help minimize the time that they actually spend in cus-
tody. 

Additionally, a system for monitoring these individuals once they 
are released from jail is also needed to ensure that we can break 
the cycle I have outlined. It is a disservice to everyone involved if 
we cannot arrange some more appropriate treatment than locking 
up the mentally ill in jail. 

For our part in Tuscaloosa, we are partnering with mental health 
professionals within our community to try to address these issues 
and we believe that H.R. 2387 will provide the resources and guid-
ance we need to develop and implement creative solutions. Thank 
you. 

Mr. COBLE. Thank you, Sheriff. 
[The prepared statement of Mr. Sexton follows:]

PREPARED STATEMENT OF SHERIFF TED SEXTON 

Mr. Chairman, my name is Ted Sexton, and I am the Sheriff of Tuscaloosa Coun-
ty, Alabama. I serve on the Executive Committee and Board of Directors of the Na-
tional Sheriffs’ Association where I am the incoming First Vice President. I appre-
ciate the opportunity to share with you some thoughts from NSA and the larger law 
enforcement community on the need for S. 1194, the Mentally Ill Offender Treat-
ment and Crime Reduction Act now under consideration by this committee. Before 
I begin, let me say that we strongly support S. 1194, which passed the U.S. Senate 
unanimously and welcome these hearings in the House. 

Most of the people suffering mental illnesses with whom law enforcement officers 
interact are non-violent, low-level offenders who are demonstrating signs of un-
treated mental illness in public. For the most part, these individuals pose a low risk 
of harming others, but act inappropriately enough to cause members of the commu-
nity to be concerned. Many of the calls my office receives are actually placed by fam-
ily members who are seeking law enforcement help to control the behavior of some-
one who is ‘‘off their medication.’’

It is clear that without proper training on how to respond to these individuals, 
law enforcement officers may not be able to appropriately handle the situation. 
These contacts have a great potential for rapid escalation of both threat and force. 
Minor situations can easily escalate into a violent confrontation that jeopardizes the 
safety of both the officers and the individual. 

In many circumstances, arresting the mentally ill individual is an inappropriate 
response. Even if the officer believes that arresting the individual for a criminal 
charge is appropriate under the circumstances, county jails are not equipped to 
house a large number of mentally ill offenders. Jails are jails; they are not treat-
ment facilities nor are they hospitals. Jails ought not be the treatment option of first 
resort, but sadly they have become just that because there is nothing else readily 
available. 

In my own community, we have seen a steady rise in the number of calls related 
to mentally ill individuals. This rise in the calls for response has largely cor-
responded to the decline in the population of large institutions within my commu-
nity that have traditionally provided services to the mentally ill. As these individ-
uals have been moved from an institutional setting to community-based programs, 
we have seen a rise in the number of contacts that officers have with them. 

In response to the increased frequency in calls for service relating to this par-
ticular population of our community, my senior staff and I set out to develop a pro-
gram within our office that trains officers to more effectively deal with mentally ill 
individuals. The training program provides officers with a better understanding of 
mental health issues, and provides a number of suggested options other than arrest. 
The training is not limited to patrol officers who are most likely to come in contact 
with mentally ill individuals, but also includes our dispatch officers who field the 
calls for service. In addition, we provide the training to other law enforcement agen-
cies, fire/rescue squads, EMTs, and our volunteer fire departments. Last year, the 
training program was presented to more than 100 officers from the various agencies 
last year and currently, there are more than 180 officers scheduled to receive the 
training. The Alabama Peace Officers Standards and Training Commission has re-
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cently established this program as a pilot program for eventual statewide implemen-
tation. 

Providing this training to law enforcement officers is a critically important ele-
ment of providing service to the mentally ill in our community; but it is only one 
of the elements. Providing meaningful alternatives to incarceration is another, 
equally critical component. As things stand now, the officer in the field is often left 
to choose between the unappealing alternatives of locking up a mentally ill indi-
vidual or leaving them on the scene. Right now, there is very little middle ground 
and no real other options. 

The problems with these choices are obvious. Simply leaving the individual at the 
scene is unacceptable and serves neither the sick individual nor the public. Taking 
these individuals to jail, however, is often just as problematic. County jails are not 
equipped to handle mentally ill individuals. There is limited space in which to house 
these individuals apart from the general population at the jail. Of course, they are 
in jail because they were causing problems on the outside. Their offensive behavior 
doesn’t magically improve in the jail setting. In fact, behavior often deteriorates in 
jail. Conflicts with other detainees or the inability to follow the rules of the facility 
often escalate into situations that threaten the safety of an officer or the individual. 

Providing medical care for these individuals in a jail setting is a tremendous con-
cern as well. The Tuscaloosa County Jail houses approximately 600 inmates. At any 
given time, roughly 10 per cent of the jail population is on some type of psychotropic 
medication. The vast majority of those are on multiple medications. In the final 
quarter of last year, the cost of those medications cost my office and the taxpayers 
of Tuscaloosa almost $75,000. Additional costs are incurred because the staff at the 
jail has to be extra vigilant in monitoring mentally ill individuals. Frequently they 
are on suicide watch, which requires additional detention officers to monitor them, 
thus increasing manpower needs and costs. 

A mentally ill person in jail receives very basic and limited mental health ‘‘assist-
ance’’. I would hesitate to call it treatment. The fact is that they receive far less 
mental health care than they need and are subsequently released back into society 
without either a safety net or a system in place to ensure compliance with a treat-
ment plan. Frequently, the cycle is simply repeated over and over again with the 
mentally ill being arrested after they have failed to keep up with their prescribed 
medication regimen. 

The still unresolved problem for us, as for virtually all Sheriff(s Offices across the 
country, is finding an alternative placement for those individuals for whom jail is 
not appropriate. As I said earlier, the jail is not designed nor equipped to provide 
treatment for the mentally ill. Jails are designed for the holding of individuals 
awaiting trial or incarceration of those serving sentences and should not be viewed 
as an alternative treatment facility for the mentally ill. For those who do require 
incarceration, placing them in an appropriate setting will help minimize the time 
that they actually spend in custody. Additionally, a system for monitoring these in-
dividuals once they are released from jail is also needed to ensure that we can break 
the cycle I’ve outlined. It is a disservice to everyone involved if we cannot arrange 
some more appropriate treatment than locking up the mentally ill in jail. 

For our part in Tuscaloosa, we are partnering with mental health professionals 
within our community to try to address these issues, and we believe that HR 2387 
will provide the resources and guidance we need to develop and implement creative 
solutions to this chronic problem. 

Mr. Chairman, I am ready to take your questions and I look forward to working 
with you to address this issue in a way that is helpful to the mentally ill and pro-
vides them with the treatment and services that they need.

Mr. COBLE. I failed to mention earlier, folks, your entire state-
ments will be made a part of the record. 

Dr. Monahan. 

TESTIMONY OF JOHN MONAHAN, Ph.D., HENRY AND GRACE 
DOHERTY PROFESSOR OF LAW, UNIVERSITY OF VIRGINIA, 
AND DIRECTOR, MACARTHUR RESEARCH NETWORK ON 
MANDATED COMMUNITY TREATMENT 

Mr. MONAHAN. Thank you, Chairman Coble, Congressman Scott, 
and Members of the Subcommittee for inviting me here this after-
noon. In addition to my day job at the University of Virginia School 
of Law, I direct the Research Network on Mandated Community 
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Treatment for the MacArthur Foundation. The network is now en-
gaged in a partnership with the National Institute of Justice to 
evaluate seven of the Mental Health Courts funded by Congress 2 
years ago that Mr. Scott mentioned. 

I will begin with the bottom line. The ‘‘Mentally Ill Offender 
Treatment and Crime Reduction Act’’ is the most evidence-based 
piece of Federal legislation on mentally ill offenders that I have 
seen in my 30 years as a researcher in this field. 

I say this for five reasons. First, the evidence is that the number 
of people this Act will affect is staggering. As you mentioned early 
on, Mr. Chair, 16 percent of adults in contact with the justice sys-
tem are estimated to be mentally ill. This means that on any given 
day in the United States, there are over 200,000 prison inmates, 
100,000 jail detainees, and 700,000 people under the supervision of 
community corrections—over one million people in all—with a seri-
ous mental illness. Three-quarters of these mentally ill people also 
have a co-occurring substance abuse disorder. 

Women in the justice system have nearly twice the rate of men-
tal illness as the male, but only one-third of the men and one-quar-
ter of the women with a mental illness in jail report receiving any 
treatment for that mental illness while they were in jail. 

Another piece of evidence about the magnitude of this problem 
is the large number of communities that have taken it upon them-
selves to do something about people with mental illness in the jus-
tice system. The number of Mental Health Courts in the United 
States has mushroomed from one in 1997, to a dozen in 2002, to 
close to 100 this month. 

By the most recent count, there are almost 300 jail diversion pro-
grams now operating in the United States. This means that 7 per-
cent of all counties have a police or a court-based program to divert 
defendants with a mental illness from jail. This also means that 93 
percent of all counties are without any program to keep non-violent 
defendants with a mental illness from crowding their jails and from 
committing more crime. 

Second, the evidence is that we can make a difference. Offenders 
with a mental illness can, in fact, be dealt with in ways that can 
reduce crime, save taxpayers money, or both. 

In terms of crime reduction, consider the MacArthur Violence 
Risk Assessment Study of over 1,000 people who have been hos-
pitalized for mental illness, about half of whom had a prior contact 
with the criminal justice system. Now, the people who received no 
medication or therapy in the community after they get out of the 
hospital, 14 percent soon committed a violent act. Of the people 
who received an inadequate amount of treatment, about one treat-
ment session a month, the violence rate was reduced from 14 per-
cent to about 9 percent. But of the people who received the amount 
of treatment that they needed, about one session a week, the vio-
lence rate went from 14 percent to less than 3 percent. Amazingly 
enough, the people with mental illness who were receiving ade-
quate treatment in the community were actually less violent than 
their neighbors who were not mental illness at all. 

In terms of saving taxpayer money, consider the pioneering 
Broward County, Florida, Mental Health Court. Compared to a 
nearby county without a Mental Health Court, the Broward de-
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fendants are twice as likely to actually receive service for their 
mental illness and are no more likely to commit a new crime, de-
spite the fact that the number of days they spent in jail is reduced 
by 75 percent, at enormous savings to the public. 

Third, the evidence is that one size does not fit all in terms of 
effectively dealing with mentally ill offenders. This Act is remark-
ably adaptable to local conditions in the pragmatic approach it 
takes to mentally ill offenders. Funded programs may include pre-
trial diversion in one jurisdiction, a Mental Health Court in an-
other, a reentry program from jail or prison in a third, and some 
combination of these options in a fourth jurisdiction. 

Fourth, the evidence is that collaboration is essential to get any-
thing accomplished having to do with mentally ill offenders. As the 
Council on State Government’s Criminal Justice/Mental Health 
Consensus Project concluded after 5 years of intensive study, and 
as Ms. Nolan just noted, neither mental health nor criminal justice 
can do the job alone. This Act creates powerful incentives for co-
operation between the Department of Justice and the Department 
of Health and Human Services and among agencies at the Federal, 
State, and local levels. Crime and mental illness deeply affect all 
of our communities, and perhaps for this reason, the turf battles 
that doom many reform efforts seem to have been carefully avoided 
in drafting this Act. 

Finally, the evidence is that we need more evidence. We know a 
lot about how to deal with mentally ill offenders, vastly more than 
we knew even 5 years ago. But by no means do we know all we 
need to state with confidence what the best practices are for deal-
ing with different kinds of mentally ill offenders in different kinds 
of American communities. By imposing strict requirements for ob-
jective assessments of the measurable outcomes of the programs 
that are implemented with its funds, the Act will generate a self-
correcting body of knowledge that uses findings about the effective-
ness of past practice to shape improvements in future practice. 

As Sheriff Sexton noted, the Act was born of the frustration of 
criminal justice officials in seeing ever more people with mental ill-
ness further crowd the already overcrowded jails, rarely receive the 
mental health treatment that they so plainly need, and continue to 
appear before them for the commission of yet another crime. The 
Act before you can set State and local governments on a course to 
put a stop to this revolving door. 

The evidence is there. I urge you to pass the ‘‘Mentally Ill Of-
fender Treatment and Crime Reduction Act’’. 

Mr. COBLE. Thank you, Doctor. 
[The prepared statement of Mr. Monahan follows:]

PREPARED STATEMENT OF JOHN MONAHAN 

Thank you, Chairman Coble and Congressman Scott, for inviting me to testify be-
fore you today. I am Dr. John Monahan, a psychologist, and I hold the Doherty 
Chair in Law at the University of Virginia, where I am also a Professor of Psy-
chology and of Psychiatry. I have been involved in Federally-funded research on 
mentally ill offenders since the publication of my first book, Community Mental 
Health and the Criminal Justice System, in 1976. I currently direct the Research 
Network on Mandated Community Treatment for the John D. and Catherine T. 
MacArthur Foundation, which is concerned with how the criminal justice system 
can be used as ‘‘leverage’’ to get offenders with a mental disorder to accept treat-
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ment for their illness.1 The Network is now engaged in a productive partnership 
with the National Institute of Justice to evaluate seven of the mental health courts 
funded by Congress as part of the 2000 America’s Law Enforcement and Mental 
Health Project Act.2 

I will begin with the bottom line: the Mentally Ill Offender Treatment and Crime 
Reduction Act of 2003 is the most evidence-based piece of federal legislation on men-
tally ill offenders that I have seen in 30 years as a researcher in this field. I say 
this for five reasons. 

FIRST, THE EVIDENCE IS THAT THE NUMBER OF PEOPLE THIS ACT
WILL AFFECT IS STAGGERING. 

In its initial finding, the Act notes that the Bureau of Justice Statistics, using a 
broad definition of mental illness, concludes that over 16 percent of adults in contact 
with the justice system are mentally ill. This means that on any given day in the 
United States, there would be over 200,000 prison inmates, 100,000 jail detainees, 
and 700,000 people under the supervision of community corrections—over one mil-
lion people in all—with a serious mental illness. Three-quarters of these mentally 
ill people also have a co-occurring substance abuse disorder.3 Women in the justice 
system have nearly twice the rate of mental illness as men.4 But only one-third of 
the men and one-quarter of the women with a mental illness in jail report receiving 
any treatment while they were detained.5 

Another piece of evidence about the magnitude of the problem that the Act ad-
dresses is the large number of communities that have taken it upon themselves to 
do something about people with mental illness in the justice system. The number 
of mental health courts in the United States has mushroomed from one in 1997, to 
a dozen in 2002, to close to 100 this month.6 By the most recent count, there are 
almost 300 jail diversion programs now operating in the United States.7 This means 
that 7 percent of all counties have a police or court-based program to divert defend-
ants with a mental illness from jail.8 This also means that 93 percent of all counties 
are without any program to keep non-violent defendants with a mental illness from 
crowding their jails and committing more crime. 

SECOND, THE EVIDENCE IS THAT WE CAN MAKE A DIFFERENCE: OFFENDERS WITH A 
MENTAL ILLNESS CAN IN FACT BE DEALT WITH IN WAYS THAT REDUCE CRIME, SAVE 
TAXPAYERS’ MONEY, OR BOTH. 

In terms of crime reduction, consider the MacArthur Violence Risk Assessment 
Study of over 1,000 people who had been hospitalized for mental illness, about half 
of whom had a prior contact with the criminal justice system.9 Of the people who 
received no medication or therapy in the community after they got out of the hos-
pital, 14 percent soon committed a violent act. Of the people who received an inad-
equate amount of treatment—about one treatment session a month—the violence 
rate was reduced from 14 percent to about 9 percent. But of the people who received 
the amount of treatment that they needed—about one session a week—the violence 
rate went from 14 percent to less than 3 percent. Amazingly enough, the people 
with a mental illness who were receiving adequate treatment were actually less vio-
lent than their neighbors in the community who were not mental ill. 
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In terms of saving taxpayers’ money, consider the pioneering Broward County (Ft. 
Lauderdale), Florida, Mental Health Court, whose rigorous evaluation is also being 
supported by the MacArthur Foundation. This court presents mentally ill mis-
demeanor defendants with the choice of accepting mental health treatment in the 
community, or having their cases processed in the business-as-usual way, which 
may well mean jail time. Perhaps not surprisingly, 95 percent of the defendants 
given this option choose treatment. Compared to a nearby county without a mental 
health court, the Broward defendants are twice as likely to actually receive services 
for their mental illness 10 and are no more likely to commit a new crime, despite 
the fact that the number of days they spend in jail for the current offense is reduced 
by 75 percent, at enormous savings to the public.11 While the NIJ/MacArthur-fund-
ed evaluation of mental health courts receiving federal grants is still in progress, 
the Broward study demonstrates that courts have a central role to play in respond-
ing to people with mental illness in the justice system. 

THIRD, THE EVIDENCE IS THAT ONE SIZE DOES NOT FIT ALL IN TERMS OF EFFECTIVELY 
DEALING WITH MENTALLY ILL OFFENDERS. 

‘‘First and foremost,’’ leading researchers have concluded, ‘‘it must be clear that 
there is no one best way to organize a program [of diverting mentally ill offenders 
from jail]. An approach that works in one community may not be practical some-
where else.’’ 12 

The Act is remarkably adaptable to local conditions in the programmatic approach 
it takes to mentally ill offenders. Funded programs may include pre-trial diversion 
in one jurisdiction, a mental health court in another, a re-entry program from jail 
or prison in a third, or some combination of these options in a fourth. 

What Justice Brandeis wrote in 1932 and the Supreme Court has quoted on three 
dozen subsequent occasions is true today. ‘‘It is one of the happy incidents of the 
federal system that a single courageous state may, if its citizens choose, serve as 
a laboratory; and try novel . . . experiments without risk to the rest of the country.’’ 
This Act is one of those happy incidents. 

FOURTH, THE EVIDENCE IS THAT COLLABORATION IS ESSENTIAL TO GET ANYTHING 
ACCOMPLISHED HAVING TO DO WITH MENTALLY ILL OFFENDERS. 

Neither mental health nor criminal justice can do the job alone. This Act 
incentivizes cooperation between the Department of Justice and the Department of 
Health and Human Services, and among agencies at the federal, state, and local lev-
els. Crime and mental illness deeply affect all of our communities, and perhaps for 
this reason the turf battles and the narrow single-issue concerns that doom many 
reform efforts seem to have been carefully avoided in drafting this Act. 

As the Council of State Government’s Criminal Justice/Mental Health Consensus 
Project concluded after five years of intensive study: 13 

The single most significant common denominator shared among communities that 
have successfully improved the criminal justice and mental health systems’ response 
to people with mental illness is that each started with some degree of cooperation 
between at least two key stakeholders—one from the criminal justice system and 
the other from the mental health system (p. xx). 

FINALLY, THE EVIDENCE IS THAT WE NEED MORE EVIDENCE. 

We know a lot about how to deal effectively with mentally ill offenders—vastly 
more than we knew even five years ago. But by no means do we know all we need 
to state with confidence what the ‘‘best practices’’ are for dealing with different 
kinds of adult and juvenile mentally ill offenders in different kinds of American 
communities. By imposing strict requirements for objective assessments of the 
measurable outcomes of the programs that are implemented with its funds, the Act 
will generate a self-correcting body of knowledge that uses findings about the effec-
tiveness of past practice to shape improvements in future practice. In mandating 
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empirical evidence of program performance, the Act avoids simply throwing money 
at a problem. Instead, it assigns accountability and it demands results. 

The Act was born of the frustration of criminal justice officials in seeing ever more 
people with mental illness further crowd their already over-crowded jails, rarely re-
ceive the mental health treatment that they so plainly need, and continue to appear 
before them for the commission of yet another crime. The Act before you can set 
state and local governments on a course to put a stop to this revolving door. 

The evidence is there. I urge you to pass Mentally Ill Offender Treatment and 
Crime Reduction Act of 2003.

Mr. COBLE. Mrs. Poe. 

TESTIMONY OF JUNE P. POE, PAST PRESIDENT, NATIONAL AL-
LIANCE FOR THE MENTALLY ILL OF ROANOKE VALLEY, RO-
ANOKE, VA, ON BEHALF OF THE NATIONAL ALLIANCE FOR 
THE MENTALLY ILL 

Mrs. POE. Thank you, Chairman Coble, Representative Scott, 
and other distinguished Members of the Committee for this oppor-
tunity to speak to you on the importance of S. 1194. I also thank 
my representative, Congressman Goodlatte, for being here, and 
also thank Congressman Strickland for his leadership on the issues 
that we are discussing today. 

I am June Poe from Roanoke, Virginia, and I have one of my five 
children who suffers from severe mental illness. I have worked in 
the field of psychiatry as a Licensed Clinical Social Worker and my 
husband was a physician. My family has experienced the heart-
breaking lack of vital services needed to help prevent unnecessary 
contacts of people with mental illnesses with the criminal justice 
system. 

I am also pleased to be here today to testify on behalf of NAMI, 
the National Alliance for the Mentally Ill, and at the outset, I 
would also like to recognize the support of the Campaign for Men-
tal Health Reform, representing the broad mental health commu-
nity for S. 1194. 

You have heard these distinguished witnesses. Now, my son and 
I want to put a human face on this bill. In 1974, John, a brilliant 
student and athlete, suffered his first psychotic break as an 18-
year-old freshman at Wake Forest University. He was diagnosed 
with paranoid schizophrenia. For the next 12 years, he struggled 
courageously to try to continue his education and employment as 
he dealt with the pain of his chronic severe mental illness. He was 
hospitalized nine times and received some community mental 
health services, but in those days, the 1970’s and 1980’s, psy-
chiatric treatment and services for people with severe mental ill-
ness was still in the dark ages. 

In 1987, unfortunately, he stopped taking his medication and we 
finally had to call the police because we did not feel safe due to his 
psychotic behavior. He was arrested and jailed for breaking and en-
tering our home, destroying property. My husband and I were very 
well educated about medicine and the mental health system. We 
sought help from every possible source. Despite this, John had to 
suffer the horrible experience of being locked up in jail and treated 
as a criminal. He was becoming sicker without treatment. 

The darkest day in my memory was that day when I realized 
that the court did not have the ability to provide him the help he 
desperately needed. A felony conviction was the worst thing that 



18

could have happened to him. Physicians take an oath of ‘‘do no 
harm.’’ Lawyers should take the same oath. The judge sent him 
back to jail with no other than an admonition to take his medica-
tion. John was not able to comply because of his mental illness. 
When John was psychotic, he did not know he was sick. 

The horrendous manner in which my son’s case was handled 
demonstrates the profound need for education and cross-training of 
criminal justice and mental health personnel. Most of the individ-
uals involved in my son’s case at that time had no knowledge about 
schizophrenia, its symptoms, and its treatments, and there was no 
system in place for coordinating services between the criminal jus-
tice and mental health. 

The story gets worse. While in jail, John’s condition continued to 
deteriorate. After his release from jail, the mental health profes-
sionals could not make him take his medications. He was jailed two 
more times. Having to call the police about your own child and 
then visiting him in jail is an agony that I pray no one in this room 
will ever have to endure. 

John’s incarcerations only made his psychiatric symptoms worse 
and we could do nothing to help him. The services he needed to re-
cover were not available. 

Finally, in 1990, a gifted probation officer and mental health pro-
fessional helped my son begin a tortuous journey back to recovery. 
The road has not been smooth. John was hospitalized on three 
more occasions and even attempted to commit suicide. Throughout 
the 1990’s, John had periods when he was able to maintain a de-
gree of independence and periods when he was very ill and sympto-
matic. 

In 2001, John again stopped taking his medication and became 
psychotic. He had a paranoid delusion that neighbors were harm-
ing their dogs, so he opened the gate and let them escape from 
being hurt by their owners and the owners wanted to call the police 
and have him arrested. This time the Assertive Community Treat-
ment, the PACT team, intervened and prevented his arrest and in-
carceration. With this excellent, intensive community care he is 
now back on medication, has an understanding of his illness, and 
is stabilized. Unfortunately, these high-quality mental health serv-
ices and supports are not available to most people. 

I am excited about the purpose of S. 1194, to foster local collabo-
rations. In our Roanoke Valley, we have developed collaborations 
for providing better services for people like John who need treat-
ment, not punishment. The only thing lacking are resources to im-
plement our ideas and our plans. S. 1194, if enacted, will provide 
the needed resources. 

In conclusion, I strongly urge passage of S. 1194, a bill that will 
greatly benefit both people with serious mental illnesses and entire 
communities. In 1974, John, a brilliant young freshman at Wake 
Forest University, suffered paranoid schizophrenia. In 1987, he 
was cast away by the criminal justice system. Today, at age 48, 
John, instead of being incarcerated as a criminal, is living inde-
pendently in the community. He is truly a courageous survivor. 

I have asked permission to read a very short statement that he 
asked me to read to you. ‘‘Thank you for this opportunity to testify 
why I support S. 1194. I am John Poe, June Poe’s son. I am men-
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tally ill and have been sent to jail on two misdemeanors and one 
felony, non-violent and non-drug abuse crimes. If the Mental 
Health Court and the PACT team had been in effect at that time, 
it would have made my life more comfortable. Jail is a very bad 
place for people with mental health. People with mental health 
cannot get proper treatment in jail. I urge you to vote for this bill. 
Signed, John Poe.’’

Thank you for giving me the opportunity to testify. 
Mr. COBLE. Thank you, Ms. Poe. You indicated John was a cou-

rageous young man. I think his mom is a pretty courageous person 
in her own right. 

Mrs. POE. And I have three of my children back here who are 
courageous, too. 

Mr. COBLE. It is good to have all of you in the audience with us 
today. 

[The prepared statement of Mrs. Poe follows:]

PREPARED STATEMENT OF JUNE P. POE 

Thank you, Chairman Coble, Representative Scott and other distinguished mem-
bers of the Committee for this opportunity to speak to you on the importance of S. 
1994, a bill that would foster collaborations to ensure that resources are effectively 
and efficiently used to develop alternatives to incarceration for individuals with 
mental illnesses charged with non-violent crimes. 

I am June P. Poe from Roanoke, Virginia, a widow with 5 children, one of whom 
suffers from severe mental illness. I have worked in the field of psychiatry as a Li-
censed Clinical Social Worker and my husband was a physician. My family has ex-
perienced the heartbreaking lack of vital services needed to help prevent unneces-
sary contacts of people with mental illnesses with the criminal justice system. My 
husband, until his death in 1994, and I have continued to fight for my son, John, 
and many others who fall between the cracks. 

I am pleased to be here today to testify on behalf of NAMI (the National Alliance 
for the Mentally Ill). At the outset, I would also like to recognize the support of the 
Campaign for Mental Health Reform for S. 1194. It is very important to note that 
the mental health community as a whole stands behind this bill. 

You will hear from the other distinguished witnesses how critical the problems 
are and what is needed to alleviate them. My son John and I want to put a human 
face on this bill. John has given me permission to tell this story. This is our story 
but we are not alone. I am speaking for many many families who have similar sto-
ries. In most cases, these stories would have been far happier had the services envi-
sioned in S. 1194 been available to people like my son. 

In 1974, John, a member of the High School National Honor Society, former Cap-
tain of his High School Track team (voted most valuable member of that team), art-
ist, and a brilliant freshman at Wake Forest University suffered his first psychotic 
break. He was diagnosed with paranoid schizophrenia. For the next 12 years he 
struggled courageously to try to continue his education, and employment as he dealt 
with the pain of his chronic severe mental illness. He was hospitalized nine times 
and received some community mental health services but these services were not 
adequate to keep him stabilized. He struggled with the side effects of the old medi-
cations. In those days (1970s and 1980s) psychiatric treatment and services for peo-
ple with severe mental illnesses were still in the dark ages. Our family has contin-
ued to give him love and support through it all. 

In 1987 unfortunately he stopped taking his medications and we finally had to 
call the police because we did not feel safe due to behaviors that were the product 
of his deteriorating psychiatric state. He was eventually arrested and jailed for 
breaking and entering our home at 5:30 AM and destroying property. John said ‘‘I 
just wanted to get some sleep.’’ The Commonwealth’s attorney recommended a fel-
ony charge, explaining that this was the only way to get John treatment. My hus-
band and I were very well educated about medicine and the mental health system. 
We had sought help from every possible source—judges, lawyers, and many mental 
health programs and mental health professionals. John had to suffer the horrible 
experience of being locked up in a jail and treated as a criminal. We suffered the 
painful agony and grief of visiting our son in jail. He was becoming sicker without 
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1 Amador, Xavier, ‘‘I’m Not Sick, I Don’t Need Help’’, Vida Press, revised 2004. 
2 Assertive community treatment programs are characterized by intensive, outreach-oriented 

services, available on a 24 hour, seven day a week basis, for people with severe and persistent 
mental illnesses who are at risk of hospitalizations. These programs have proven effectiveness 
in reducing involvement with criminal justice systems, homelessness and other adverse con-
sequences of lack of treatment. 

medication and treatment. The Commonwealth’s attorney and his assistant and 
even our own attorney (my cousin) did not know what to do. 

The darkest day in my memory was that day in court when I realized that the 
court did not have the ability to provide him the help he desperately needed. We 
had been advised that pleading guilty to a felony was the only way to get John 
treatment. In actuality, a felony conviction was the worst thing that could have hap-
pened to him. The judge sent him back to jail, with no treatment whatsoever, other 
than an admonition to take his medication. When the judge told my son to take his 
medication, he was not able to comply because of his mental illness. When John was 
psychotic he did not know he was sick.1 

The horrendous manner in which my son’s case was handled demonstrates the 
profound need for education and cross training of criminal justice and mental health 
personnel. Most of the individuals involved in my son’s case at the time had no 
knowledge about schizophrenia, its symptoms, and its treatments. And there was 
no system in place for coordinating services between criminal justice and mental 
health. I am very gratified that S. 1194 will allow communities to use available 
funds to provide the training necessary to ensure that those responding to individ-
uals like my son in the future will be better prepared to do so in a humane and 
effective way. 

The story gets worse. While in jail, John’s condition continued to deteriorate. 
For the next 3 years my son and the rest of our family went through hell. After 

his release from jail, the mental health professionals could not make him take or 
stay on his medications. The services he needed to recover, such as assertive com-
munity treatment, were not available.2 

We had to call the police again. Having to call the police about your own child, 
and then visiting him in jail is an agony that I pray no one in this room will ever 
have to endure. Research proves that people with severe mental illnesses get sicker 
when they do not get necessary medical treatment. We saw our son get sicker and 
could do nothing to help him. His incarcerations only made his psychiatric symp-
toms worse. 

Finally, in 1990, a gifted probation officer who is also a gifted mental health pro-
fessional, helped my son get released from jail and begin his tortuous journey back 
to recovery. This is not to say that the road was smooth. John was hospitalized on 
several occasions and even attempted to commit suicide. Schizophrenia is a disease 
known to be episodic in nature. Throughout the 1990’s, John had periods when he 
did quite well, and periods when he was very ill and symptomatic. 

In 2001 John again became psychotic when he stopped taking his medication. He 
had a paranoid delusion that neighbors were harming their dogs so he opened the 
gate and let them ‘‘escape from being hurt by their owners’’. After he had done this 
the third time the neighbors called the police and brought charges to have him ar-
rested. This time his Assertive Community Treatment (PACT) team intervened and 
prevented his arrest and incarceration. With this excellent intensive community 
care he is now back on medication, has an understanding of his illness and need 
for medication and is stabilized. He has received excellent acute care at Catawba 
Hospital (our regional state psychiatric hospital) and excellent services through Blue 
Ridge Behavioral HealthCare (our regional community mental health services). I am 
grateful that mental health care is now available to prevent a repeat of the horror 
of those 3 years when he was in jail. Unfortunately, these high quality mental 
health services and supports are not available to most people. 

I am excited that the purpose of S. 1194 is to ‘‘foster local collaborations’’ which 
will ensure that resources are effectively and efficiently used to reduce the unneces-
sary incarceration of non-violent offenders with mental illnesses. In the Roanoke 
Valley, we have numerous examples of such collaborations. For example, in 2001, 
under the leadership of Police Chief Ray Lavender of Roanoke County, the County 
established a police Crisis Intervention Team (CIT) program, the first of its kind in 
the Commonwealth of Virginia. The Mental Health Association of Roanoke Valley 
and NAMI-Roanoke Valley worked closely with Chief Lavender in creating this im-
portant new program. 

In 2002, I, representing NAMI-Roanoke Valley, helped to establish a Task Force 
to better address the needs of people with mental illnesses who come into contact 
with the criminal justice system in the Valley. Its mission is to ‘‘identify those issues 
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inhibiting the effective delivery of services for offender populations with a mental 
illness and encourage the development and implementation of a continuum of com-
munity based care for persons with mental illness that will reduce the prevalence 
and incidence of offenders with mental illness within the criminal justice system.’’ 
The Task Force members represent state and federal criminal justice professionals, 
(judges and probation officers in the 23 Judicial Circuit and District Courts and US 
Federal Court) public mental health professionals (the Medical Director of Catawba 
Hospital, Blue Ridge Behavioral Health staff) and advocates (NAMI-Roanoke Valley 
and the Mental Health Association of Roanoke Valley). 

Despite the severe cutbacks in mental health agencies and facilities and criminal 
justice systems due to the state budget crisis, this Task Force, in just its first year 
accomplished the following:

• Established communication between the professionals (including judges) in 
the criminal justice system, mental health agencies, and advocates, which 
previously did not exist because they did not have a forum to communicate 
with each other;

• Identified 11 issues and challenges inhibiting the effective and efficient treat-
ment of offenders who have mental illness within the Roanoke Valley;

• Assessed current capabilities of mental health agencies and facilities and 
criminal justice systems to effectively respond to offenders who have mental 
illness and avoid re-hospitalizations and re-incarcerations;

• Achieved some non-cost approaches to improve the efficiency and effectiveness 
in responding to the needs of this population;

• Developed coordination of services between jails, mental health community 
agencies and hospitals;

• Eliminated duplication of services in the transition of services from jail to 
community; and

• Provided training this past Spring, 2004, to more than 60 attorneys, judges 
and probation officers about mental health issues and treatment resources.

In the Roanoke Valley we are well down the path of developing more humane and 
cost-effective responses to individuals with mental illnesses who, due to non-violent 
offenses, come into contact with criminal justice systems. The only thing lacking are 
resources to implement our ideas. S. 1194, if enacted, will provide communities like 
ours with opportunities to implement services to break the endless cycle of deterio-
ration and arrests for people like my son, who are not criminals but desperately 
need treatment! 

In conclusion, I strongly urge passage of S. 1194, a bill that will greatly benefit 
both people with serious mental illnesses and entire communities. Jail diversion 
programs and community reentry services, coupled with comprehensive community 
mental health treatment such as PACT, are less expensive than a criminal justice 
system without treatment. The benefits are obvious. Today, my son, instead of being 
incarcerated as a criminal, is living independently in the community, volunteering 
weekly in the psychosocial rehabilitation program at Catawba Hospital, partici-
pating actively in treatment, and is well along the road to recovery. And, I once 
again feel safe, as do others in my family and community. 

In 1974, John, a brilliant young freshman at Wake Forest University suffered a 
biologically based brain disorder. In 1987, he was ‘‘cast away’’ by the criminal justice 
system. Now, John is truly a courageous survivor. He wrote the following statement 
urging the passage of S. 1194. He asked me to read it to you. 

(Written statement of John Poe, read by June P. Poe).

Thank you for this opportunity to testify why I support S. 1994. 
I am John Poe, June Poe’s son. I am mentally ill and have been sent to jail for 

two misdemeanors and one felony, non-violent and non-drug abuse crimes. 
If the mental health court and PACT had been in effect at that time it would have 

made my life more comfortable. Jail is a very bad place for people with mental ill-
ness. People with mental illness cannot get proper treatment in jail. 

I urge you to vote for this Bill.

(signed: John Poe) 
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Thank you for giving me the opportunity to testify before you today.

Mr. COBLE. Folks, we impose the five minute rule against us, as 
well, so if you all could keep your answers tersely, we would be ap-
preciative. 

Ms. Nolan, one of the criticisms of the Drug Court program is the 
lack of evaluation and the lack of reporting by the grantees. Is 
there any effort in the Mental Health Court program to require 
grantees to provide information for evaluations, and how is the pro-
gram being evaluated? Furthermore, is there an effort to establish 
best practices for the grantees? 

Ms. NOLAN. Yes, sir, yes, sir, and yes——
Mr. COBLE. It is a multi-faceted question. [Laughter.] 
Ms. NOLAN. The quick answer to your question, sir, is yes to all 

the questions that you posed. The National Institute of Justice, a 
component of the Office of Justice Programs, is currently over-
seeing a process evaluation of all the currently funded sites. Fol-
lowing that, as was mentioned in the testimony, the MacArthur 
Treatment Foundation will be conducting an outcome evaluation of 
seven of the sites that we are funding. 

In addition, each one of the grantees on a semi-annual basis is 
required to report to us on various performance measures, both 
from the client standpoint and from the community’s standpoint. 

Mr. COBLE. I thank you. 
Sheriff, law enforcement officials must collaborate with mental 

health professionals to most effectively address the lack of treat-
ment of mentally ill non-violent offenders. Have you experienced or 
do you anticipate any difficulties or impediments or road blocks in 
this collaborative effort? 

Mr. SEXTON. No, sir. 
Mr. COBLE. And you have had good experience with it? 
Mr. SEXTON. Yes, sir. 
Mr. COBLE. All right. When I said terse, I think they took me lit-

erally. [Laughter.] 
Mr. COBLE. Dr. Monahan, according to your testimony, 95 per-

cent of defendants, when faced with the option of treatment or jail 
time for an active sentence—they choose treatment. In your opin-
ion, should these defendants have that option, A, and why do you 
believe these individuals do not seek treatment on their own with-
out court intervention? Is this generally the first treatment these 
individuals will be involved with? 

Mr. MONAHAN. Sir, many individuals who need mental health 
treatment oftentimes unfortunately don’t avail themselves of it, 
sometimes because of the side effects of those treatments. I think 
that the 95 percent of the defendants in Broward who accept treat-
ment do so in part because the criminal justice system is being 
used as leverage to get them into treatment. As I mentioned, they 
are no more likely to commit a crime if they are diverted from the 
criminal justice system. It saves the community 75 percent on jail 
days, and I think if you can either reduce the crime rate or keep 
the crime rate constant but drastically reduce the cost at no addi-
tional risk to the public, that sounds like a winning strategy to me. 

Mr. COBLE. I thank you. 
Mrs. Poe, you mentioned in your testimony that the Roanoke 

Valley Task Force initially identified challenges inhibiting the ef-
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fective and efficient treatment of mentally ill offenders within your 
community. Identifying these challenges and assessing current ca-
pabilities seems essential to developing a strategy to address the 
issue. During this phase, did you discover deficiencies inherent 
within the criminal justice system or the mental health community 
regarding the treatment of mentally ill offenders? 

Mrs. POE. Yes, sir. In the mental health system, there was a 
strong—there was not enough money to provide for the services 
that were needed. Money was one issue. 

There are difficulties in the collaboration—well, there are dif-
ficulties with the criminal justice system in dealing with the issues 
of medication, serious problems there which we have been trying 
to address. The problems of having the appropriate medications 
that the doctor has, the psychiatrist has prescribed needs to be 
with that patient. They do not always get those medications in the 
jail. We have been working hard on trying to solve that problem. 

There is also a need for greater education of the people in the 
criminal justice system to understand what mental illnesses are. 
One of our groups, one of our projects has been to have an edu-
cational program where we trained this spring with 60 of the law-
yers, the judges, and probation officers to begin to understand what 
mental illnesses are and what the medication issues are. 

Mr. COBLE. I see my red light, but before I yield to Mr. Scott, 
let me ask you this question, Mrs. Poe. Is it your belief that the 
bill before us appropriately addresses these problems? 

Mrs. POE. Yes. There is in education—in the bill, there is cross-
training and education that is crucial. Money for the services are 
very important, but the collaboration, fostering the collaboration 
between the systems is of major importance. It is—one of the 
things we found was that until we had this task force, they weren’t 
speaking to each other. Coming together, communicating with each 
other, they found out what their problems were and began to work 
on ways of solving those problems, that when we didn’t have any 
money, we could still be a little bit more efficient in communicating 
on those problems. 

Mr. COBLE. I thank you, and I will say to the gentleman from 
Virginia, I owe you a minute and 3 seconds. [Laughter.] 

Mr. SCOTT. Thank you. Thank you, Mr. Chairman. 
Dr. Monahan, you went to great lengths to talk about the evalua-

tion and research and importance in that. Is this something un-
usual in criminal justice legislation, to actually evaluate and study 
what you are doing before you do it? 

Mr. MONAHAN. Well, it is certainly not unheard of, sir, but I 
think it is unusual to have the emphasis on evaluation be so inte-
gral a part of the bill as it is a part of this bill. I think, ideally, 
people will learn from what they try in the beginning. They will see 
what works and doesn’t work. They will do less of the former and 
more of the latter. 

Mr. SCOTT. Thank you, and I think that is something new. We 
don’t usually do a lot of studying before we jump into it. 

Ms. Nolan, what are the costs involved in setting up a program? 
Ms. NOLAN. It varies, sir. Funding is available currently through 

the Edward Burn Memorial Justice Assistance grant programs as 
one of the purpose areas that States can use to help fund start-up 
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of Mental Health Courts. In addition, there are a number of juris-
dictions that have been able to, through existing resources, been 
able to basically cobble together through existing resources some 
courts. 

As far as specific numbers as to the extent to which, at the low 
end, what courts may cost, and at the high end, I would be happy 
to try to get that information for you and back to you. 

Mr. SCOTT. Thank you. There are two parts of it. One is the ad-
ministrative expense in setting up the court. You have got the set-
up costs, administrative, if you have got to hire an administrator 
or a computer or a desk and that kind of thing, and they are ongo-
ing administrative expenses. Also, if it is going to work, you have 
to have some services available for the defendants. Do the courts 
that you have funded have adequate services to refer the defend-
ants to? 

Ms. NOLAN. On those that I am familiar with, yes, there are ade-
quate funds, but again, we are funding only some demonstration 
projects. My understanding of what is going to be offered under the 
pending legislation is that there will be planning and implementa-
tion grants so that jurisdictions will be able to determine really 
what their needs are going to be in that particular jurisdiction, 
what kind of funds will be needed. 

Mr. SCOTT. Because this is one of the problems. We have gone 
to community-based mental health rather than institutional-based 
mental health, and Sheriff Sexton has mentioned that some of his 
people run into people in the community that are not getting all 
of the services that they actually need. We run into this with juve-
niles occasionally. The only way they can get services is if you ar-
rest them on something and then the court can provide the serv-
ices. 

But it is your understanding that in these courts, there are ade-
quate services available once someone gets into the system? 

Ms. NOLAN. What I would like to focus on, sir, is the importance 
of the collaborative efforts that are involved in each of these Men-
tal Health Courts, that it is not just a criminal justice problem, it 
is not just a mental health problem, but there are various systems 
with their resources that can all come together to help generate the 
resources that are needed. 

One thing that I have found under my leadership with the Seri-
ous and Violent Offender Reentry Initiative and the work with the 
other Federal agencies that I do, it is impossible for just one Gov-
ernment agency or one segment of the services that are provided 
to be able to do it alone. It is very important that we are able to 
leverage the resources that we have to be able to address the prob-
lem. 

Mr. SCOTT. It has been mentioned also that a lot of the defend-
ants have, what did you call them, co-occurring problems, not only 
mental health but also substance abuse. Are they dealt with in this 
legislation? 

Ms. NOLAN. I am sorry, sir, I don’t know. I am not that familiar 
with the specifics of the legislation. 

Mr. SCOTT. Dr. Monahan, do you——
Mr. MONAHAN. They are explicitly. Defendants with a mental 

disorder who also have a co-occurring secondary substance abuse 
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disorder are indeed—can have programs for them funded under 
this legislation. 

Mr. SCOTT. Sheriff Sexton, if you don’t arrest the mentally ill, 
what happens to them? 

Mr. SEXTON. That is a great question. Oftentimes, it depends on 
what the family wants to do. Normally, the family calls us in order 
to try to get something done. It also depends on the economic sta-
tus and well-being of the family at the time. But a majority of the 
times, unfortunately, the only option out there is arrest, so they 
end up coming into the facility. In our particular community with 
the program that we have now, we are using the local cooperative 
venture that we have, the collaborative effort to bring in local men-
tal health, to channel that person to another mechanism. 

The problem comes, as Ms. Nolan mentioned, is when you have 
a felony, you are dealing with a felon. Virtually, there is no way 
to deal with the problem on the front end. It has to be dealt with 
at the back through a circuit judge. In those situations, we are 
somewhat limited, but again, the collaborative effort of this par-
ticular bill and the problem of the tennis game of batting the client 
back and forth between the agencies, I think everybody, at least in 
our community, has finally settled in to—and other communities is 
settling down on focusing the problem and solving it. 

Mr. SCOTT. Now, can they get that kind of effort going without 
an arrest? 

Mr. SEXTON. Yes, sir. 
Mr. SCOTT. So they don’t have to be arrested to get services? 
Mr. SEXTON. No, sir. We have crisis intervention, suicide inter-

vention, or get them to the local community mental health officials. 
Mr. SCOTT. Do you have sufficient mental health services to ad-

dress the need in your community? 
Mr. SEXTON. We are the mental health capital of Alabama. 

[Laughter.] 
Yes, sir, we have, and then we also serve several hospitals for 

the State. So yes, sir, we do. 
Mr. SCOTT. Ms. Nolan, is $150,000 enough to get these things 

going? Are there things that the programs are not doing because 
of insufficient funding? 

Ms. NOLAN. If I may be able to get back with you, sir, with spe-
cific information regarding the sites that we are going to be doing 
specific evaluation of and see what their needs are, I would be 
happy to get back to you with that specific information. I do not 
have that with me right now. 

Mr. SCOTT. Mr. Chairman, I know Virginia doesn’t spend as 
much for mental health as some other areas, but I am delighted 
to see that some don’t have the funding problems that I believe we 
do in Virginia. 

Mr. SEXTON. Mr. Scott, if I may, Alabama would be more than 
glad to accept grants—— [Laughter.] 

Let me not shortchange the State. 
Mr. SCOTT. Thank you. 
Mr. COBLE. I thank the gentleman. 
Folks, since only Mr. Scott and I are here and it appears we are 

going to be able to release Ms. Nolan by 4:15, let us do a second 
round. 
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Sheriff, supporters contend that this legislation will result in a 
huge cost savings. How will this program save local government 
money, A, and how about Federal programs, if you are able to com-
ment to that? 

Mr. SEXTON. Well, the taxpayers immediately would have a 
mechanism to deal with especially the low-level non-violent of-
fender. As I mentioned in my statement, $75,000 was spent in the 
last quarter of our budget last year for psychotropic drugs. This 
will allow us to have other mechanisms. 

One of the problems that we do have when it comes to funding 
is that many community-based health programs can support the 
psychotropic drugs under particular drug programs that are avail-
able in the Federal Government now, but as soon as that person 
is incarcerated, we lose the ability of having that same drug cov-
erage. I think it is called a 207(b) program. So, therefore, we are 
having to pay that additional coverage. So once somebody becomes 
incarcerated, we have more strings that tie us up in a jail situa-
tion. 

As far as the Federal programming, the ability to be able to pos-
sibly intervene in situations earlier, an earlier intervention than 
what we have now, would ultimately save family, save local gov-
ernment, State, and incarceration medical costs. And then we expe-
rienced the loss of three police officers in Birmingham last week, 
substance abusers and potential mental health problems. We could 
save the loss of life. 

Mr. COBLE. I thank you. 
Ms. Nolan, does the Bureau of Justice Statistics continue—I 

don’t think we have touched on this—continue to collect data on 
the number of mentally ill within the system and have you seen 
any reduction in the number since you began the Mental Health 
Court grant program? 

Ms. NOLAN. Yes, sir. The Bureau of Justice Statistics is con-
tinuing to collect data and the next round of data will be available 
in 2005. We expect in early 2005, the new data will be available. 

And the next part of your question? I am sorry. 
Mr. COBLE. I just discarded it. 
Ms. NOLAN. Okay. [Laughter.] 
Mr. COBLE. Have you seen the reduction? 
Ms. NOLAN. It is too early to tell, sir, because the Mental Health 

Courts have been in existence for such a short period of time. It 
is too early to be able to tell exactly what the results are. 

Mr. COBLE. I thank you. 
Dr. Monahan, you indicated in your testimony that you have 

done research on the Mental Health Court program the Depart-
ment of Justice is currently managing. How does that program dif-
fer from the program described in this bill, A, and what are the ad-
vantages and disadvantages of this approach? 

Mr. MONAHAN. Yes, sir. I think that the bill envisions Mental 
Health Courts that could function very much as the courts that are 
currently funded by the Office of Justice Programs. I am involved 
in the evaluation of the first seven of those programs funded by the 
National Institute of Justice. We have a few more months of that 
evaluation, and then the MacArthur Foundation is going to fund 
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the evaluation, as Ms. Nolan said, of the actual outcomes, which 
will take longer. 

Some of the initial results of this process evaluation, it seems 
like the seven Mental Health Courts, early on, Mental Health 
Courts accepted primarily misdemeanors. The new Mental Health 
Courts, many of them are accepting felonies, primarily non-violent 
felonies. But they are demanding that the defendant plead guilty 
before he or she can get in the Mental Health Court. They are not 
just suspending prosecution. 

And indeed, early on, the Mental Health Courts were very reluc-
tant to place people in jail if they didn’t adhere to mental health 
treatment. The newer Mental Health Courts, if you don’t go to 
treatment, then you do go to jail. And they are also, finally, in-
creasing using the criminal justice system supervision, for example, 
probation rather than some kind of social work. 

Mr. COBLE. I thank you, Doctor, and I say to my friend from Vir-
ginia, now you owe me a minute and 4 seconds. [Laughter.] 

Mr. SCOTT. Thank you. Dr. Monahan, do insanity defenses get in-
volved in these? 

Mr. MONAHAN. No, sir, they do not. Insanity defense, despite 
many people’s views to the contrary, are generally raised in about 
one percent of prosecutions. It fails three-quarters of the time that 
it is raised. So only one-quarter of 1 percent of criminal cases are 
disposed of by the insanity defense. Those people usually spend at 
least as much time in the hospital as they would have spent in jail. 

Mr. SCOTT. Mrs. Poe, in your testimony, you ended up that your 
son ended up getting arrested. Were you able to get services for 
him without him being arrested? 

Mrs. POE. No. No. When he became psychotic, he was off of his 
medication—and I could not get the help. 

Mr. SCOTT. And after he was arrested, did you get the help? 
Mrs. POE. No. The treatment, the help only came in 2001 when 

the Assertive Treatment Team became involved, and that did the 
trick. That is a very important part. 

Mr. SCOTT. And was that a result of the criminal justice system 
or the mental health system? 

Mrs. POE. It was a part of the mental health system and June 
Poe. [Laughter.] 

Mr. SCOTT. Okay. Dr. Monahan, we have been talking about co-
ordinating the service delivery system. There is a slight difference 
between coordinated and integrated services, that is whether you 
have two different services, one for drugs and one for mental 
health, or they are provided together. Does this bill address that 
situation, where they might be coordinated but not integrated? 

Mr. MONAHAN. Yes, sir, I think it does. I think, Mr. Scott, exactly 
as you mentioned before, there are two different kinds of funding 
issues here. The first is either the coordination or integration, what 
my colleague Henry Steadman has called the boundary spinner. 
You need somebody to be at that boundary between mental health 
and criminal justice. 

But then, secondly and more expensively, are the services them-
selves. We often talk about diversion from the criminal justice sys-
tem. Well, that is important, but the more important issue is diver-
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sion to what? Where are these people going? You can’t divert peo-
ple to services that don’t exist. 

So I think that on the integration versus coordination issue, in 
the treatment of co-occurring disorders, the research is clear. What 
you need is integrated, not simply coordinated, services. You can’t 
simply bus people to mental health treatment here and the sub-
stance abuse treatment someplace over there. You have to have the 
same people provide treatment for both disorders. This bill cer-
tainly allows that. It doesn’t mandate it. 

Mr. SCOTT. That is all. 
Mr. COBLE. I thank the gentleman and we thank you all. This 

has been a very productive hearing, I believe. Ms. Nolan, Mr. Scott 
and I have accommodated you with your request. You will be out 
of here by 4:15. 

I am going to depart from our normal format and let Mrs. Poe—
would you like to close out for a minute or two, Mrs. Poe, because 
you have been with this problem far closer than any of the others? 

Mrs. POE. Thank you, sir. I want to state in a positive way that 
I am so grateful for the legislators at the State and the national 
level that are recognizing this problem. I appreciate so much work-
ing with the NAMI, National Alliance for the Mentally Ill. I am not 
alone. We have many families, many consumers who recognize the 
seriousness of this and we appreciate being heard. 

We appreciate the opportunity to educate everyone working in 
the system, from professors and teachers in the schools to under-
stand what serious mental illness is, or are, and also the impor-
tance of the criminal justice system involvement. This is a very, 
very complicated problem. The more education we can give to the 
public about what struggles you gentlemen are having in trying to 
come up with the money for this is major. We need to give you the 
support, as consumers of this important issue. 

I have fought a long time and I appreciate what you said. If we 
had only had the Mental Health Courts back there in the very be-
ginning when John needed that back in his first jail experience, it 
would have been a far different story. I am delighted to know of 
evidence-based practices going now in what I have heard. 

I wish you gentlemen the very best in continuing to help us in 
solving this problem. And anything that we can do as family mem-
bers and as consumers, let us know. 

Mr. COBLE. Thank you, Mrs. Poe, Dr. Monahan, Sheriff Sexton, 
and Ms. Nolan. We are delighted to have you all with us. We thank 
you for your testimony today. 

This concludes the legislative hearing on S. 1194, the ‘‘Mentally 
Ill Offender Treatment and Crime Reduction Act of 2003.’’ Thank 
you for your cooperation, and the Subcommittee stands adjourned. 

[Whereupon, at 3:59 p.m., the Subcommittee was adjourned.] 
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PREPARED STATEMENT OF THE HONORABLE WILLIAM D. DELAHUNT, A 
REPRESENTATIVE IN CONGRESS FROM THE STATE OF MASSACHUSETTS 

I would like to thank Chairman Coble and Ranking Member Scott for holding this 
hearing on the ‘‘Mentally Ill Offender Treatment and Crime Reduction Act’’ of 2003. 
I would also like to commend my colleague Rep. Ted Strickland for his continued 
leadership on this bill and other initiatives to improve our nation’s mental health 
systems. I appreciate your courtesy in permitting me, as a former member of this 
subcommittee, to add my voice in support of this much-needed legislation. 

As the distinguished witnesses testified, the mental health community and law 
enforcement are united behind this legislation. And, in a rare instance within the 
current session of Congress, the Senate has already moved forward and passed this 
bill by unanimous consent. I hope that my colleagues on the House Judiciary Com-
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mittee will join me to see that the House moves this legislation quickly in the same 
bipartisan spirit. 

As Thomas J. Conklin, M.D., Director of Health Services of the Hampden County 
Correctional Services of Massachusetts, has observed, ‘‘It can be safely said that 
American jails and prisons have become the nation’s default mental health system.’’ 
Our nation’s jails and prisons are in a state of crisis as they struggle to provide 
mental health services for incarcerated individuals. Congress should proceed with 
haste. 

It is simply wrong that families must resort to the police in order to obtain treat-
ment for a loved one suffering from an extreme episode of mental illness. Yet, dur-
ing times of extreme distress, families face no alternative because an individual ex-
periencing symptoms like paranoia, exaggerated actions and impaired judgment 
may be unable to recognize a need for treatment. 

It is unconscionable and, may well be, unconstitutional, that these vulnerable in-
dividuals become further marginalized once incarcerated, often denied even minimal 
treatment as a result of inadequate resources. Most mentally ill offenders that come 
into contact with the criminal justice system are charged with low-level, non-violent 
crimes. However, once behind bars, these individuals may face an environment that 
only further exacerbates symptoms of mental illness, which may otherwise be man-
ageable with proper treatment. Then, caught in a revolving door, they may soon be 
back in prison as a result of insufficient and inadequate transitional services upon 
release. This comprehensive legislation is a step in the right direction in order to 
move away from laws that criminalize mental illness. Through this legislation, state 
and local correctional facilities will be able to create appropriate, cost-effective solu-
tions. And low-level, nonviolent mentally ill offenders will have greater access to 
continuity of care. 

Congress must also address an unfunded mandate that has been imposed on the 
states for decades. In Estelle v. Gamble (1967), the Supreme Court held that delib-
erate indifference to serious medical needs of inmates is unconstitutional ‘‘whether 
the indifference is manifested by prison doctors in their response to the prisoner’s 
needs or by prison guards in intentionally denying or delaying access to medical 
care or intentionally interfering with the treatment once prescribed.’’ Further, in 
Ruiz v. Estelle (1980), the Supreme Court established minimum standards for men-
tal health services in correctional settings. It is hard to imagine that more than 
twenty years later, state and local facilities still do not have nearly enough re-
sources to come even close to meeting these constitutional requirements. 

Congress must do its part to assist state and local governments in meeting this 
burden. We cannot tolerate a system that fails to meet constitutional safeguards. 
Further, we cannot tolerate a system that fails to dedicate resources effectively in 
order to ensure that people are getting help instead of jail time. And as a result 
of state budget cuts, communities are looking to the federal government for help. 

For example, a few years ago Sheriff Michael J. Ashe of Hampden County created 
an innovative inpatient mental health care unit within one of his prisons, providing 
a resource to four counties within the state. A highly successful facility, the unit 
allowed inmates to be treated in a safe and structured environment, thereby reduc-
ing costly emergency calls and transfers to the state-run hospital for behavioral dis-
orders. Unfortunately, the Sheriff was forced to shut down this program in 2001 as 
a result of a decision by the Commonwealth’s Department of Mental Health to elimi-
nate all funding for mental health services at correctional facilities. Now, Sheriff 
Ashe is struggling to provide minimum treatment to inmates, many of whom are 
repeatedly returning to jail as a result of the lack of diversion programs and transi-
tional services. Across the state, other correctional facilities and members of law en-
forcement are battling the same problem—struggling to create innovative solutions 
with very limited resources. 

The Massachusetts Mental Health Diversion & Integration Program (MMHDIP) 
is one such program that continues to advocate for new networks to facilitate the 
diversion of mentally ill persons. The MMHDIP seeks to promote extensive collabo-
ration between police, health and social service providers, consumer advocates, 
judges, and probation officers and, in the past two years, the program has achieved 
many significant accomplishments. The MMHDIP has developed and provided in-
service training on crisis intervention, de-escalation and risk management tech-
niques to members of several police departments, including Boston, Worcester and 
Fitchburg. The program also intends to develop a ‘‘No Wrong Door’’ triage center 
to receive persons who are mentally ill and/or chemically dependant at a downtown 
Boston hospital. Through these types of initiatives, persons in crisis who are charge-
able with non-serious crimes can be referred to community treatment in lieu of ar-
rest. Despite significant progress, the MMHDIP faces significant hurdles to develop 
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and implement their goals based on the far-reaching needs of communities due to 
statewide funding cuts. 

Consistent with the federal average, 12 to 16 percent of those incarcerated in 
Massachusetts are suffering from serious mental illness. Compared to the average 
rate of mental illness in the general population, inmates in Massachusetts are more 
than twice as likely to have a mental illness. And, consistent with nationwide statis-
tics, the recidivism rates of the mentally ill are much higher than average. 

Unfortunately, the situation in my state is not unique. In every state, the inter-
action between law enforcement and individuals suffering from mental illness con-
tinues to rise. In a very tragic situation just last week in Indiana, a law enforce-
ment officer shot and killed one young man, John Montgomery, diagnosed with bipo-
lar disorder. With four other sheriffs, the deputy had arrived at Mr. Montgomery’s 
home to carry out a court order obtained by the parents of this 29-year-old as the 
only recourse to help him get medical treatment. Even though the deputies knew 
the young man was mentally ill based on previous calls to Mr. Montgomery’s home, 
the officers resorted to deadly force when Mr. Montgomery became violent as a re-
sult of his psychotic state. Perhaps this tragic outcome could have been avoided with 
greater resources allocated for adequate training and education for state and local 
law enforcement. And Mr. Montgomery’s parents would have seen their son obtain 
treatment rather than plan for his funeral. 

Having spent over two decades as a state prosecutor, I support the goals of this 
bill to ‘‘foster local collaborations’’ between law enforcement and mental health pro-
viders. What works in one community will not necessarily work or be desired in an-
other—solutions must take into account the existing landscape as well as the social 
and political dynamics within each community. Given the complexity of the issues 
surrounding the intersection of mental illness and the criminal justice system, no 
magic solution will solve the problems faced in communities across America. Accord-
ingly, this legislation does not seek to impose a standardized model that must be 
adopted by all state and local jurisdictions. To the contrary, S. 1194 encourages 
funding for specialized programs that will most effectively address the needs of local 
communities. 

Consistent with one of the key objectives set forth by President George W. Bush 
in his State of the Union Address, it is important to note that the Department of 
Justice has endorsed this bill. The federal government needs to provide communities 
with the tools to reduce recidivism among returning inmates. The statistics speak 
for themselves. This year alone the majority of the 600,000 prisoners who will be 
released will return to prison after committing another crime. Congress must con-
tinue do all that it can to ensure that state and local law enforcement can address 
this problem, especially given its disproportionate impact on the mentally ill. 

Although I am encouraged that the Judiciary Committees in both chambers are 
giving this issue serious consideration, Congress must continue to address other ex-
traordinary gaps in our current system—such as the ability of prisoners to have con-
tinued access to affordable medications, case management and affordable housing 
following release. Looking ahead, federal and state government must not ignore 
these challenges, as nearly 57% of offenders are sent back into our communities 
without any supervision or support. 

With this legislation, Congress can join with local communities in their response 
to this problem. Individuals and their loved ones are struggling with countless chal-
lenges and barriers during a mental health crisis. In addition, members of state and 
local law enforcement need access to training and alternatives to improve safety and 
responsiveness. Without adequate funding, projects like those in the Commonwealth 
of Massachusetts will take much longer to achieve their goals due to limited staff 
and resources. Therefore, federal grants must be made available for innovative pro-
grams that address the challenges presented by mental illness to public safety in 
our communities. With this bill, Congress can provide significant support to collabo-
rative efforts between law enforcement and mental health experts. Without unneces-
sary delay, I urge my colleagues on the subcommittee to move forward on their con-
sideration of this legislation so that the House has an opportunity to consider it for 
final passage before the end of this current session of Congress.
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