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I. Introduction
Hardly a day goes by without a report on the impact of the 
opioid epidemic or the tragedies that befall individuals with 
mental illness. Serious mental illness (SMI) and substance use 
disorders (SUD) are having a devastating and far reaching impact 
on individuals, families, and communities in the United States, 
with nearly 10 million adults suffering from SMI1 and 20 million 
from SUD.2 Policymakers in Washington, DC and the states are 
taking action, enacting legislation, and funding new programs, 
while the President intends to declare the opioid crisis a national 
emergency.4,5 

National and state initiatives are vital, but it is local communities 
that experience firsthand the human and economic costs of 
untreated SMI and SUD. Individuals with untreated SMI and SUD 
are more likely to experience homelessness and behavioral health 
crises, putting demands on emergency responders and hospital 
emergency departments (EDs). They cycle in and out of jails and 
EDs, and return to the streets. Crime rates increase and quality of 
life and public health deteriorate.  

City and county officials are responding, designing, and securing 
funding for local solutions to local challenges. Over 2,600 
communities use the Crisis Intervention Team (CIT) community 
policing model, which trains law enforcement officers in safe 
de-escalation tactics for use during encounters with individuals 
experiencing behavioral health crises, and supports strategies 
to connect those individuals with behavioral health treatment 
and services. Some communities, such as San Antonio 
and surrounding Bexar County, Texas, have implemented a 
comprehensive set of initiatives that build on CIT by engaging 
individuals with SMI and SUD in the jails, courts, and hospitals, 
and connecting them to treatment programs.  

There are a multitude of examples of local initiatives intended to 
address the community fallout of untreated SMI and SUD, few 
have been thoroughly evaluated, making it nearly impossible to 
build nationally on those that are most successful. This report 
is intended to begin to fill the knowledge gap. At the outset, we 
did a literature review of local initiatives, we then interviewed the 
leadership of 13 city- or county-led initiatives and made two site 
visits. The work is further informed by an advisory committee of 

local experts. Based on this work we prepared both a taxonomy 
of program features (see Figure 2) and this report which provides 
additional information on: the impact of untreated serious 
mental illness and substance use disorders on local resources 
and quality of life, how cities and counties are responding, and 
opportunities to assess program impact and spread promising 
programs to other communities.

II. Community Impact of Untreated SMI 
and SUD 
Federal and state governments play significant roles in 
addressing the needs of those with SMI and SUD, through 
regulation, funding, coverage, and care. Medicaid, CHIP, 
Medicare, and the Veterans Administration underwrite the cost 
of coverage and care of millions of Americans. In fact, Medicaid 
is the nation’s single largest payer of behavioral health services. 
Enacted in 2010, the Affordable Care Act expanded coverage 
– including for behavioral health – to millions more while also 
extending the reach of the 2008 Mental Health Parity and 
Addiction Equity Act. And, just last year, confronted with the 
opioid epidemic, Congress invested billions more in expanding 
access to SUD services through the 21st Century Cures Act and 
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the Comprehensive Addiction and Recovery Act. States are the 
funders of last resort supporting state psychiatric hospitals and 
community facilities, and underwriting the cost of services for the 
uninsured.

The federal and state commitment is broad and deep. 
Nonetheless, in 2015 more than 88 percent of adults with SUD 
and nearly 35 percent with SMI received no treatment for their 
conditions.7 This is a staggering statistic and notably it is local 
officials and community leaders that must pick up when federal 
and state policies and programs are inadequate to address the 
problem. Gaps in treatment for those with SMI and SUD plays 
out in the community in homelessness, crime, transmittable 
disease, and demands on emergency responders, hospitals, and 
the criminal justice system.

Homelessness 

One in five homeless individuals has serious mental illness or 
a chronic substance use disorder.8 A survey of the homeless 
population in Roanoke, Virginia, found that nearly 70 percent of 
homeless people were receiving or had recently received mental 
health treatment.9 Homeless individuals with untreated SMI and 
SUD also have a high incidence of arrest and incarceration; 17 
percent of individuals with mental illness in jail were homeless 
in the year before their arrest.10 They also are more likely to 
consume local emergency housing resources, which are more 
costly than providing transitional or supportive housing.11,12 And 
homeless individuals with co-occurring mental illness and SUD 
more frequently use hospital EDs.13   

Frequent Users of First Responder and Hospital Emergency 
Department Resources

First responders, including firefighters, emergency medical 
services (EMS) personnel, and police, are on the front lines 
responding to the inevitable crises and tragedies that afflict 
community members with untreated SMI and SUD. In Baltimore, 
40 to 60 percent of 911 calls are related to drugs and alcohol, 
representing more than 150,000 calls each year.14 One EMS 
provider in Atlanta found that six percent of calls were related to 
psychiatric issues and suicide attempts, but the majority of those 
calls were from a small number of people who utilized the EMS 
service at least five times per month.15 

When first responders are called on to intervene in the chaos 
or worse yet danger created by individuals in crisis, it is time-
consuming, costly, difficult to resolve, and sometimes deadly. 
Nearly half of all fatal shootings by law enforcement nationwide 
involve a person with a mental illness.16 An internal review by the 
Los Angeles Police Department found that 37 percent of police 
shootings in 2015 involved suspects with documented signs of 
mental illness.17 

Element Description

Initiative Objective and Target Population Purpose of treatment and recovery initiatives targeting individuals with SMI and/or SUD 
that consume a disproportionate share of community resources.

Points of Engagement (“Intercept Points”)6 Places and interactions in which initiatives engage individuals, including: (1) homeless 
shelters and places on the street where individuals experiencing homelessness may 
be living; (2) law enforcement and the criminal justice system; (3) other emergency first 
responders; and (4) schools.

Intervention Model Models for engaging individuals and providing a therapeutic setting to deliver mental 
health and substance use disorder treatment and recovery services.

Sponsoring and Participating Agencies & Organizations Lead agencies or organizations and partner entities involved in the initiative.

Type of Locality Small: fewer than 100,000 inhabitants

Large: 100,000 or more inhabitants

Funding Sources City, county, and state general funds, earmarked fees and levies, Medicaid, and 
philanthropy.

Evidence of Success Evaluations or other findings of return on investment, improvements in health outcomes 
and/or reductions in ED utilization, incarceration rates, recidivism, and homelessness.

Figure 2: Taxonomy of Local Initiatives

“Homelessness, behavioral health issues, and 
criminal justice involvement go hand-in-hand.”

Jesse Benet
King County Behavioral 
Health & Recovery Division 
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Hospital EDs are increasingly the default options for managing 
acute episodes of care involving individuals with SMI and SUD. 
Nationwide, an estimated one in eight ED visits involve mental 
health and substance use disorders. Between 2006 and 2013, 
ED visits involving depression, anxiety, and stress reactions 
increased by more than half, while visits involving SUD increased 
by more than a third.18 A 2004 Washington State study found that 
94 percent of the 125 individuals who visited the ED 21 times 
or more in King County had a diagnosis of mental illness and/
or chemical dependency, resulting in more than $3.2 million in 
health care costs.19 

Criminal Justice

Criminal justice settings, like hospital EDs, have increasingly 
become the site of care for individuals with mental health and 
substance use challenges. Many individuals with untreated SMI 
and SUD end up in municipal courts after arrest, which handle 
thousands of cases each year.20 These individuals are less 
likely to make bail and experience more frequent delays in case 
processing.21 More than 1,500 adult drug courts and 300 mental 
health courts have been established across the country to divert 
these individuals from criminal justice settings.22,23 Yet these court 
programs often have limited capacity and long wait lists, resulting 
in the incarceration of many individuals with untreated SMI and 
SUD.24 Nationally, nearly two-thirds of jail detainees have a SUD 
and the rate of SMI in jails is four to six times higher than the 
general population.25,26 Indeed, the nation’s three largest mental 
health care providers are correctional facilities in Los Angeles 
County, New York City, and Cook County, Illinois.27  

From an economic perspective, it is far costlier to jail people 
with behavioral health conditions than to treat them in the 
community.28 It is also costlier to treat and manage these 
individuals relative to inmates who do not suffer from SMI or 
SUD.29 Additional costs during incarceration are associated with 
extra staff needed to observe and keep safe individuals who 
are at-risk for suicide, as well as the added costs for psychiatric 
services and medications.30,31,32  

While jails have become a default option for housing and 
treating individuals with SMI and SUD, they are ill equipped 
to play this role. They have neither the economic resources 

nor an adequate supply of trained staff to treat the volume of 
incarcerated individuals with SMI and SUD.33,34 As a result only 
one in six inmates with mental illness receives treatment during 
incarceration.35,36 

Prisons and jails are constitutionally required to provide health 
care to inmates, but federal law prohibits Medicaid from using 
funding to pay for incarcerated individuals unless the inmate 
is admitted to an outside institution for more than 24 hours.37  
Consequently, localities must turn to other local, state, federal, 
and philanthropic sources to finance jail-based health services. 
Local funds for jails are drawn from the same sources as public 
hospitals, schools, social services, roads, and other local 
government functions, which can be negatively impacted when 
jail costs consume a greater proportion of a locality’s budget.38  

  

*********
In sum, local communities are experiencing firsthand the impact 
of individuals with untreated serious mental illness and substance 
use disorders. Local criminal justice, law enforcement, and first 
responder systems weren’t designed to either treat individuals 
with SMI and SUD or handle the volume of cases resulting from 
the opioid epidemic and serious mental illness. The impact is 
palpable, straining community resources, and touching almost 
every corner of the community.

III. Local Responses to the Impact of 
Untreated SMI and SUD
Cities and counties are responding to the human and economic 
costs of untreated SMI and SUD with programs to divert these 
individuals from non-therapeutic settings to treatment and 
social service programs. Following the taxonomy described in 
Figure 2, below we catalog the salient features of these city- and 
county-led initiatives as follows: target populations and program 
objectives; intercept points for engaging individuals; intervention 
models; type and role of local leadership; challenges facing rural 
communities; sources of financing; and evidence of success. 
Detailed descriptions of local programs and the taxonomy are 
available in Appendix B.

Initiative Objective and Target Population

The first element of our taxonomy focuses on program objectives 
and target populations. We decided at the outset to concentrate 

“Hospitals are overwhelmed by these [SMI/SUD] 
populations and often there are not sufficient 
community resources nearby to refer patients for 
ongoing treatment.”

Ron Manderscheid
National Association of 
County Behavioral Health 
& Developmental Disability 
Directors

“The responsibility for SMI and SUD populations 
ultimately falls on the criminal justice system.”

Susan Belinda Christian
San Francisco District 
Attorney’s Office
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our research on local programs that targeted individuals with 
untreated SMI and SUD who consume a disproportionate share 
of local resources. Program objectives however varied, with each 
rooted in addressing one or more manifestations of the local 
impact of untreated SMI and SUD. We identified five dominant 
objectives:

1.	 Reducing drug-related crimes and overdoses 

2.	 Alleviating calls to first responders 

3.	 Reducing homelessness 

4.	 Reducing volatile confrontations with local law enforcement

5.	 Reducing overcrowded courts and jails 

Below we briefly describe programs exemplifying each of these 
objectives. 

Reducing Drug-Related Crimes and Overdoses

In the United States, over 60,000 individuals died from lethal drug 
overdoses in 2016, exceeding the combined total number of lives 
lost during the entire Vietnam and Iraq Wars.39 In West Virginia - 
the state with the highest rate of drug overdoses in the country – 
the City of Huntington was a flashpoint in the State’s opioid crisis 
with rising addiction and drug-related crime. In response, Mayor 
Steve Williams established the Mayor’s Office of Drug Control 
Policy (MODCP) to address drug addiction and related crime 
in Huntington and surrounding communities with the goal of: 
preventing drug distribution and initial drug use, and mitigating 
associated public health risks by diverting people struggling with 
addiction into treatment and recovery services in coordination 
with city and county agencies and community partners.40        

Alleviating Calls to First Responders

Manchester, New Hampshire, a city of 110,000 people, had 
721 opiate overdoses and 88 deaths in the first 11 months of 
2016. Local fire department and ambulance services became 
a front line administering nearly 1,000 doses of Naloxone to 
treat overdose victims in response to 911 calls. The significant 
increase in the number of drug overdose-related calls was 
consuming limited first responder resources and jeopardizing 
their ability to respond to other emergencies. The City lacked 
a coordinated response to manage individuals suffering from 
addiction, and connect them with local treatment programs. 
Consequently, individuals who had previously been treated by 
firefighters began showing up at local fire stations to seek help. 

In response, the Manchester Fire Department launched the Safe 
Stations program, which established coordination programs with 
local SUD treatment providers to connect individuals engaging 
with firefighters and other first responders to therapeutic services. 

Reducing Homelessness

Like many large localities across the country, San Diego has 
struggled with a large homeless population, estimated at over 
9,000 individuals.41 In response, the City Attorney’s Office 
and various city and county partners launched the San Diego 
Misdemeanant At-Risk Track (SMART) program, directing 
individuals with drug and “quality of life” offenses (offenses 
that are typically linked to homelessness including vagrancy, 
disorderly conduct, and loitering) to long-term sustainable 
housing as a prerequisite to receiving treatment and recovery 
services. 

Reducing Volatile Confrontations with Local Law Enforcement

The fallout of mental illness in communities, including rising rates 
of behavioral health crises and declines in public safety, has 
been a major focus of local programs. In San Francisco, between 
2005 and 2013, people in the midst of a psychiatric crisis 
made up a disproportionate number of those shot by police; 
58 percent of people killed by law enforcement officials had a 
mental illness that was a contributing factor in the incident.42  
After a series of fatal shootings involving persons with mental 
illness, the San Francisco Police Department’s citizen advisory 
board recommended adoption of the CIT model to de-escalate 
and minimize the use of force in situations involving individuals 
with behavioral health disorders. The goal of the program is to 
reduce hospitalizations, injury, and death during encounters 
between law enforcement and people with SMI and/or SUD. 
More than 700 law enforcement officials have received training, 
and crisis intervention specialists – who are licensed mental 
health professionals – are being deployed with police officers to 
support non-violent resolution during intense law enforcement 
interactions.

Reducing Overcrowded Courts and Jails 

Many localities have deployed programs designed to divert 
individuals with untreated SMI and SUD from courts and 
jails, to community-based recovery programs. In Miami-Dade 
County, Florida, where 9.1 percent of residents have a serious 
mental illness, behavioral health crises were driving increased 
involvement of the justice system. Law enforcement officials were 
responding to 16,000 crisis calls per year, resulting in arrests 
and incarcerations costing the County $218,000 per day, or $80 
million per year, just to house people with mental illness in its 
jails. 

Recognizing the need to address the root cause of the criminal 
justice impact, Judge Steven Leifman of the Eleventh Judicial 
Circuit led the establishment of the Miami-Dade Criminal Mental 
Health Project, to divert individuals with mental illness from jail 
to treatment services. People arrested for misdemeanors can 
be referred to a community-based crisis stabilization unit within 

“It can be a lonely experience at the local level. You 
have the sense that you’re the only one fighting this 
(substance use), but we have an obligation to lead.” 

Mayor Steve Williams
Huntington, WV
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three days of arrest. Court appearances are scheduled for two 
weeks post-arrest to allow time for stabilization, and individuals 
completing the three to six-month program can have charges 
against them dropped. Approximately 300 people per year are 
referred to the misdemeanor diversion program.  

Intercept Points – Opportunities for Engagement 			 
and Intervention

The second element of the taxonomy examines the settings 
or “intercept points” that local programs use to connect with 
individuals with untreated SMI and SUD and assist them in moving 
into therapeutic settings. In our taxonomy, we identify intercept 
points commonly used by local programs including: the criminal 
justice system (including interactions with law enforcement 
officials, the court systems, and in jails); homeless shelters and 
the streets; the emergency response system (including firefighters 
and EMS personnel); and schools. Cities and counties tend to use 
intercept points based on the problems they are trying to solve or 
the setting most impacted by untreated SMI and SUD. 

Criminal Justice System

For localities focused on reducing rates of incarceration and 
recidivism among individuals with SMI and SUD, the criminal 
justice system offers several intercept points at which contact 
can be made with the target population. SAMHSA’s sequential 
intercept model (SIM) has been widely used to identify intercept 
points across the criminal justice continuum – from pre-arrest 
interactions with law enforcement, to pre- and post-booking 
intercepts in the courts and jails, and release into the community 
– with associated steps to divert individuals needing treatment 
to settings that can more effectively address their underlying 
behavioral health needs (see Figure 3).43  

Starting with the SIM model, officials in King County, Washington, 
mapped different intercept points within the County justice 
system, documenting opportunities to divert repeat offenders to 
treatment. Through the mapping exercise, they also identified 
services that were being used by their target population to 
address some aspect of their behavioral health conditions. The 
County found that services were program-centric; they were 

not being effectively coordinated to address all of their target 
individuals’ underlying behavioral health needs. To create a system 
of integrated behavioral health care, the County established the 
Familiar Faces Initiative, a person-centric approach to connect 
non-violent repeat offenders with a coordinated set of treatment 
and social services, designed to meet the needs and condition of 
the individual at each intercept point.44    

Homeless Shelters and the Streets

In Los Angeles County, 30 percent of the 58,000 homeless 
individuals in the community have mental illness. In response to 
the growing homeless population and associated increase in the 
number of medical and psychiatric ED visits and incarcerations, 
the County Department of Mental Health created integrated 
mobile health teams that provide street outreach, field-based 
mental health, physical health, case management, substance 
use treatment, and housing services. The County partners with 
federally qualified health centers (FQHCs), substance treatment 
providers, and housing agencies to transition those with mental 
health conditions and co-occurring physical and/or substance use 
conditions from homelessness into permanent housing, and links 
them with community-based supportive services, including longer-
term mental health services.

First Responder Intercept Points

Cities and counties are seeing significant increases in the number 
of mental-health related EMS calls. San Diego County received 
over 31,000 mental health-related EMS calls in 2015, an increase 
of 84 percent over 2009 while overall call volume increased just 17 
percent during the same period.45 In Wake County, North Carolina, 
increases in ED utilization and EMS calls related to behavioral 
health crises led the County to establish the Advance Practice 
Paramedic (APP) program. The program provides APP training 
to EMS personnel to screen individuals experiencing behavioral 
health crises and refer them to community-based crisis and 
treatment centers. The County also established a robust data 
sharing infrastructure to track individuals that APPs encounter 
and facilitate care coordination as they transition across care 
settings.46  
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Schools

Some local leaders are recognizing the need to engage at-risk 
youth when they are exhibiting early signs of mental illness and 
substance use and before they experience a crisis. Miami-Dade 
County’s Criminal Mental Health Project partnered with schools 
to train more than 500 teachers, guidance counselors, and other 
staff to identify students with potential mental illness and work 
with their parents to connect them to services to decrease the 
likelihood of truancy, substance use, and criminal activity.47 In 
Manchester, New Hampshire, the city’s fire department partnered 
with local schools to provide education to students on substance 
use prevention.48   

Intervention Models

There are a wide range of intervention models used by local 
officials to address the unmet needs of individuals with SUD 
and SMI as they are playing out in individual communities. And, 
of course, approaches are informed by the particular problem 
the community is trying to address. The CIT model is widely 
used, but local officials are also incorporating Law Enforcement 
Assisted Diversion (LEAD) and post-booking jail diversion, harm 
reduction, housing first, and jail-based treatment models into city 
and county initiatives. Many communities are adopting multiple 
models simultaneously.

Crisis Intervention Team (CIT)

CIT is a community policing, pre-arrest jail diversion program. 
The program includes training for law enforcement officers to 
acquire skills to safely de-escalate behavioral health crises 
and increase the chances of peaceful resolutions. The model 
supports collaboration between law enforcement, behavioral 
health and other physical and social service providers with the 
goals of reducing the risk of injury to police officers and mentally 
ill persons, and reducing arrests and recidivism by diverting 
individuals to mental health treatment instead of jail. Originally 
developed in Memphis, the model has been used and customized 
in 2,600 localities nationwide.49 

LEAD and Post-Booking Diversion 

LEAD was first deployed in Seattle over a decade ago in response 
to lawsuits involving racial disparities in drug arrests. It was 
developed as a collaboration between community stakeholders 

and city and county executives, police, social service, 
prosecutors, and public defenders to train law enforcement 
officers to identify and divert low-level drug offenders from the 
criminal justice system to a case manager. The case managers 
then work with public and community-based organizations to 
provide drug treatment and other social service programs.    

LEAD is a pre-booking model; police are trained and must use 
their discretion to refer individuals to a case manager instead 
of arresting them for misdemeanor drug-related offenses. 
Collaboration between local police, prosecutors, and public 
health agencies also allows for an arrested individual to be 
directed to the program, where charges can be suspended 
while they are referred to case managers and given an option 
to enter into treatment. Cases can be dropped by prosecutors 
when enrollees meet program milestones. LEAD programs have 
been replicated in Santa Fe and in over a dozen other cities and 
counties.

Post-booking diversion models include jail, court, and mental 
health or drug court diversion efforts that deploy specialized 
personnel who screen and assess justice-involved individuals 
for mental health and substance use disorders and develop 
diversion and treatment plans with oversight from the courts and 
consent of judges, prosecutors, and public defense attorneys. 
The courts typically require community-based behavioral health 
treatment with the prospect of dismissing charges and avoiding 
incarceration as incentives to enter into and continue therapy. 
Post-booking diversion models including those in Miami-Dade, 
Bexar, and Cook Counties have been in existence for many years.

Community Paramedicine and Integrated Mobile Health Teams 

Community paramedicine deploys paramedics to operate in 
an expanded capacity outside of their traditional emergency 
response and transportation role. The model has been used to 
redirect individuals experiencing a behavioral health crisis from a 
hospital emergency department to a detox or treatment facility. 
Advance practice paramedics (APP) typically receive additional 
training to help screen individuals and conduct assessments to 
support appropriate diversions. They can also support outreach, 
in collaboration with local health providers, to individuals in the 
community and in their homes. APPs in Wake County respond 
alongside EMS personnel to mental health or substance use 
crises in the community. They conduct an individual assessment, 
after which the APP screens the individual for potential ED 

“We started with a jail diversion program, but 
realized we didn’t have community resources in 
place to divert people to treatment. We needed to 
take a broader view of how to address the issue.”

Gilbert Gonzales
Bexar County Department of 
Behavioral and Mental Health

“When it comes to this issue, the traditional battle 
lines among stakeholders in the criminal justice 
system don’t apply. We have to work together.”

Jennifer Johnson
San Francisco Public 
Defender’s Office
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diversion to one of three 24-hour crisis centers. The crisis centers 
provide stabilization services, and facilitate referrals to longer-
term outpatient behavioral health treatment.

Integrated mobile health teams (IMHTs) are typically multi-
disciplinary care teams that may include physicians, nurses, 
social workers, mental health professionals, substance use 
counselors, case managers, and peer supports that are 
deployed in communities to proactively identify and engage 
at-risk individuals to provide treatment and transition them from 
homelessness to housing. Los Angeles County uses IMHTs to 
transition homeless clients to housing and provide key services, 
including individual and group counseling, physical health care, 
crisis intervention, employment assistance, transportation, 
benefits establishment, medication support, and family 
supportive services.

Harm Reduction

Harm reduction models incorporate a spectrum of substance-
misuse treatment strategies from safer use, to managed use 
and abstinence to meet drug users “where they’re at.” They 
are designed to minimize the harm individuals might cause 
to themselves and those around them, rather than requiring 
sobriety to remain in treatment.50 Programs based on harm 
reduction models have become increasingly widespread over the 
past several decades. These include sterile syringe exchange 
programs that provide safe environments for drug users and 
mitigate the spread of transmittable disease, which now operate 
in 33 states and the District of Columbia.51   

The Mayor’s Office in Huntington expanded upon traditional 
needle exchange harm reduction programs, adding Naloxone 
training and kits for friends and family members of drug-addicted 
individuals to treat overdose episodes, and recovery coaches 
to connect clients to resources for detox, treatment, family 
support, and education. Seattle and Santa Fe have also adopted 
drug treatment programs based on harm reduction models, 
complementing traditional drug court programs that require 
sobriety.52 

Housing First

Housing first models recognize that safe and stable housing 
is a prerequisite to engage anyone in serious mental illness 
or substance use disorder treatment. Housing first programs 
focus on helping individuals access and sustain housing, before 
delivering voluntary and needed behavioral and other social 
supportive services instead of requiring people to address their 
behavioral health problems before they can access housing.    

Two common program models follow the housing first approach. 
Permanent supportive housing targets individuals with mental 
health or substance use disorders who have experienced long-
term or repeated homelessness and provides long-term rental 
assistance and supportive services. Rapid re-housing, provides 
short-term rental assistance and services. Interventions in several 
cities and counties, including San Diego, Los Angeles, and King, 

incorporate these models in their programs. The SMART program 
in San Diego is implementing a two-year housing first pilot 
that provides intensive case management, care coordination, 
enrollment in drug treatment programs, and placement in 
supportive housing.

Jail-Based Programs

Jails can serve as an opportunity to stabilize individuals with 
substance use disorders and serious mental illness and provide 
short-term treatment services, offering a more controlled 
environment that many individuals do not have once released into 
the community – especially for individuals lacking sustainable 
housing or a social-support network.

Inmates with drug-related charges in Kenton County, Kentucky, 
can be referred at booking or ordered by judges into the 
Detention Center’s treatment programs. The three to six-month 
tiered program uses a peer-driven support model that includes 
cognitive-behavioral therapy, 12-step individual and group 
counseling, spiritual programming, and medication-assisted 
treatment to mitigate risk of relapse after release.

These models aren’t mutually exclusive; most of the localities we 
interviewed have adopted and are synchronizing multiple models 
simultaneously to address their most pressing needs and provide 
the most appropriate therapeutic settings and resources to target 
populations. They have recognized that none of the models 
on their own are sufficient to address the needs and impact of 
individuals with untreated SMI and SUD. 

Localities have also found that program success necessitates 
significant coordination across city and county agencies and 
community-based organizations. Bexar County, Texas has 
integrated multiple programs and established a Restoration 
Center at the County’s Center for Health Care Services to provide 
residential detoxification, sobering, outpatient substance use 
treatment, and in-house recovery to individuals struggling with 
alcohol and drugs. Combined with crisis intervention team 
training, the program and its associated jail diversion program 
have diverted over 17,000 people from jails and emergency 
departments, saving Bexar County taxpayers over $10 million a 
year.53  

Local governments can’t do it all on their own; they need 
community partners to meet the full complement of needs. 
Even with partners, local agencies are struggling with capacity 
constraints as demand for behavioral health professionals and 
facilities exceeds supply of local resources.54 So while local 
agencies can establish intercept points and programs, many 
have found that there are not enough local resources available to  
target populations.

Sponsoring and Participating Agencies & Organizations 

This project focused on initiatives led by government agencies 
and officials, and we found a diverse group of agencies stepping 
up to the plate, again driven by local imperatives. Champions in 
high-level local government positions, such as the mayor, city 



8
COMMUNITIES IN CRISIS: LOCAL RESPONSES TO BEHAVIORAL HEALTH CHALLENGES

attorney’s office, judges, and police chiefs, can use the power 
of their office to direct funding and set agency priorities, or use 
the bully pulpit to rally support among partnering agencies and 
organizations in the community that share common goals.      

Regardless of lead agency, every local program representative 
emphasized the importance of leadership to foster collaboration. 
Collaboration is necessary to align priorities and coordinate 
programs across public agencies, community-based 
organizations, and service providers even across city and county 
jurisdictions. The Mayor’s office in Brockton, Massachusetts, 
led an effort to create the Champion Plan to reduce rates of 
drug addiction and overdoses in the community. The Plan 
brings together the Mayor’s Office, police department, Brewster 
Ambulance Service, Gandara Center, and the Brockton Area 
Opioid Abuse Prevention Collaborative to establish coordinated 
referrals to housing and treatment programs.  

Type of Locality

In calling out program location as an element of the taxonomy, 
the primary issue we wanted to highlight is the unique challenges 
of programs in rural communities and small cities. The opioid 
epidemic is having a devastating effect on rural communities 
where the rate of opioid-related overdose deaths is 45 percent 
higher than in metro counties.55 Rural communities as well 
as small cities and counties are hampered by the smaller tax 
base and resources at their disposal and have fewer behavioral 
health care providers that limit access to care and their ability to 
provide treatment for SMI and SUD populations relative to urban 
centers.56    

Huntington, West Virginia, a city of 50,000 residents, experienced 
rates of drug overdose deaths that were three times the state 
average and more than 10 times the national average,57 yet it 
receives allocations of state and federal funds to address their 

crisis based on the size of their population, not on the magnitude 
of their local problem. To address the shortfall, the City leveraged 
a patchwork of local, state, federal, and private funds to develop 
several initiatives to combat the opioid epidemic, including 
increased policing of drug traffickers, implementing the LEAD 
model, providing supportive housing to individuals with SUD, 
developing a needle exchange program, and distributing 
Naloxone to treat overdoses.

Funding Sources

Central to the viability of these programs is financing. For the 
most part, officials rely on city and county general funds both to 
launch as well as to sustain their initiatives. These funds may be 
specifically allocated by the local government or a local agency 
may determine to allocate a portion of its budget to the initiative. 
Medicaid is critical to assuring access to treatment, including in 
some communities, social supports such as case management. 
For administrative costs, officials are relying heavily on agency 
budget or local general funds. Some officials have been able to 
supplement local resources with grants from foundations. Finally, 
in an effort to stabilize funding, some communities have enacted 
local fees or taxes dedicated to support treatment and recovery 
programs.

In short, local officials are weaving together a patchwork of 
funding streams to build and operate programs to address the 
most pressing unmet needs of community members afflicted 
with SMI or SUD. The examples below highlight the wide mix 
of funding that local officials are accessing to underwrite these 
programs. Notably, the range reflects not widespread support 
for these types of initiatives, but rather the difficulty in financing 
these programs and the lengths to which dedicated officials 
go to identify and secure the funds required to support needed 
programs.

City, County, and State General Funds and Local Fees 

To underwrite the costs of local initiatives, the programs 
we examined rely heavily on city and county general funds, 
sometimes in combination with state funds and local problem-
specific fees and taxes. The jail and hospital ED diversion 
program in Lee County, Florida received start-up and annual 
appropriations from the County’s general fund to support 
its efforts to connect low-level offenders with SMI and SUD 
to treatment services, including for the development of the 

“It is critical to foster a culture of collaboration when 
developing these programs.”

Lara Easton
San Diego City Attorney’s 
Office

“Local leaders need to take a broad view of their 
programs to identify opportunities to support 
individuals before they experience a crisis.”

Judge Steven Leifman
11th Judicial Circuit of Florida

“Our program is supported through a patchwork 
of public and private funds, while long-term 
sustainability is best achieved through the legislative 
process.” 

Jason Merrick
Kenton County Detention 
Center
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Bob Janes Triage Center.58 The Santa Fe LEAD program was 
established with an initial $300,000 allocation from the Santa Fe 
City Council and $600,000 from the Open Society Foundation for 
a three-year pilot, and is supported by an annual $250,000 City 
appropriation. However, obtaining separate appropriations for a 
program can be challenge for local leaders, as Santa Fe’s LEAD 
program found when it unsuccessfully sought funding from the 
state legislature.

Some local programs are leveraging allocations from state 
general funds. The Kenton County Detention Center, which 
provides jail-based SUD treatment, leverages funding from the 
state’s Department of Corrections to fund medication-assisted 
treatment (MAT) and program staffing. The Restoration Center in 
Bexar County is funded through a combination of local and state 
resources, including the city of San Antonio, Bexar County, the 
University Health System, and the Texas Department of State 
Health Services.

Costs associated with implementing local programs are also 
being absorbed directly by the agencies implementing them. The 
Safe Stations program in Manchester, New Hampshire, which 
connects individuals with SUDs to treatment at the City’s fire 
stations, was implemented by the fire department without any 
additional public funding from the City and County.59

In Brockton, Massachusetts, the City requires a local marijuana 
dispensary to contribute funding to combat SUDs as a condition 
of its operation through a community host agreement. The 
Criminal Mental Health Project in Miami-Dade County accesses 
funding from a local tax established to address homelessness. 
The County recognized that many homeless individuals have 
co-occurring SMI and SUD, and in response directed revenues 
from the tax to programs that provide housing and treatment 
services.60  Similarly, King County’s Familiar Faces program is 
partially funded through three local tax levies targeted on mental 
illness, drug use prevention, and homelessness.61  

Philanthropy 

National and community foundations across the country are 
likewise providing important support to local initiatives.62,63,64 For 
example, Santa Fe’s LEAD program received funding from the 
Open Society Foundation, McCune Foundation, Just Woke Up 
Fund, and Santa Fe Community Foundation.65 The Safe Stations 
program received funding from the Robert Wood Johnson 
Foundation and Anthem Blue Cross and Blue Shield Foundation 
to support ongoing operations and expanded drug prevention 
outreach to youth.66,67 Health plans, health systems (often as part 
of hospital community benefit obligations), and corporations are 
also providing funding and in-kind support.68 In Indiana, Reid 
Health’s community benefit program provided more than $93,000 
in grants to local programs that address mental health and 
substance use.69  

Medicaid

Since the passage of the Affordable Care Act, 31 states and 
the District of Columbia have expanded Medicaid to low-

income childless adults, of whom 29 percent have a mental 
health disorder or SUD.70 Medicaid is the single largest funder 
of behavioral health services in the nation and provides the 
foundation of coverage, access, and care for Medicaid-eligible 
individuals, including the individuals targeted by the programs 
discussed here. While Medicaid can cover a range of support 
services, including case management, housing, and employment 
supports, local programs we interviewed were generally 
unfamiliar with these opportunities or were frustrated by limited 
support from state Medicaid officials in taking advantage of these 
Medicaid options.      

This failure to make maximum use of Medicaid suggests a 
breakdown in communication between state and local officials 
as states, most particularly expansion states, are intent on 
expanding coverage and services to individuals with SMI and 
SUD, including justice-involved populations and homeless 
individuals – precisely the target population of these local 
initiatives.71 Moreover, states have been exploring and expanding 
Medicaid’s role in covering the costs of social interventions which 
again are central to addressing the needs of those with SMI or 
SUDs.72 Notably, Medicaid expansion has enabled states to 
redeploy some of the block grant dollars from underwriting the 
cost of services to uninsured individuals to essential services and 
supports not covered by Medicaid.73 

Other Federal Funding

In addition to sharing in the cost of the Medicaid program with 
states, the federal government provides financial support through 
various grant-making programs. Two key funding streams 
include SAMHSA’s Substance Abuse Prevention and Treatment, 
and Community Mental Health Services Block Grant programs. 
These programs provide funding directly to states on pre-defined 
formulas that take into account state populations, risk factors for 
behavioral health, and the local cost of services.74 While states 
are the recipients of the block grants, in some cases they pass 
on funding to cities and counties to support local programs. 
The Justice Department has also provided funding to foster 
collaboration among justice and social services agencies to 
reduce the prevalence of behavioral health conditions in jail.75 
And in 2016, the Department of Housing and Urban Development 
made almost $2 billion in grants available to support local 
permanent and transitional housing, and supportive services.76   

Local programs have also accessed SAMHSA funding 
opportunities including through: Comprehensive Addiction 
and Recovery Act grants; grants for the Benefit of Homeless 
Individuals-Services in Supportive Housing; and Projects for 
Assistance in Transition from Homelessness (PATH) grants that 
can extend up to five years to train first responders, provide 
outreach, intensive case management, mental health and 
substance use treatment, funding for specialized drug courts, 
and assistance in obtaining supportive housing benefits services. 
And the MacArthur Foundation has collaborated with SAMHSA 
to create funding opportunities focused on behavioral health 
diversion.77,78    



10
COMMUNITIES IN CRISIS: LOCAL RESPONSES TO BEHAVIORAL HEALTH CHALLENGES

In 2016, Congress passed the 21st Century Cures Act which 
allocated nearly $1 billion in federal grant funding over two years 
to help states and localities combat the opioid epidemic. The 
funds are being administered through a third SAMHSA program 
– the State Targeted Response to Opioid Crisis Grant program – 
and will be allocated to states based on a formula tied to unmet 
need for opioid-use disorder treatment and overdose deaths.79  

Evidence of Success

Virtually all programs we reviewed had some evidence of 
success and were able to document their impact; only a few had 
rigorous evaluations. Robust study designs including randomized 
controlled trials and case-control studies have not been widely 
deployed to assess program efficacy. Instead, pre- and post-
evaluation methods and matched cohorts are more commonly 
used to track near-term outcomes, such as arrests, recidivism 
rates, homelessness, and 911 calls. These data often depend on 
self-evaluations by the agencies and community partners.    

CIT

CIT has been associated with a reduction in the rate of arrest 
for mental health-related disturbance calls from 24 to seven 
percent.80 Evidence also strongly suggests that CIT increases the 
connection of persons with mental illness to psychiatric services 
or diverts them to services instead of jail.81 A study of CIT-trained 
officers in Chicago found that the program not only increased 
linkages to mental health services, but also improved safety in 
calls involving persons with mental illness. Officers reported 
using less force than officers where CIT training was limited, 
and CIT officers directed a significantly greater proportion (18 
percent more) of subjects to mental health services than non-
CIT officers.82 In Memphis, injuries to law enforcement officers 
dropped by 80 percent after CIT was implemented.83         

LEAD and Post-Booking Diversion

An evaluation of the Seattle LEAD program found that 
participants were 58 percent less likely than non-LEAD 
participants to be arrested, and 87 percent less likely to be 
incarcerated.84 Another Seattle LEAD study found an average 
reduction of $2,100 in legal and criminal justice utilization costs 
for each LEAD program participant.85         

The Miami-Dade Criminal Mental Health Project diversion 
programs have also been found to reduce the number of arrests 
associated with mental illness in the County and have reduced 

recidivism rates for individuals booked for misdemeanor crimes 
to less than 20 percent from approximately 72 percent before the 
program and to approximately six percent among individuals in 
the felony diversion program.86 

Community Paramedicine and Integrated Mobile 		
Health Teams (IMHT)

A study of the Wake County APP community paramedicine 
diversion program found that more than one-third of patients 
encountered by APPs met the criteria for ED diversion, of which 
61 percent agreed to be diverted to a community-based crisis 
care center. The study also found that the APP program saved 
2,448 ED bed hours and reduced care costs by $500,000.87 
An evaluation of Los Angeles County’s IMHT program – which 
includes housing first and harm reduction components – found 
significant reductions in illness management and recovery (IMR) 
scores; a strong signal that clients continued to make progress 
towards recovery.88   

Harm Reduction

Some harm reduction models, such as syringe exchange 
programs, have been shown to be effective at reducing 
overdoses and recidivism rates, but efficacy in the context 
of local SMI and SUD interventions in the United States is 
lacking. Medication-assisted treatment, particularly for opioid 
addiction has been shown to be effective in the United States 
and elsewhere, yet this form of therapy has not been widely 
utilized.89 Research on the broader application of harm reduction 
in local efforts to reduce the impact of untreated SMI and SUD is 
limited.90    

Housing First

Evidence suggests that housing first approaches significantly 
reduce drug use compared to models that focus on treatment 
first, and that housing first participants spend significantly less 
time homeless and in psychiatric hospitals, and incurred fewer 
costs than a control group of individuals who were not enrolled 
in a housing first program.91,92 An evaluation of King County’s 
housing first pilot used a pre- and post-comparison group design 
and found that participants experienced significant reductions 
in emergency department use, hospital admissions, and jail 
bookings. Reductions in estimated costs for participants and 
comparison group members were $62,504 and $25,925 per 
person per year respectively.93    

Jail-Based Treatment Programs

Findings from several studies indicate the effectiveness of 
in-jail substance use treatment programs in reducing criminal 
recidivism.94 Reductions in re-arrests for treated inmates range 
from five percent to 25 percent in comparison to untreated 
inmates, over follow-up periods of six months to five years. 
Treated inmates also have a longer duration to re-arrest following 
release from incarceration, relative to untreated inmates.95 Cost 
savings associated with jail treatment programs have been 
reported from $156,000 to $1.4 million per year.96  

“We were very purposeful about dedicating 
resources and funding to evaluation.” 

Maria Funk
Los Angeles County 
Department of Mental Health
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Few localities have established programs that conduct 
evaluations tracking long-term client outcomes and financial 
impact to public agencies. Bexar County’s Department of 
Behavioral and Mental Health has three full-time staff dedicated 
to program evaluation, which support the County’s assessment 
of multiple programs targeted at SMI and SUD populations. 
Similarly, in Los Angeles County, the Department of Mental Health 
allocated dedicated funding and staffing to support an evaluation 
of its Integrated Mobile Health Team program, supported by 
the University of California, San Diego. That analysis assessed 
housing first, harm reduction, and motivational interviewing 
program elements, finding that approximately three-quarters of 
participants showed significant improvements in overall health 
and made progress in their recovery, with significant decreases in 
the use of emergency services.97  

While CIT, LEAD and post-booking jail diversion programs have 
been shown to be effective at diverting individuals with SMI and 
SUD from the justice system to treatment, less is understood 
about the comparative effectiveness and the costs and benefits 
of those initiatives relative to jail-based therapeutic treatment 
programs and services in jail-based settings where individuals 
can be engaged more consistently.98,99 Furthermore, while some 
local programs have been shown to generate savings that accrue 
to a specific agency, research assessing the impact of these 
programs across the broad spectrum of public agencies and 
community stakeholders that serve SMI and SUD populations is 
limited.

For instance, while pre-trial diversion programs may increase 
costs for District Attorney’s offices and social service agencies 
that provide treatment to program participants, they also reduce 
incarceration rates and jail costs. In one study, CIT training 
and diversion programs increased costs to law enforcement 
agencies, and required increased funding for treatment of 
diverted individuals, but were shown to reduce cost to the local 
criminal justice system.100 In Memphis, the CIT program was 
associated with a significant cost savings for the criminal justice 
system, higher treatment costs however offset these savings.101  
These findings reveal a significant challenge that city and county 
agencies confront when building support for local programs, 
namely cost-shifting; where savings that accrue to one set of 
program participants may be borne at the expense of another set 
of agencies or stakeholder groups.

IV. Local Program Success Factors
There is a plethora of local initiatives that address the fallout of 
untreated SMI and SUD on individuals and the communities in 
which they reside. We have used our taxonomy (Appendix B) to 
describe a sample of those programs and reviewed many others. 
It is clear from published research that some local program 
models show levels of success that merit socialization and 
spread. CIT, LEAD, and post-booking jail diversion programs 
have been shown to reduce incarcerations and recidivism, jail-

based treatment programs can reduce re-arrests, and community 
paramedicine and integrated mobile health teams can divert 
more individuals away from hospitals to behavioral health 
treatment and improve recovery. Here we discuss the elements 
across programs that appeared most critical to program success; 
program examples are in the endnotes that follow each factor.  

Client-Centric System of Care

Our research suggests that successful programs are 
systematically aligning law enforcement, criminal justice, 
public health, health care, and social service resources to 
coordinate, improve access to, and deliver a broad spectrum 
of treatment, recovery, health, and social services for people 
with untreated SMI and SUD. Within that client-centric system 
of care, we have identified five re-current success factors that 
can be spread to other community initiatives. These elements 
include: creating collaborative partnerships between city and 
county agencies and community-based health and social 
service providers to support the diversion of clients away from 
the justice system and homelessness to therapeutic treatment 
settings; improving access to health and social service benefits; 
developing discharge and care coordination plans in partnership 
with public and community-based health and social service 
providers; creating community support for local behavioral health 
infrastructure and services; and leveraging multiple funding 
streams to support program sustainability.  

Collaboration

Programs that coordinate city and county agency resources 
with community-based health and social support organizations 
are significantly reducing overcrowding and recidivism and 
improving access to behavioral health treatment and other 
supportive services. Successful programs require coordination 
with outreach workers, police officers, jail administrators, public 
defenders, judges, and others to screen individuals at various 
intercept points and develop diversion plans with behavioral 
health, housing, employment, transportation, and other social 
service providers as an alternative to jail.102 Some local programs 
are leveraging partnerships to address shortages in housing 
and treatment capacity for SUD and SMI populations,103 while 
others are breaking down information silos to share data across 
agencies and community partners to inform decision-making.104  

Access to Public Benefits and Services

Recovery from behavioral health disorders is built upon access 
to clinical treatment and social support services.105 Successful 
programs recognize that without access to these dimensions 
of recovery, individuals they serve will be more likely to relapse, 
ending up in the criminal justice system or in hospital emergency 
departments. They have incorporated supportive mechanisms to 
help clients obtain access to social security benefits, health care 
coverage including Medicaid, and other benefits that can help 
pay for clinical services and provide a source of income and other 
benefits that help clients recover.106 
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Care Coordination and Management

Successful local programs are integrating case management, 
care coordination, and discharge planning into their programs 
to help clients navigate across public and community-based 
treatment programs. Case workers and counselors develop 
individualized care and transition plans with clients and work 
with partners in the community to place and provide therapeutic 
treatment, housing, education, employment, and other social 
services.107  

Community Engagement 

People with SMI and SUD, especially those with criminal histories 
face significant barriers accessing both affordable housing 
and health care services. Strong community engagement and 
advocacy is necessary to overcome the stigma associated with 
serious mental illness and substance use in order to build support 
for community-based treatment and expansion of housing 
capacity. The role that a local champion plays is particularly 
important to lead and convene advocates, politicians, and 
community-based organizations to gain support and agreement 
to provide health and social services instead of jail.108   

Sustainable Financing

To sustain initiatives, local programs are braiding together various 
funding streams, leveraging general funds, establishing local fees 
and taxes, and opportunistically tapping into philanthropy and 
federal grants. Commercial health insurance and public coverage 
including Medicaid and the Veterans Administration (VA) are 
critical to pay for physical and behavioral health treatment. In 
some states Medicaid is or could be used more to pay for care 
coordination and management services for eligible beneficiaries.

While most local programs rely heavily on a combination of city, 
county, and state funds for local program administration, some 
cities and counties are supplementing general funds by creating 
“problem”-specific fees and taxes. These include marijuana 
dispensary fees, levies that earmark revenue for local mental 
illness, substance use prevention, and housing services. Creating 
these additional revenue streams requires close collaboration 
and leadership within mayor’s offices and county boards of 
supervisors to generate political support for new taxes and ballot 
measures. 

SAMHSA state block grant programs and programs targeted 
specifically to city and county agencies are also being accessed 
to train first responders, provide outreach, intensive case 
management, mental health and substance use treatment, 
funding for specialized drug courts, and assistance in obtaining 
supportive housing benefits services. The Justice Department 
and the Department of Housing and Urban Development also 
provide funding to support justice and social services agency 
collaboration and housing.109,110   

Private philanthropic funding is being used to test, launch, and 
sustain local efforts. Local insurers and health systems provide 
funding to local programs, often as part of their community 

Despite the best efforts and these success factors, 
there remains a pervasive lack of public and 
community-based behavioral health treatment 
and housing support service networks. One out of 
five adults with a mental illness report they are not 
able to get the treatment they need, while fewer 
than 12 percent of individuals needing treatment 
for an illegal drug or alcohol use problem received 
specialized treatment in the past 12 months.1,2 
The Medicaid Institutions for Mental Diseases (IMD) 
exclusion further constrains available treatment by 
prohibiting Medicaid reimbursement for services 
provided to non-elderly adults in an institution larger 
than 16 beds that primarily provides diagnosis, 
treatment, or care of persons with mental diseases 
and related services.3 The April 21, 2016 Medicaid 
Managed Care Final Rule allows states to receive 
federal matching funds for capitation payments for 
adults receiving behavioral health services in an IMD 
for up to 15 days a month. 

benefit programs. Local, state, and national philanthropies are 
providing grants.111  

Local leaders are clear as to the importance of health insurance 
including VA and Medicaid coverage to pay for clinical services. 
Successful programs go to considerable lengths to improve 
access to Medicaid coverage; this effort is more limited and less 
impactful in non-expansion states where few childless adults 
are eligible for Medicaid. With limited exception, Medicaid does 
not cover the cost of health care services for inmates, therefore 
successful programs are linking care plan development and 
access to coverage with jail release planning – again primarily 
in expansion states where Medicaid is available to almost all 
inmates upon release. In Kenton County, Kentucky, a week prior 
to release from jail, many clients are given a Naltrexone or Vivitrol 
injection to block the effects of opioids, and re-entry specialists 
help recovering opioid clients access Medicaid coverage and 
connect with community-based providers so that clients can 
continue receiving therapy after release.   

1.	 “Substance Abuse and Mental Health Services Administration,” 
Behavioral Health Treatments and Services, September 20, 2017, 
available at: https://www.samhsa.gov/treatment.

2.	 “Legal Action Center,” The Medicaid IMD Exclusion: An Overview 
and Opportunities for Reform, July 2014, available at: https://lac.
org/wp-content/uploads/2014/07/IMD_exclusion_fact_sheet.pdf.

3.	 Paradise, Julia and MaryBest Musumeci, “CMS’s Final Rule on 
Medicaid Managed Care: A Summary of Major Provisions,” The 
Henry J. Kaiser Family Foundation, June 9, 2016, available at: 
https://www.kff.org/medicaid/issue-brief/cmss-final-rule-on-
medicaid-managed-care-a-summary-of-major-provisions/. 

https://www.samhsa.gov/treatment
https://lac.org/wp-content/uploads/2014/07/IMD_exclusion_fact_sheet.pdf
https://lac.org/wp-content/uploads/2014/07/IMD_exclusion_fact_sheet.pdf
https://www.kff.org/medicaid/issue-brief/cmss-final-rule-on-medicaid-managed-care-a-summary-of-major
https://www.kff.org/medicaid/issue-brief/cmss-final-rule-on-medicaid-managed-care-a-summary-of-major
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Few local programs have made use of case management or 
targeted case management (TCM), an optional Medicaid benefit 
whereby Medicaid reimburses for care management services to 
assist individuals in accessing needed medical, social, educational, 
housing, and transportation services. Greater use of both TCM and 
case management may offer an additional financing stream for a 
critical service need.  

V.	 Opportunities for Evaluation and 
Spread 
With thousands of local programs focusing on different intercept 
points and intervention models, there are myriad opportunities 
to evaluate success and support replication. In this section, we 
highlight local intervention models where there is some evidence 
that they are successfully addressing one or more community 
problems related to SUD and SMI and accordingly where 
replication in additional communities may be warranted. We end 
the section by suggesting areas where additional research would 
be helpful to assess the broader potential of such programs.

As noted earlier, there is abundant evidence that local initiatives 
are successfully addressing – to some greater or lesser extent 
– specific programmatic objectives. Arrest rates involving mental-
health related response calls can be reduced by four times when 
they are met with trained crisis intervention teams compared with 
traditionally trained law enforcement officers.112 Pre-arrest diversion 
programs including LEAD can reduce recidivism and have been 
associated with a 39 percent lower odds of being charged with a 
felony over the longer term.113 Post-booking diversion programs 
can reduce time spent in jail and improve linkages to community-
based services.114 Jail-based treatment programs can reduce 
re-arrests for participating inmates from five to 25 percent when 
compared to untreated inmates.115 And models deployed across 
non-criminal justice intercepts, including community paramedicine 
and IMHT have demonstrated that they can divert a significant 
portion of behavioral health patients to mental health crisis centers 
and away from hospital EDs, and can have a significant impact on 
recovery and reduction of drug use.116,117  

We have found less evidence that these local programs are having 
broader and longer-term impacts on the well-being of individuals 
and communities; that is, programs that are breaking the cycle of 
substance use and reducing its prevalence; producing broader 
return on investment and long-term cost-savings; and initiatives 
that are improving behavioral and physical health outcomes. 
Given the number and range of local programs, it is not surprising 
that many have not been assessed and may in fact be highly 
effective models that can and should be replicated in additional 
communities. Areas warranting additional attention include the 
following:

Breaking the Cycle of Substance Abuse 

Reducing the prevalence of the disease requires that programs 
both demonstrate long-term recovery, and are scalable, with the 
potential to reach a significant portion of the affected population. 

Future evaluations should focus on better understanding the 
proportion of individuals in a community with untreated SMI and 
SUD that can be reached through local programs, which models 
have an appreciable impact on long-term recovery, and whether 
and how successful models can be scaled. 

Clinical Outcomes 

There is surprisingly little evidence documenting whether and how 
local programs are leading to improvements in substance use 
recovery, mental health functioning, and co-occurring physical 
health outcomes. Los Angeles County’s IMHT program did show a 
significant and clinically meaningful improvement in clients’ mental 
health recovery over the first two years of services. Improvement in 
physical health outcomes however were not significantly different 
after program enrollment.118 Further evaluations should focus on 
comparative analyses of different local program impacts to both 
long-term behavioral health recovery and improvements in physical 
health outcomes.

ROI, Cost Savings, and Sustainability 

While many studies have assessed individual reductions in jail, 
court, first-responder, and other local program costs, few have 
quantified cost savings and return on investments across city, 
county, and community-based providers. One notable exception 
was a 2008 assessment of the Bexar County diversion program 
by RTI International, which found per client city and county 
cost savings of $3,149 in the six months following pre-booking 
diversion and $1,100 in the 18 to 24 months following post-
booking diversion. Most of the savings accrued to the criminal 
justice system, with no significant savings or additional costs 
related to treatment.119 Additional analyses focusing on cost 
reduction and return on investment that account for cost-shifting 
(from courts to treatment for example) are needed to assess the 
community-wide return on investment of local programs.

Unique and Untested Models 

There are thousands of local programs with their own unique 
intervention variations that if assessed could potentially identify 
key success factors to inform the implementation of similar 
initiatives in other localities. Future evaluations should focus on 
exploring these issues by addressing these as yet unanswered 
research questions:

›› Are there innovations that are more effective than others at 
circumventing the jail and criminal justice loop?

›› Are there harm reduction approaches that haven’t been 
thoroughly assessed in the United States – such as safe and 
clinically supervised injection sites – that might have a positive 
impact? How might they be integrated into local program 
initiatives?  

›› Collaboration across city, county, and community 
organizations is amorphous and fluid, but it is a critical 
success factor, the “secret sauce of diversion” and not well 
understood. What are the most effective ways to foster 
collaboration between law enforcement, prosecutors, care 
managers, and community providers?  
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›› Are there models that are more effective in rural settings? 
Community paramedicine programs are emerging as a 
promising model for providing outreach and diversion in 
rural communities. Can these and other models be deployed 
in rural settings to reduce the impact of untreated SMI and 
SUD? 

While the impact that housing can have on recovery and 
treatment outcomes is well known,120 the extent to which access 
to affordable and permanent housing is a critical success factor 
of these local programs is not. Diverted individuals are not all the 
same, and have a variety of needs that may be better suited to 
different housing first variants including independent, permanent, 
supportive housing, and rapid re-housing. Understanding the 
impact housing has on these programs, and the difference these 
various housing first models can have on different populations 
would inform housing first approaches that communities across 
the country should adopt.

Finally, it must be acknowledged that the range of settings across 
which these interventions take place, spanning city, county, 
and community organizations, makes conducting evaluations 
with rigorous research designs challenging. Researchers have 
struggled with devising feasible approaches and securing the 
necessary resources to do so.121 Program design factors that 
have been difficult to control for include: tracking cases that 
leave the community; securing data from a variety of disparate 
city, county, and community resource information systems; and 
isolating the impact of one set of programs and controlling for a 
variety of other interventions, types of therapies delivered, and 

other programs in which  target populations may participate. 
While these factors can be overcome, they must be considered 
and factored into evaluation designs. 

VI.	Conclusion
Local communities see firsthand the human and economic costs 
of untreated SMI and SUD, including rising rates of incarceration, 
homelessness, and use of emergency services. The problems are 
palpable and cannot be ignored. Cities, counties, and community 
providers are responding by funding and operating programs 
that engage individuals in crisis and divert them to treatment and 
therapeutic settings. The programs are not a complete solution 
by any means, but they are making a difference. The taxonomy 
reviewed in this report highlights the key programmatic elements 
and success factors of 13 local programs, but these represent 
just a fraction of the initiatives that have been implemented 
across the country. Many of these programs are not well 
understood, preventing the spread of successful models in other 
communities. This report offers recommendations for further 
areas of research to promote a better understanding of variations 
in local program design and intervention models, including their 
efficacy in addressing the prevalence and impact of untreated 
SMI and SUD in communities. A richer body of evidence on 
successful, scalable, and sustainable intervention models will 
empower city and county leaders to invest in programs that 
improve the well-being of individuals with SMI and SUD and the 
communities in which they reside.  
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›› Travis Erickson, Healthcare Transformation and Implementation Manager, Public Health Department, Seattle and King County 
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›› Maria Funk, District Chief, Los Angeles County Department of Mental Health (Los Angeles County, CA)
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›› Jason Lidyard, Deputy District Attorney (Santa Fe, NM)

›› Jason Merrick, Director of Inmate Addiction Services, Kenton County Detention Center (Kenton County, KY)

›› Lieutenant Mario Molina, Crisis Intervention Team Coordinator, San Francisco Police Department (San Francisco, CA)

›› Joel Navarro, City Council Member (Tempe, AZ)

›› Mayor Steve Williams (Huntington, WV)

National Experts

›› Jim Brooks, City Solutions Director, National League of Cities
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