final minutes
Criminal Justice Policy Commission Meeting
9:00 a.m. • Wednesday, April 6, 2016
Senate Appropriations Room • 3rd Floor State Capitol Building
100 N. Capitol Avenue • Lansing, MI
Members Present:
Senator Bruce Caswell, Chair
Senator Patrick Colbeck
Representative Vanessa Guerra (via teleconference)
D. J. Hilson
Kyle Kaminski
Sheryl Kubiak
Barbara Levine
Sarah Lightner
Sheriff Lawrence Stelma
Jennifer Strange
Judge Paul Stutesman (via teleconference)
Andrew Verheek
Judge Raymond Voet
Representative Michael Webber (via teleconference)

Members Excused:
Stacia Buchanan
Senator Bert Johnson
Laura Moody

I.
Call to Order and Roll Call
The Chair called the meeting to order at 9:01 a.m. and asked the clerk to take the roll. A quorum was present and absent
members were excused.
II.
Approval of the March 2, 2016 CJPC Meeting Minutes
The Chair asked for a motion to approve the March 2, 2016 Criminal Justice Policy Commission meeting minutes.
Commissioner Lightner moved, supported by Commissioner Hilson, that the minutes of the March 2, 2016
Criminal Justice Policy Commission meeting as proposed be approved. There was no objection. The motion
was approved by unanimous consent.
III.
Mental Health Subcommittee Update
a.
Update by Subcommittee Chair
The Chair called on Commissioner Lightner who noted that, as requested by the Chair, several individuals are present at
today’s meeting to provide information on mental health issues within the criminal justice system.
b.
Presentations on Mental Health
Commissioner Kubiak introduced the first set of speakers.
1) Steven Mays, Department of Health and Human Services
Mr. Mays provided an overview of the Mental Health Diversion Council.
2) George Strander, Member of the Mental Health Diversion Council
Mr. Strander talked briefly about assisted outpatient treatment and efforts to revamp legislation known as Kevin’s Law.
3) Honorable Curtis Bell, Member of the Mental Health Diversion Council
Judge Bell spoke about roadblocks the Council ran into with regard to the release of information and the standardized
probation release form that was developed to address this issue.
4) Lynda Zeller, Department of Health and Human Services
Ms. Zeller shared information on the major initiatives that are underway within the department including the Stepping Up
initiative.
5) Professor Sheryl Kubiak
Commissioner Kubiak spoke a few words regarding her activities as part of the team evaluating the Governor’s Diversion
Council pilot programs.
Commissioner Lightner then introduced the next presenter.
6) Judge Michael Klaeren
Judge Klaeren provided information about the Jackson County Mental Health Court. For more details, see his testimony
attached to these minutes.
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Commissioner Strange introduced the last presenter.
7) David Dawdy, Director of Mental Health Services, MDOC
Mr. Dawdy provided information on mental health services available for individuals after they are released. See his
presentation attachments for more details.
IV.
Presentation by Dr. Douglas Marlowe, Evidence-Based Practices for Measuring Criminal Justice
Performance Indicators, Recidivism, and Outcomes
The Chair called on Judge Voet to introduce the next presenter, Dr. Douglas Marlowe. After the introduction, Dr. Marlowe
began his presentation on data collection and program evaluation in the criminal justice system. For more details, please
see his slide presentation which is attached to these minutes. A period of question and answer followed.
V.
CJPC Budget and Boilerplate Language Discussion and Update
The Chair directed members’ attention to the proposed boilerplate language from Senator Colbeck.(see attachment)
and noted that the timeframe in the second line has been changed from “quarterly” to “semi-annual”. Commissioner
Kubiak offered that it might be nice to use the information provided by Dr. Marlowe to create more succinct indicators.
The Chair tasked the subcommittee to work with Senator Colbeck on this change and distribute the revised language to
Commission members as soon as possible.
VI.
Robina Institute Criminal History Enhancements Sourcebook and Worksheet
The Chair noted that he will be sending out a list of the remaining categories in order of importance from the Criminal
History Enhancements Sourcebook worksheet.
VII.
Commissioner Comments
The Chair asked if members had any additional comments. Commissioner Kaminski raised a general concern that the
proposed boilerplate language obligates the Commission to be the data collector for the legislature and may create a
redundancy in the data already being collected by others. A discussion followed.
VIII.
Public Comments
Mr. Jim Casha, of Ontario, Canada, testified and submitted written testimony which is attached to these minutes. There
were no other public comments.
IX.
Next CJPC Meeting Date
The next CJPC meeting is scheduled for Wednesday, May 4, 2016, at 9:00 a.m. in the Senate Appropriations
Room, 3rd Floor of the State Capitol Building.
X.
Adjournment
There was no further business. The Chair adjourned the meeting at 12:34 p.m.
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Re-Entry Transition and Aftercare Planning Responsibilities
For Mental Health Services (MHS) Treatment Teams
QUICK REFERENCE GUIDE
PCS (Professional Consulting Services): Contract agency to MDOC to provide aftercare planning and coordination for
Special Needs prisoners, including those with deferred paroles (D47, D48) and Maxout prisoners.
D47 PRISONERS – Prisoners receive a deferred parole with expectation that an aftercare plan will be developed by PCS.
Designated prisoners are generally transferred to the Adrian Facility (ARF) unless they are in inpatient care or reside in
one of the ASRP programs, or cannot transfer due to medical/program issues or SPON. Mental Health Services Re-Entry
staff complete a Needs Assessment for each prisoner. Video conferencing may be utilized for prisoners who cannot
transfer to ARF.
Treatment Team Responsibilities:
 Ensure QMHP/CPE assessments and treatment plan (CTP) are in NextGen prior to prisoner transfer (1-3 weeks
from date of notification to the team).
 Complete P&C Review prior to prisoner transfer to ARF (or 1-3 weeks from date of notification).
 Approve or recommend changes to the Needs Assessment when forwarded by the MHS Re-Entry team.
 Approve or recommend changes to the Aftercare Plan when forwarded by Lynda Bragg of the Re-Entry office.
 Discuss both Needs Assessment and Aftercare Plan with prisoner.
 Arrange for 30 days of medications to accompany prisoner at release.
 Adhere to other discharge planning requirements indicated in the operating procedure referenced immediately
below.
D47 PRISONERS NOT ACTIVE WITH MHS – The Parole Board issues deferred paroles to certain prisoners not currently
active with MHS.
Treatment Team Responsibilities:
 Complete QMHP assessment and notify Lynda Bragg. Refer case to OPT psychiatrist for possible admission to
OPT if QMHP assessment indicates mental health issues.
MHS Re-Entry Team Responsibilities Include:
 Forward QMHP assessment to Parole Board staff and to PCS;
 Re-Entry Team completes Needs Assessment, PCS completes Aftercare Plan.
D48 PAROLES (MEDICALLY FRAGILE) – Health Care has responsibility for the case unless the prisoner is also active with
MHS. MHS Re-Entry team collaborates with Health Care to ensure that mental health needs, if any, are documented.
P SERIES PAROLES (P70, P61, P76) – Prisoners receive a positive parole action. Prisoners with P70 are given a parole
date which is usually 60 days from the action date and are transferred to an In-Reach facility based on prisoner’s county
of return. The P61 Code is a positive parole action but the prisoner is not designated for Re-Entry In-Reach involvement.
The P76 Code is similar to the P61 code but prisoners are given a parole action without a hearing.
Treatment Team Responsibilities:
 Consult Ad Hoc Insyte Report weekly to identify prisoners on the caseload.
 Within the first 1-2 weeks following identification (and before transfer), update QMHP, CPE, and Treatment
Plan.
 Within first 1-2 weeks, submit electronic version of P&C Review to Lynda Bragg at ARF.
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For P70 prisoners, OPT team at In-Reach Facility completes Needs Assessment within 2-4 weeks of transfer in
and provide Needs Assessment to Re-Entry Facility Staff (Institutional Parole Agent or IPA) – IPA will document
needs in the COMPAS and TAP.
Work with In-Reach Facility Re-Entry staff to complete the Aftercare Plan by contacting community mental
health service programs (CMHSPs) or other community providers to arrange an appointment for psychotropic
medication renewal and assessment for mental health service need.
Document mental health appointments on the NA/AP Form and provide completed form to IPA with request
that it be included in COMPAS/TAP and forwarded to Field Agent responsible for parolee.
For other P Series prisoners, complete needs assessment and work directly with community providers to
develop arrangements for medication renewal and assessment for need for mental health services.
Arrange for 30 days of medications to accompany prisoner at time of release.

DISCHARGING / MAXOUT PRISONERS – Prisoners who serve their entire sentence. PCS will provide pre-release
aftercare planning for maxouts from Inpatient, RTP and Outpatient levels of care regardless of their county of return.
For all max out prisoners it is the responsibility of the treatment team to complete the Needs Assessment which
becomes the basis of the referral to PCS.
Treatment Team Responsibilities include:
 Consult Ad Hoc Insyte Report weekly to identify maxout prisoners on the caseload who are discharging and/or
maxing out in the next six (6) months.
 Within the first few weeks following identification of the prisoner, update all key assessments and plans,
including QMHP, CPE, and Treatment Plan.
 At approximately 60 days prior to discharge, submit completed electronic version of P&C Review to Lynda Bragg
at ARF.
 Within 60 days of discharge date, complete the Needs Assessment portion of the Needs Assessment and
Aftercare Plan form and forward to Lynda Bragg at ARF who will forward to PCS for completion of the Aftercare
Plan portion of the document.
 Within 60 days of discharge date, for a prisoner on OPT caseload who refuses to consent to PCS involvement,
OPT team completes Needs Assessment and contacts Community Mental Health Services Program (CMHSP) or
other community providers in prisoner’s county of residence/return to arrange appointment for mental health
services.
 Document mental health appointments on the NA/AP Form and forward completed form to CMHSP or other
community provider.
 Arrange for 30 days of medications to accompany prisoner at time of release.
HYTA CASES – Youthful trainees committed to the MDOC under the Holmes Youthful Training Act (HYTA) will be served
by PCS only if they qualify for service as Mentally Ill, Medically Fragile or Developmentally Disabled. Qualifying HYTA
cases will receive pre-release services only (see Discharging/Maxout guidelines above) unless they are discharging to a
term of state supervision.
Updated 05/05/2014

Key Points:
1. CPEs must be updated within 12 months of parole action for active prisoners;
2. Insyte Release Date Report should be run weekly by each of the teams;
3. Teams can request through Re-Entry Program that prisoners have access to PCS services – this includes P70
prisoners or non-qualifying maxouts with high risk factors for recidivism (please provide rationale).
4. Prisoners in RTP or Inpatient should always be designated for deferred parole – contact Re-Entry Program if any
of these prisoners have a P70, P61, or P76.
5. Max out prisoners from Inpatient and RTP levels of care who refuse PCS involvement are likely to have a
positive P&C review.
8|P age

April 6, 2016 CJPC Meeting Minutes Attachment
Presentation by David Dawdy, MDOC

Bureau of Health Care Services
Mental Health Services Continuum of Care
September 2015

September FY
2015

Percent of
Prisoners in
Treatment

243

2.59%

979

10.44%

24 teams cover all prisons

7,826

83.43%

Counseling Services Intervention cases
managed by OPT teams

332

3.54%

9,380*

100%

Level of Care

Inpatient:
 CSP
 Acute
 RTS

Residential Treatment Program:
 RTP (includes SSRTP)
 ASRP

Outpatient Mental Health Services (OPMHT)
(includes SSOPT)

CSI

Location(s)










WCC (Woodland)
WHV (Women’s Huron Valley)

MRF
WHV
ARF
MTU
SLF/MTU

Total
CFA Total

43,045**

Based on September FY 2015 data, 22% of MDOC prisoners receive MH services.
*

Mental health data was collected on 9/15/2015.
CFA total obtained from OMS Report CB-971, week of 9/18/2015 – 9/25/2015.

**
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Bureau of Health Care Services
Mental Health Services Continuum of Care
September 2015

The continuum of mental health services includes the following:
Inpatient Services
Inpatient Services include the Crisis Stabilization Program (CSP), Acute Care (AC) and Rehabilitative Treatment
Services (RTS). The Crisis Stabilization Program is intended for prisoners whose symptoms indicate a potential
mental health emergency and a need for immediate intervention and treatment. Acute Care provides intensive
assessment and treatment for prisoners with acute mental illness, severe emotional disorders and possible coexisting disorders. Rehabilitation Treatment Services provides inpatient treatment services to prisoners who
exhibit significant impairments in activities of daily living and other social skills. Prisoners receiving Inpatient
services typically exhibit symptoms of their mental illness that have proved to be resistant to treatment, requiring
intensive monitoring and clinical supports to prepare them for a return to a less restrictive level of care in the
general population.
Residential Treatment Programs
The Residential Treatment Program (RTP) is the recommended level of care for seriously mentally disabled
prisoners. It offers treatment to those individuals who cannot function adequately in the general population
without significant supports and modified behavioral expectations and helps them independently function within
the general prison population or in the community following parole release or discharge. This includes a Secure
Status Residential Treatment Program (SSRTP) which provides a secure and safe alternative treatment option to
prisoners with a serious mental disability who would otherwise be in Administrative Segregation because of
assaultive, disruptive or unmanageable behavior. The Adaptive Skills Residential Program (ASRP) is a specialized
housing option for prisoners who have significant limitations in adaptive functioning due to a developmental
disability, traumatic brain injuries or chronic brain disorder.
Outpatient Mental Health Program
The Outpatient Mental Health Program (OPMHT) provides mental health treatment to prisoners with a mental
disability and/or behavioral disorder that reside in general population. This includes services through a Secure
Status Outpatient Treatment Program (SSOTP) which provides a safe and secure alternative treatment option to
prisoners with a serious mental disability who, because of behavioral issues which present a risk to the custody
and security of the facility, would otherwise be in Administrative Segregation.
Counseling Services and Intervention
Individual and group psychotherapy are available to offenders who have been determined by a qualified mental
health professional (QMHP) to have significant psychological disturbances that affect overall psychosocial
functioning. It includes, but is not limited to, supportive counseling, brief therapy, cognitive-behavioral therapy,
and dialectical behavior therapy. Prisoners are admitted to and discharged from the counseling program by a
QMHP.
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Profiles of D47 Candidates for Discussion
October 2015
Profile Type

High Need

Indicators












Moderate Need






Low Need







Serious & persistent mental illness
Hx of psychiatric hospitalization
Hx of treatment noncompliance
Multiple failed paroles or past D47
Co-occurring SA issues
Hx of RTP or Inpatient Tx
Requires post-release involuntary
treatment order
Requires structured placement to
support med compliance and basic
needs
Hx of mental health treatment
Has not required treatment at RTP or
Inpatient units
Few indications for risk of harm as a
result of mental illness
Does not meet post release involuntary
treatment criteria
Few family or social supports in
community
Non-serious mental illness or symptoms
are in remission
Inactive with Mental Health
Stable housing options
No Hx of parole failure
Positive employment Hx
Strong family and social supports in
community

Challenges















Comments

Disentangling criminal behavior from
symptoms of mental illness
Securing placement, particularly inpatient
psychiatric
Ensuring prompt mental health engagement
after release
Timely application for traditional Medicaid
and SSI
Unlikely to secure employment
Requires support to attend to basic needs



Supervision needs may be quite high - more
likely to have criminal history and multiple
criminogenic needs
Not as likely to meet CMH agency criteria for
admission (under ACA, this is changing but
benefits are limited)
Not as likely to qualify for traditional
Medicaid and social security support
No or limited financial support for housing



Needed referrals may include
programs focused on: employment
skills training, substance abuse
programming, anger management
and coping skills, criminal thinking,
cognitive behavior therapy

Unlikely to qualify for traditional Medicaid
and social security support
Unlikely to meet CMH agency criteria for
admission



Extenuating circumstances may still
warrant D47 designation with these
cases



More likely to meet CMH agency
eligibility criteria for services and
placement
More likely to qualify for traditional
Medicaid and social security benefits
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