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Mental health courts are emerging in communities across the country to
address the growing number of individuals with serious mental illness
in jails and the complex issues they present to the courts. Based on con-
cepts of therapeutic jurisprudence and patterned after drug courts,
mental health courts attempt to prevent criminalization and recidivism
by providing critical mental health services. The authors describe men-
tal health courts in Broward County, Florida; King County, Washington;
Anchorage, Alaska; and Marion County, Indiana. Each of these courts is
designed to meet the specific needs and resources of its jurisdiction.
The courts’ experiences suggest that involving all players from the be-
ginning is essential. The authors discuss the issues of due process, avail-
ability of services, and control of resources, which must be addressed
before mental health courts are widely implemented. (Psychiatric Ser-
vices 52:477-481, 2001)

viders to implement a therapeutic

Q handful of communities have
created specialized mental

health courts to address the
complex issues that mentally ill de-
fendants present to the courts. Al-
though each jurisdiction has devel-
oped its own variation of a mental
health court based on local needs
and realities, they share several basic
features (1).

Mental health courts handle only
cases involving offenders with men-
tal disorders. The judge, prosecutor,
defense attorney, and other court
staff often have special training in
and are familiar with community
mental health services. Court staff
collaborate with community pro-

intervention that may include med-
ication management, substance
abuse treatment, housing, job train-
ing, and psychosocial rehabilitation.
Defendants can have their charges
or jail sentences deferred if they
agree to participate in services. The
goal is to prevent criminalization and
recidivism by providing critical men-
tal health services (2).

In this paper we discuss the grow-
ing number of individuals with men-
tal illness who are involved in the
criminal justice system, and we exam-
ine the emergence of mental health
courts as one of several responses. A
description of four existing mental
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health courts is followed by a discus-
sion of important issues that must be
addressed before this service innova-
tion is widely implemented.

Why mental health courts?

The number of individuals with men-
tal illness who are involved in the
criminal justice system is dispropor-
tionately large, and it is on the rise.
Studies have found incidences of 10
to 15 percent for serious mental ill-
ness among jail inmates compared
with an incidence of 2 percent in the
general population (3-5). The pro-
portion of mentally ill persons in jail
increased by 154 percent between
1980 and 1992 (6). A recent Bureau
of Justice Statistics survey found that
16 percent of state prison inmates, 7
percent of federal inmates, 16 per-
cent of jail inmates, and 16 percent of
probationers reported having a seri-
ous mental illness or a mental hospi-
tal stay at some time in their lives (7).

Teplin and colleagues (4,5) found
that 6.4 percent of men and 15 per-
cent of women admitted to Cook
County (Chicago) Jail had a serious
mental illness such as schizophrenia,
bipolar disorder, or major depression.
Staff at the jail have identified about
10,000 detainees a year as being men-
tally ill—more than the 9,000 individ-
uals admitted to all ten state mental
hospitals in Ilinois (8).

The situation is similar in other
parts of the country. For example, by
1992, the Los Angeles County Jail sys-
tem had become, in effect, the largest
mental institution in the country, with
3,300 of its nearly 21,000 inmates re-
quiring mental health services daily
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(9). Thus the jails have become the
mental hospital of last resort (10).

Several explanations for this phe-
nomenon can be found in the litera-
ture. For example, in encounters
with the police, individuals who ex-
hibit signs of serious mental illness
are more likely to be arrested (11)
and, if taken to jail, they may spend
more time there than individuals who
do not exhibit such signs. The survey
by the Bureau of Justice Statistics (7)
found that mentally ill offenders typ-
ically receive shorter jail sentences;
however, studies of pretrial confine-
ment have found that mentally ill in-
mates are less likely to be released on
bail and spend significantly more
pretrial days in jail (12). Also, if con-
victed and sentenced to prison, they
receive longer sentences. According
to the survey, mentally ill state prison
inmates were sentenced to prison
terms 12 months longer on average
than those of other offenders (7).

Other factors contributing to the
growing number of incarcerated
mentally ill persons include changes
in mental health laws, the declining
public hospital census, limited access
to services, and the public’s negative
attitudes toward crime and mental ill-
ness (3,10,11,13,14).

A factor that deserves greater at-
tention is the lack of coordination and
continuity of care for mentally ill of-
fenders (14). This shortcoming is be-
ing recognized in a pending class ac-
tion lawsuit against the City of New
York and its medical provider (15).
The suit charges that inmates treated
for mental illness while in jail were
released without medication or link-
ages to mental health services in the
community. As of July 12, 2000, the
state supreme court had granted class
action status to the suit and issued a
preliminary injunction requiring the
city to provide inmates with medica-
tion and expedited referrals to servic-
es upon their release.

Mental health courts

as part of a continuum

Court interventions developed for
mentally ill detainees include pre-
and postbooking programs, mental
health services provided in jails, and
linkage to services after conviction
and release (14,16,17). Prebooking
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programs, which include police crisis
teams and crisis or drop-off centers,
attempt to divert mentally ill offend-
ers to appropriate mental health
services before they are arrested.
Postbooking programs, which pro-
vide services to mentally ill offenders
in courts, jails, and the community,
attempt to reduce days of incarcera-
tion and recidivism by providing ap-
propriate services. In court liaison
programs, mental health profession-
als work with court personnel to
identify mentally ill offenders and
develop alternatives to incarceration.
Mental health courts are a type of
court-based postbooking program.

Jail-based services may include in-
take screening and mental health
evaluation, crisis intervention, and
short-term treatment that can in-
clude suicide prevention, case man-
agement, counseling, psychotropic
medication, and discharge planning.
Steadman and colleagues (14) have
suggested that discharge planning
and follow-up are the key compo-
nents of jail-based mental health pro-
grams, although they are currently
the weakest element of these pro-
grams nationwide.

Therapeutic jurisprudence
and treatment courts
The mental health court movement
emerged out of recognition of in-
equities in the experiences of mental-
ly ill offenders and two converging
developments in the legal arena:
therapeutic jurisprudence and the
drug court movement. The term
therapeutic jurisprudence first ap-
peared in the law literature in the
late 1980s in the context of mental
health law (18). It is “the study of the
extent to which substantive rules, le-
gal procedures, and the roles of
lawyers and judges produce thera-
peutic or anti-therapeutic conse-
quences for individuals involved in
the legal process” (18). Since then,
therapeutic jurisprudence has emerged
as an approach for examining a wide
array of legal subjects, including the
criminal court system. This new
“lens” allows us to examine how legal
arrangements may affect therapeutic
outcomes.

Another movement was forming in
the late 1980s—separate but consis-

tent with the scholarly emergence of
therapeutic jurisprudence. Begin-
ning in 1989, the first drug treatment
court introduced drug treatment
principles into the criminal justice
process for addicted criminal defen-
dants. By 1997, a total of 325 courts
were operating in 48 states. This in-
novative movement reflected the
growing recognition and frustration
among all parties in the system that
traditional methods had failed to sig-
nificantly reduce drug use among
criminals.

The drug treatment court concept
synthesizes therapeutic treatment
and judicial process. Drug possession
is viewed as both a criminal justice
problem and a public health problem.
Rather than being incarcerated or
placed on probation, offenders re-
ceive treatment. Relapse is consid-
ered a stumbling block rather than a
failure.

Although a variety of models have
been developed, drug treatment
courts have five common elements:
immediate intervention, a nonadver-
sarial process, a hands-on judge,
treatment programs with clearly de-
fined rules and goals, and a team ap-
proach (18).

Evaluations of drug courts have
found promising results in the reduc-
tion of drug use, criminal behavior,
and costs (18,19). Drug court confer-
ences have been held and profession-
al associations have been formed to
disseminate information and improve
drug courts. Some jurisdictions have
obtained state and federal support,
and in 1995 the U.S. Department of
Justice formed the Office of Drug
Court Programs.

As the number of drug courts has
increased, so has the influx of individ-
uals with mental health problems. In
response, several jurisdictions—Hon-
olulu and Ithaca, New York, for ex-
ample—have developed mental
health tracks within the drug treat-
ment courts themselves. The court in
Lane County, Oregon, has developed
two mental health tracks, one for per-
sons with serious mental illness and
another for persons with personality
disorders. San Bernardino County in
California has separate drug treat-
ment and mental health courts, with
the same judge presiding over both

PSYCHIATRIC SERVICES ¢ April 2001 Vol. 52 No. 4



(20). Other jurisdictions have created
mental health courts that are inde-
pendent of the drug courts.

Existing mental health courts

One of the few available studies of
mental health courts is that of Gold-
camp and lrons-Guynn (21). They
compared four mental health courts
and found that all four had separate
calendars, a specialized team, and in-
tensive supervision of participating
offenders. They also found many dif-
ferences among the four jurisdictions,
suggesting that there is no single
model.

Broward County, Florida

The first mental health court in the
country was established in 1997 in
Broward County, Florida, by adminis-
trative order.

In 1994, circuit court judge Mark
Speiser and public defender Howard
Finkelstein began work to create a
mental health and criminal justice
task force to address jail overcrowd-
ing and inadequate treatment for of-
fenders with mental illness (22). The
task force included representatives
from the public defender’s office, the
state’s attorney’s office, the Broward
County sheriff’s office, community
treatment providers, and the local
hospital district.

Out of the work of this task force,
the idea for the mental health court
was born. The goal of the specialized
docket is to centralize most criminal
misdemeanor cases involving defen-
dants with mental illness or develop-
mental disabilities into one court to
facilitate quick review and treat-
ment. The process works to marshal
and coordinate scarce resources as
well as to develop new community
resources (23).

The court is a pretrial model that
diverts offenders immediately into
treatment rather than allowing them
to enter the traditional criminal jus-
tice system. Nonviolent misdemean-
ants are eligible for the process, with
the exception of those charged with
domestic violence or driving under
the influence of alcohol or drugs. Per-
sons charged with simple battery are
eligible with the victim’s consent. In
the future, eligibility may be extend-
ed to persons charged with nonvio-

lent felonies. Participation in the
mental health court is voluntary. De-
fendants may opt out and go to tradi-
tional criminal court at any time.

The process is therapeutically
based and deals with the individual
needs of each defendant. Treatment
and compliance are monitored by the
court. When the individual shows
signs of achieving stability—that is,
social adjustment—he or she is re-
leased from supervision (22). To
date, more than 1,200 individuals
have passed through Broward Coun-
ty’s mental health court.

The MacArthur Foundation has
funded an outcome evaluation con-
ducted by investigators from the
Florida Mental Health Institute at

I
Mental
health courts are
a promising innovation
on the continuum of
interventions for offenders
with mental

ilIness.

the University of South Florida Pre-
liminary observations suggest that
key informants—judges, representa-
tives from the public defender’s of-
fice and the state’s attorney’s office,
family members, and treatment pro-
fessionals—are satisfied with the
work of the court. However, some
concern has been expressed about
the shortage of certain types of serv-
ices. In some cases these concerns
have led to the creation of additional
services based on needs identified by
the court. Resources continue to be
a concern as the court’s caseload
grows (24).

Since the inception of the Brow-
ard County court, interest in mental
health courts has increased. Other
jurisdictions have begun implement-
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ing their own models, tailored to lo-
cal needs, resources, and political re-
alities.

King County, Washington

The mental health court in King
County, Washington—Ilike the court
in Broward County—developed from
a multidisciplinary task force of
judges, public defenders, prosecu-
tors, police, mental health profession-
als, family advocates, and government
officials (25). Using the Broward
County model with some modifica-
tions, King County launched its men-
tal health court in February 1999.
This court differs from conventional
courts in three ways: cases are heard
on a separate calendar by the same
core team of professionals, there is
more emphasis on linkage between
the criminal justice and mental health
systems, and participants in the pro-
gram receive greater court supervi-
sion. Specific policies and procedures
are being developed and modified as
the project progresses.

King County has combined various
types of resources to support the
mental health court. Several public
agencies have provided staff in kind
out of their existing budgets. Addi-
tional allocations have come from
several county funds on a temporary
basis. The Federal Bureau of Justice
Assistance provided an 18-month
grant of $150,000. More permanent
funding sources will need to be iden-
tified if the project is continued.

The initial experiences of the court
suggest that there are serious service
gaps in the community, such as a lack
of treatment for persons with dual
disorders and a lack of transitional
housing. However, participants be-
lieve that the court is a “vast improve-
ment over the old way of handling the
mentally ill misdemeanant popula-
tion” (25). In fact, one of the major
contributions of mental health courts
may be the identification of the serv-
ice gaps that greatly affect mentally ill
offenders and that may play a role in
their arrest and recidivism (16).

Anchorage, Alaska

The Court Coordinated Resources
Project in Anchorage, Alaska, is a col-
laboration of designated corrections,
judicial, prosecution, and defense
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staff. Staff members quickly identify
nonviolent, low-risk, mentally dis-
abled misdemeanants for diversion
from expensive jail beds into commu -
nity-based behavioral health treat-
ment on bail or as a condition of pro-
bation. The court works in tandem
with the Jail Alternative Services Pro-
ject, a postbooking jail diversion pro-
gram operated by the corrections de-
partment. The tandem projects ad-
dress issues related to the large pro-
portion, 37 percent, of incarcerated
individuals with mental disorders and
a court order to reduce jail over-
crowding (26).

The Court Coordinated Resources
Project mental health court is an ad-
judication court, not a trial court.
With the assistance of counsel, of-
fenders who wish to have their cases
heard there waive their right to a trial
and plead guilty. A pretrial diversion
model was not feasible because of the
local culture. Individuals with mental
disabilities who are charged with non -
violent misdemeanors are eligible,
and participation is voluntary. Most
participants have co-occurring sub-
stance abuse or dependence. Because
there is no misdemeanor probation in
Alaska, the mental health court is the
only active monitoring available for
these defendants.

In their first year, the court and the
jail diversion program addressed the
lack of probation for misdemeanants
and relieved some of the pressure on
the corrections department. The 36
offenders who passed through the jail
diversion program and the court were
studied. In the year before they par-
ticipated, the offenders spent an aver-
age of 18 days in the hospital and 85
days in jail. During the year they par-
ticipated, the same individuals aver-
aged three days in the hospital and 16
days in jail (26)—reductions of 83
percent and 81 percent, respectively.

Marion County, Indiana

Begun in September 1996, the Psy-
chiatric Assertive ldentification and
Response Mental Health Diversion
Project is a cooperative effort by the
Marion County superior court, the
Marion County prosecutor, the Men-
tal Health Association in Marion
County, and mental health services
providers. The project’s goals are to

480

reduce rearrests and rehospitaliza-
tions of mentally ill offenders and to
open up court dockets and jail beds
by identifying jailed mentally ill crim-
inal defendants within 72 hours of ar-
rest. Diversion to the most appropri-
ate community services follows, with
monitoring for compliance with di-
version plans (27).

To be eligible for the program, an
individual must have an axis I diagno-
sis of schizophrenia, bipolar disorder,
or major depression; be charged with
a misdemeanor; and sign an agree-
ment to participate in the program.
Potential participants may be identi-
fied from jail screening or referred
by their attorney, the court, or family
members. The local mental health
association operates a 24-hour hot-
line to take referrals.

The project consists of seven steps:
referral, assessment and screening,
meeting of the roundtable, service
delivery, compliance monitoring,
compliance hearings, and dismissal of
charges. The roundtable is a weekly
meeting of the public defender, the
state’s attorney, a jail mental health
screener, service providers, and a vol -
unteer compliance officer from the
mental health association. These
meetings do not include members of
the judiciary. Participants discuss
which offenders are eligible for the
program and develop treatment
plans that are then presented to the
court for approval. The judge signs
an order requiring the defendant to
take his or her medication, to cooper-
ate with treatment, and to stay out of
trouble for one year. Defendants are
required to appear before a magis-
trate biweekly for a compliance hear-
ing. Because providers are involved
in selecting who is eligible, they have
rarely been unwilling to accept
clients for services.

The court recognizes that defen-
dants will relapse, and it tries to work
with the individual to achieve the best
outcome. If a defendant refuses to
comply or chooses to opt out of the
program, he or she is returned to the
original court for traditional adjudica-
tion. Only 15 percent of participants
have failed to complete the program
in the past three years.

There is some disagreement about
whether the project is an example of

a mental health court or simply a pre-
trial diversion program. Although it is
less judicially centered, the project
shares many features and goals with
the other mental health courts. Men-
tal health court or not, it offers a use-
ful model for addressing some of the
problems of offenders with mental
illness.

Public Law 106-515

On November 13, 2000, President
Clinton signed Senate Bill 865 into
law (P.L. 106-515, America’s Law En-
forcement and Mental Health Pro-
ject). The bill was originally spon-
sored by Senator Mike DeWine (R-
Ohio); the House version was spon-
sored by Representative Ted Strick-
land (D-Ohio). P.L. 106-515 directs
the attorney general to issue grants to
states and state and local courts to es-
tablish up to 100 demonstration men-
tal health courts. These courts will
provide continuing supervision of of-
fenders with mental illness, mental
retardation, or co-occurring mental
illness and substance abuse disorders
who are charged with a misdemeanor
or a nonviolent offense.

Issues

As of late 2000, about 12 courts re-
ferred to themselves as mental health
courts (24). With the passage of P.L.
106-515 the number is likely to grow.
As new courts spring up across the
county, an examination of existing
courts suggests several important is-
sues that need to be addressed. First,
there is no single mental health court
model that will fit all jurisdictions. All
of the existing courts have distinct
features, and they vary in terms of ori-
gin, population served—that is, types
of charges or diagnostic criteria—
whether the intervention takes place
before or after adjudication, services
and monitoring provided, and avail-
able resources. Some models may be
more appropriate for rural, suburban,
or smaller cities than for major met-
ropolitan areas.

Second, any effort to establish a
mental health court must involve all
affected players from the beginning.
Without such collaboration, imple-
mentation is unlikely to be successful.

Third, due process must be kept
in mind. Because of their illness,
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some individuals may lack the ca-
pacity to make the decision to par-
ticipate in a mental health court. It
is crucial that representation is pro-
vided to ensure that mentally ill de-
fendants fully understand the conse-
guences of their options. Due
process also requires that any treat-
ment ordered be appropriate to the
individual’s illness.

Fourth, appropriate and accessible
community mental health services
are crucial to the success of a mental
health court. A broad range of mental
health and social services must be
available or developed in the commu -
nity. Service gaps must be identified
and filled. These objectives may re-
quire cultivation of new resources
and creative reallocation of existing
resources.

Finally, the question of who con-
trols the resources has important im-
plications for services to mentally ill
offenders and to others with mental
illness. Who gets what from whom
will be determined by whether it is
the state, the county, or the court it-
self that funds the services. Will men-
tal health courts bring new resources
to the table, or will they simply shift
existing resources to a new “priority”
population? What is the most effi-
cient and effective use of available re-
sources? If the court controls the re-
sources, who makes treatment deci-
sions? All of these questions must be
considered before mental health
courts are implemented.

Conclusions

Mental health courts are a promising
innovation on the continuum of inter-
ventions for offenders with mental ill-
ness. Several versions or models have
been implemented across the country,
and preliminary impressions are posi-
tive. An empirical study is under way
in Broward County, and more are
needed to determine under what con -
ditions and for which populations
these models are effective. An infra-
structure is needed to support evalua-
tions and to create a national locus to
disseminate information and provide
technical and financial support (22). ¢
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