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The Sequential Intercept Model provides a conceptual framework for
communities to use when considering the interface between the crimi-
nal justice and mental health systems as they address concerns about
criminalization of people with mental illness, The model envisions a se-
ries of points of interception at which an intervention can be made to
- prevent individuals from entering or penetrating deeper into the erim-
inal justice system. Ideally, most people will be intercepted at early
points, with decreasing numbers at each subsequent point. The inter-
ception points are Iaw enforcement and emergency services; initial de-
tention and initial hearings; jail, courts, forensic evaluations, and foren-
sic commitments; reentry from jails, state prisons, and forensic hospi-
talization; and community corrections and community support. The
model provides an organizing tool for a discussion of diversion and link-
age alternatives and for systematically addressing criminalization. Us-
ing the model, a community can develop targeted strategies that evolve
over time to increase diversion of people with mental illness from the
~ criminal justice system and to link them with community treatment.
{Psychiatric Services 57:544-549, 2006) :

ver the past several years,
Summit County (greater

"~ Aloon), Ohio has been work-

ing to address the problem of overrep-
resentation, or “criminalization,” of
. people with mental jllness in the local
criminal justice system (1,2). As part of
that effort, the Summit County Alco-
- hol, Drug Addiction, and Mental
Health. Services Board obtained tech-
nical assistance consultation from the
National GAINS Center for People
. with. Co-occurring Disorders in the
Justice System. From that collabora-
tion, a conceptual. model based on

public health principles has-emerged
to address the interface between the
criminal justice and mental health sys-

- tems. We believe that this model—Se-
‘quential Intercept.Model—can help

other localities systematically develop
initiatives to reduce the criminaliza-
tion of people with mental illness in
their community.

The Sequential Intercept

Model: ideals and description

We' start with the ideal that people

with mental disorders should not

“penetrate” the criminal justice sys-
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tem at a greater frequency than peo-
ple in the same community without
mental disorders (personal communi-
cation, Steadman H, Feb 23, 2001),
Although the nature of mental illness

- makes it likely that people with symp-

tomatic illness will have contact with
law enforcement and the courts, the
presence of mental illness should not
result in unnecessary arrest or incar-
ceration. People with mental illness
who commit crimes with criminal in-
tent that are unrelated to sympto-
matic mental illness should be held
accountable for their actions, as any-
one else would be. However, people
with mental illness should not be ar-
rested or incarcerated simply because
of their mental disorder or lack of ac-
cess to appropriate treatment—nor
should such people be detained in
jails or prisons longer than others
simply because of their illness.

With bath this ideal and current re-
alities in mind, we envision a series of

“points of interception” or opportuni-
- ties for an inteivention to prevent in-

dividuals with mental illness from en-
tering or penetrating deeper into the
criminal justice system. Ideally, most
people will be intercepted at early
points. Each point of interception can

- be considered a filter (Figure 1). In

communities with poorly developed
mental health systems and no active
collaboration between the mental
health and criminal justice systems,
the filters will be porous. Few will be
intercepted early, and more people
with mental illness will move through

‘all levels of the criminal justice sys-

tem. As systems and collaboration de-

- velop, the filter will become more
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finely meshed, and fewer individuals

will move past each intercept point.
The Sequential Intercept Model

complements the work of Landsherg

and colleagues (3) who developed an

action blueprint for addressing sys-
tem change for people with mental
illness who are involved in the New
York City criminal justice system.
The Sequential Intercept Model ex-
pands that work by addressing
Steadman’s (4) observation that peo-
ple with mental illness often cycle
repeatedly between the criminal jus-
tice system and community services.
The model addresses his key ques-
tion of how we can prevent such re-
cycling by showing the ways in which
people typically move through the
criminal justice system and prompt-
ing considerations about how to in-
tercept those with mental illness,
who often have co- oceurring sub-
stance use disorders.

Interception has several objectives
(4,5): preventing initial involvement
in the criminal justice system, de-
creasing'admissions to jail, engaging
- individuals in treatment as soon as
possible, minimizing time spent
moving through the criminal justice
system, linking individuals to com-
munity treatment upon release from
incarceration, and decreasing the
rate of return to the cnmma] justice
system.

In contrast to the six cnhcal inter-
vention points identified in Lands-
berg’s . conceptual roadmap (3), we
have specified the following five in-
tercept points to more closely reflect
the flow of individuals through the
criminal justice system and the inter-
activé nature of mental health and
criminal justice systems (Figure 2):

¢ Law enforcement and emer-
gency services

¢ Initial - detention and
hearings

4 Jail, courts, forensic evaluations,
and forensic commitments

4. Reentry from jails, state prisons,
and forensic hospitalization -

¢ Community corrections and com-
munity support services

In the next sections we describe the
points of interception and illustrate
. them with examples of relevant inter-
ventions from the research and prac-
Hee literature. -

initial

Figura 1

The Sequential Intercept Madel viewed as a series of filters

Best clinical pmctices- the uldmate intercept

Postarrest:
initial detention and Initial hearings

Post—iniﬁnl hearlngs
Jail, courts, forensie evaluations, and
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forensle huspltnlizntiun

Commnnlty
correctons and
community
support

An accessible mentai health
system: the ultimate intercept

An accessible, comprehensive, effec- -

tive mental health treatment system
focused on the needs of individuals
with serious and persistent mental
disorders is undoubtedly the most ef-
fective means of preventing the crim-
inalization of people with mental ill-
ness. The system should have an ef
fective hase of services that includes
competent, supportive clinicians;
community support services, such as

case management; medications; voca- -

tional and other role supports; safe

and affordable housing; and erisis

services, Thess services must be
available and easily accessible to peo-
ple in need. Unfortunately, few com-
munities in the United States have
this level of services (6).

In addition to accessible and com-
prehensive services, it is increasingly
clear that clinicians and treatment
systems need to use treatment inter-
ventions for which there is evidence
of efficacy and effectiveness (7,8). In

~ many systems, evidence-based treat-
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ments are not delivered consistently
(9). Examples of such interventions
include access to and use of second- -
generation antipsychotic medica-

‘ons, including clozapine (10); fami-

ly psychoeducation programs (11);
assertive community treatment
tearns (12); and integrated substance
ebuse and mental health treatment
(13). Integrated treatment is espe-
cially eritical, given the fact that ap-

 proximately three-quarters of incar-
- cerated persons with sefious mental

illness have a comorbid substance
use disprder (14,15).

Intercept 1: law enforcement

and emergency services .
Prearrest diversion programs are the
first point of interception. Even in the
best of mental health systems, some
people with serious mental disorders
will come to the attention of the po-
lice, Lamb and associates’ (16) review
of the police and mental health sys-
tems noted that since deinstitutional-
ization “law enforcement agencies

‘have played an increasingly important
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Figure 2

The Sequental Intercept Model from a revolving-door perspechve with best

practices at the core

Community
carrecHons and
community support

Reentry from
Jails, state prisons,
and forensic
hospitalization

Best clinfcal
practces:
the ultimate

intercept

Past—initial hearings:
Jail, eourts, forensic
evaluations, end forensic
commitments

Law
enforcerment and
emergency services

Postarrest:
initisl detention and
initial hearings

role in the management of persons
who are experiencing psychiatric
crises.” The police are often the first
called to deal with persons with men-
tal health emergencies. Law enforce-
ment experts estimate that as many as
7 to 10 percent of patrol officer en-
counters involve persons with mental
disorders (17,18). Accordingly, law

enforcement is a crucial point of in-

terception to divert people with men-
tal illness from the cnmmal justice
system:,

Historically, mental health systems
and law enforcement agencies have
. not worked: closely together. There

has been little joint planoing, cross -

training, or planned collaboration in
the field. Police officers have consid-
erable discretion in resolving interac-
tions with people who have mental
disorders (19). Arrest is often the op-
tion of last resort, but when officers
lack Jnowledge of alternatives and
cannot gain access to them, they may
see arrest as the only available dispo-
sition for people who clearly cannot
be left on the street.

Lamb and colleagues (16) de-.
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seribed several strategies used by po-

* lice departments, with or without the

participation of local mental health
systems, to more effectively deal
with persons with mental illness who
are in crisis in the community: mo-
bile crisis teams of mental health

professiunals; mental health workers

employed by the police to provide
on-site and telephone consultation
to officers in the field, teaming of
specially trained police officers with
mental health workers from the pub-
lic mental health system to address
crises in the field, and creation of a
team of police officers. who have re-
ceived specialized mental health
training and who then respond to
calls thought to involve peaple with
mental disorders. The prototype of
the speclahzed -police officer ap-
proach is the Memphis Crisis Inter-
vention Team { CIT) (20,21), which is
based on collaboration between law
enforcement, the local community.
mental health system, and other key
stakeholders. A comparisen of three
police-based diversion models (22)

found the Memphis CIT program to

have the lowest arrest rate, high uti-
lization by patrol officers, rapid re-
sponse time, and frequent referrals
to treabment,

Intercept 2: initial hearings
and initial detention
Postarrest diversion programs are
the next point of interception, Even
when optimal mental health service
systems and effective prearrest di-
version programs are in place, some
individuals with serious mental dis-
orders will nevertheless be arrested.
On the basis of the nature of the
crime, such individuals may be ap-
propriate for diversion to treatment,
either'as an alternative to prosecu-
tion or as an alternative to incarcer-
ation. In communities with poorly
developed treatment systems that
lack prearrest diversion programs,
the prototypical candidate for
postarrest diversion may have com- .
mitted a nonviolent, low-level mis-
demeanor as a result of symptomatic
mental iliness.

If there is no prearrest or police-
level diversion, people who commit

" less serious erimes will be candi-

dates for postarrest diversion at in-
tercept 2. In communities with
strong intércept 1 programs, postar-
rest diversion candidates are likely
to be charged with more serious
acts. In such cases, although diver-
sion at the initial hearing stage is an
option and treatment in lieu of adju-
dication may be a viable alternative,
some courts and prosecutors may-
look only at postconviction (inter-
cept 3) interventions. '
Postarrest diversion procedures
may include having the court emplay
mental health workers to assess indi-
viduals after arrest in the jail or the
courthouse and advise the court
about the possible presence of men-
tal illness and options for assessment
and treatment, which could include
diversion alternatives or treatment as
a condition of probation, Alterna-
tively, conrts may develop collabora-
tive relationships with the publie

- mental health system, which would

provide staff to conduct assessments
and facilitate links to commumty.
services,

Examples of programs that inter-

“cept at the initial detention or initial
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hearing stage include the statewide
diversion program found in Con-
necticut {(23) and the local diversion
programs found in Phoenix (24) and
Miami (25), Although Connechcut
detains initially at the local court-
house for initial hearings and the
Phoenix and Miami systems detain ini-
tially at local jails, all three programs
target diversion intervention at the
point of the initial court hearing, A sur-
vey of pretrial release and deferred
prosecution programs throughout the
" country identified only 12 jurisdic-
tions out of 203 that attempt to offer
the same opportunities for pretrial re-
lease and deferred prosecution for
~ defendants with mental illness as any

" . other defendant (26).

Intercept 3: jails and courts
Ideally, a majority of offenders with
mental illness who meet criteria for
diversion will have been filtered out
of the eriminal justice system in in-
tercepts 1 and 2 and will avoid incar-
ceration. In reality, however, it is
clear that both local jails and state
prisons house substantial numbers of
individuals with mental illnesses. In
addition, ' studies in local jurisdic-
tions have found that jail inmates
with severe mental iliness are likely
to spend significantly mere time in
jail than other inmates who have the
same charges but who do not have
severe mental illness (27,28). As a
result, prompt access to high-quality
. treatment in local correctional set-
tings is critical to stabilization and
successful eventual transition to the
community .

An intercept 3 mtervenhon that is

currently receiving considerable at- -

tention is the establishment of a sepa-
rate docket or court program specifi-
cally to address the needs of individu-
als with mental illness who come be-
fore the criminal court, so-called
mental health courts (29-32). These
special-jurisdiction courts limit pun-
ishment and instead focus on prob-
~ lém-solving strategies and linkage to

community treatment to. avoid fur-

ther involvement in the criminal jus-
tice system of the defendants who
come before them. The National
- GAINS Center estimates that there
are now 114 mental health courts for
adults in the United States (33).

Intercept 4: reentry from

jails, prisons, and hospitals

There is little continuity of care be-
tween corrections and community
mental health systems for individuals
with mental illness who leave correc-
tional settings (34). Typically, com-
munication between the two systems
is limited, and the public mental
health system may be unaware when
clients are incarcerated. .Mental
health systems rarely systematically
follow their clients once they have
been incarcerated. In a recent survey
of jails in New Jersey, only three jails
reported providing release plans for a
majority of their inmates with mental
illness, and only two reported rou-

tinely providing transitional psy-

chotropic medications upon release
to the community (35).

Nationally, the issue of facilitating
continuity of care and reentry from
correctional settings is receiving in-
creasing attention. In-part these ef-
forts are fueled by class action kitiga-
tion against local corrections and
mental health systems for failing to
provide aftercare linkages, such as the
successful Brad H case against the
New York City jail system (36). In ad-
dition, pressure is increasing on cor-
rections'and mental health systems to
stop the cycle of recidivism frequent-
ly associated with people with severe
mental illness who hecome involved
in the eriminal justice system (37-39).
The APIC model for transitional
planning from Jocal jails that has been

proposed by Osher and colleagues _
- reduce the overrepresentation of

(40) breaks new ground with its focus
on assessing, planning, identifying,
and coordinating transitional care.
Massachusetts has implemented a

forensic transitional program for of-

fenders with mental illness who are
reentering the community from cor-
rectonal settings (41). The program
provides “in-reach” into correctional
settings three months before release
and follows -individuals for three
months after release to provide assis-
tance in making a successful transi-
tion back to the community.

Intercept 5: commugity corrections
and community support services

Individuals under continuing supervi-
sion in the community by the criminal

justice system—probation or pa-
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role—are another important large
group to consider. At the end of 2003,
an estimated 4.8 million adults were
under federal, state, or local proba-
tion or parcle jurisdiction (42). Com-
pliance with mental health treatment
is a frequent condition of probation
or parole. Failure to attend treatment
appointments often results in revoca-
tion of probation and return to incar-
ceration. Promising recent research
by Skeem and colleagues (43) has be-
gun to closely examine how probation
officers implement requirements to
participate in mandated psychiatric
treatment and what approaches ap-
pear to be most effective.

Other research by Solomon and as-
sociates (44) has examined . proba-
toners” involvement in various types
of mental health services and their
relationship to technical violations of
probation and incarceration. Similar
to mental health courts, a variety of
jurisdictions use designated proba-
tion or parole officers who have spe-
cialized caseloads of probationers
with mental illness. The probation
and parole committee of the Ohio
Supreme Court advisory committee
on mentzally ill in the courts (45,48)

has developed a mental health train-

ing curriculum for parole and proba-
tion officers.

Discussion

Some people may argue that the basic
building blocks of an effective mental
health system are lacking in many
communities, and therefore efforts to

people with mental illness in the.
criminal justice system are futile. This
argument is not persuasive. Even the

most underfunded mental health sys-
tems can work to improve services to

- individuals with the greatest need, in-

cluding the group of people with seri-
ous and persistent mental disorders
who have frequent interaction with
the criminal justice system. Such ef-

forts require close collaboration be-

tween the mental health and eriminal
Jjustice systems.

The' Sequentjal Intercept Model
provides a framework for communi-
ties to consider as they address con-
cerns about criminalization of peo-
ple with mental illness in their juris-
diction. It can help tommunities un-
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derstand the big picture of interac-
tions between the criminal justice
and mental health systems, identify
‘where to intercept individuals with
mental illness as they move through
the criminal justice system, suggest
which populations might be targeted
at each point of interception, high-
light the likely decision makers who
can authorize movement from the
criminal justice system, and identify
who needs to be at the table to de-
velop interventions at each point of
interception. By addressing the
problem at the level of each sequen-
tial intercept, a community can de-
velop targeted strategies to enhance
effectiveness that can evolve over
time. Different communities can
choose to begin at different inter-
cept levels, although the model sug-
gests more “bang for the buck” with
interventions that are earlier in the
. sequence. :
Five southeastern counties in
Pennsylvania (Bucks, Chester, Dela-
ware, Montgomery, and Philadelphi‘a)
used the Sequential Intercept Mode!
as a'tool to organize their work in a
forensic task force charged with plan-
ning: coordinated regional initiatives
(47). As a result of that year-long ef-
fort, Bucks County staff organized a
countywide effort to improve the lo-
cal continnum of interactions and

services of the mental health and -

criminal justice systems (48), and
Philadelphia County started a foren-
sic task force that uses the model as
an organizing and planning frame-
work. The model is also being used in
a cross-training currieulum for com-
munity change to improve services
for people with co-occurring disor-
ders in the justice system (45).

Conclusions

Although many communities are in-
terested in addressing the overrepre-
sentation of people with mental ill-
ness in local courts and jails, the task
can seem daunting and the various
program options confusing, The Se-

quential Intercept Model provides a

warkable framework for collaboration
between criminal justice and treat-
ment systems to systematically ad-
dress and reduce the criminalization
‘of people with mental illness in their
community,
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