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Background 

Since February 2004, an Ad Hoc Committee constituted by the Human Services Advisory Committee (HSAC) has been reviewing the current process whereby people are discharged from public institutional systems such as Corrections, Mental Health and Substance Abuse Treatment, and Foster Care.  On December 16, 2004, twenty-three participants in this process met to review the findings from their previous sessions, and to develop recommendations to the Human Services Advisory Committee.  Doak Bloss facilitated the session.  

The recommendations were developed in response to the following Focus Question:  “Given the gap between the current reality and the reality we want to create, what do we need to do, collectively, to help people make the transition from institutional care more successfully?”
This report summarizes the findings from the session in two ways.  First, an attempt has been made to describe the key discussion points made in the “Open Dialogue” portion of the session, particularly as they relate to the current reality and what has been shown to support successful discharge planning.  This portion of the report should be viewed in conjunction with a two-page document produced by the committee, entitled “Community Strategies Summary,” which in essence describes the reality that the committee is seeking to create.  As background material, the committee also has documentation of each of the meetings held throughout 2004, which describe the current reality and strategies for improvement for each of the individual institutions considered.

The second part of this report describes the Draft Recommendations of the committee that were produced at the December 16 session.  These recommendations have not yet been reviewed by the committee.  On January 10, 2005, the committee will meet again to validate and refine these recommendations before presenting them to the HSAC.  

I. Open Dialogue:  “The Current Reality, What Works and What Does Not”

The following discussion points were made about discharge planning processes during the Open Dialogue portion of the session.  Although these points are organized by system, many issues were found to apply consistently across several of the systems.

Jail

· For those who are held in the jail but who are not sentenced, there is too little time to have significant impact, and no thought given to aftercare or how best to prepare for re-entry into the community.  Many leave the jail without even a plan for how they will get from Mason to Lansing.

· For those who are sentenced, who may reside at the jail up to a year, there is also little or no practical planning for re-entry, and little or no aftercare.  There are opportunities to help inmates plan for their return to the community, and to develop skills that will help them do so, but many of these opportunities are missed.  Michigan Works provides assistance in a number of ways to help them secure a job placement, working both with the employees and prospective employers.  Information about the program is regularly given out to jail staff, inmates, and the community organizations (such as shelters) with which are likely to interact after they leave the jail.  

· One reason why education and employment programs are unsuccessful in engaging some people is the sense of pride and independence they seek to maintain upon re-entering the community.  If such programs feel like they represent dependency or neediness, they will probably not appeal to many who need them most.  

· Because of the strong need to be independent, even many who participate in education and employment programs offered to them in the jail may do so only cursorily.  Once they are out, this since of pride is also very quickly shattered.  Even if they apply for jobs enthusiastically at first, a few rejections are likely to result in pessimism about their chance of ever succeeding.

Prison

· As with people emerging from the jail, parolees typically want to be independent by showing that they do not need help getting employment.  They quickly distribute poorly done applications all over town, and just as quickly give up when they are rejected for employment, which subsequently leads to substance abuse, crime, or other negative behaviors.
· The important lesson to be gained here is that people will not be helped if they feel that they are being treated like a child or an inferior; they need to have some sense that they are in charge of their own lives, especially after emerging from a system that restricts their sense of self-worth and self-control.  In order to engage successfully with such a client, we need to help them recognize personal strengths; otherwise they will not work together with us to achieve employment, housing, etc.  
· Parolees, before and after release, need continuity in their connection once they find someone whom they trust.  Personal advocacy on their behalf, as may be provided by a community volunteer, is also a powerful tool in creating hope after having been treated like a “nobody” by the system.
· The Governor’s current Michigan Prison Re-entry Initiative will help prepare parolees in advance of their release.  Assistance will be provided with housing, mental health issues, and employment assistance in facilities closer to their homes (i.e. Carson City rather than Marquette).  New staff will be hired by New Way Inn to help with resumes and other employment-seeking skills, and with getting an I.D. card.  Mentoring services will also be provided, both to the parolee and his/her children.
· The biggest obstacle to finding employment for parolees is convincing employers to hire them, even if they have been adequately prepared to assume the responsibilities of work, and even if Michigan Works offers to provide bonding insurance to the employer.  As a marketing tool, bonding is not effective with many employers because they are not bonded to begin with.  The stigma and fear of risk associated with hiring a parolee remains very high.
· Volunteers of America often receives letters from people with criminal sexual conduct convictions in advance of their parole, asking whether the shelter will be a viable option for them.  There is a critical need for longer-term transitional housing for these parolees, whose options are severely restricted.  Some are not even allowed to go into a grocery story without being accompanied.
· Funding from Public Act 511 could be of assistance in securing residential treatment for parolees.  The criteria for getting this assistance is complex and difficult, however, and it is not the practice in Ingham County to pursue these funds.
Mental Health – Adults

· Community Mental Health is mandated and fiscally able only to serve people with Severe and Persistent Mental Impairment (SPMI).  The current system is more successful in treating those who are severely mentally impaired; where it often fails is in meeting the needs of those with a persistent impairment.  These are people who, due to a variety of traumatic life circumstances, have tremendous difficulty functioning in the world.  This population is able to get access to limited medications and some services in the community, but what they really need is case management:  someone to assess their needs in a holistic way, link them to resources, and broker access to services.  This is not generally available to them.
· There is fragmentation within the service systems in treating the dually diagnosed.  Even within Community Mental Health, the two treatment systems—mental health and substance abuse—are somewhat separated from one another.  Cross-training and some case conferencing occurs, but what is needed is a more unified approach to treating both the mental health and addiction issues of the client simultaneously.
· Michigan Rehab collaborates with CMH in the delivery of supportive employment services.  These services are effective, but are being eroded by funding cuts that result in the elimination of case management services by CMH.  Michigan Rehab is prohibited from providing case management directly.  Consequently, it can get a person employed, work with employers, and provide supplemental income—but without case management the arrangement often falls apart.  To some degree, it is often a client’s failure to meet the Severe and Persistent Mental Impairment definition that prevents them from getting what they need.
· For the underserved people who are persistently but not severely mentally impaired, management of medications is a huge issue.  Volunteers of America sees this problem daily:  guests at the shelter don’t know how to correctly take their medications, don’t know what their medications are, or have run out of meds because they took them improperly.  Case managers often have to investigate with providers to sort out these issues and, once sorted out, find it necessary to lock up medications for the client in order to ensure they are properly administered.
· For dually diagnosed clients of National Council on Alcoholism emerging from institutional care, the inability to get mental health services and needed medications is a consistent problem.  It takes time to get clients connected to health care and mental health services, and the need for medications is immediate.  Such clients are also at times caught in limbo between the public health and mental health systems because it is not clear which is responsible for covering needed medications.  
· A consistent barrier to adults emerging from mental health treatment is the length of time it takes to get public entitlements (Social Security Insurance or Social Security Disability Insurance).  A second barrier is the amount of funding that can be accessed via this route, since many have very limited work histories.  It is usually well below what is needed to pay for rent.
Substance Abuse – Adults

· Virtually everything that has been said about adults exiting jail or prison applies to adults entering and emerging from substance abuse treatment, since substance abuse is so common among ex-offenders.  Employment, housing, and health care are all difficult to attain, for the same reasons cited above.  Expanded capacity to provide case management is needed, as are a more complete array of appropriate substance treatment options (residential, detox, etc.).  Clients referred to aftercare following treatment do not necessarily attend it.  Mismanagement of medications is also an enormous problem.
· The health care needs of the substance abusers can be severe, due to the strain on the body of a long history of abusing substances.  Some who have been through three or four cycles of substance abuse treatment exhibit limited liver functioning, or may experience seizures three or four times a month.  At the same time, many of these clients do not access health care services.  It is not clear whether this is due to lack of awareness of local health care options, lack of interest in enrolling, or simply bad decision-making.  Some are described as simply preferring to use the ER, where they attempt to get Vicodin or other pain medication.  
· Lack of thoughtful coordination between the FIA and Court systems creates a setup for failure for many clients.  From the point of view of the parent, FIA may be called in to investigate because the house is dirty, which leads to a discovery of substance abuse, physical abuse of children, etc.  This in turn leads to removal of children and court involvement.  Rather than supply supports in a way that are likely to strengthen parents and families, the court orders the parent to attend an overwhelming number of programs (parenting, substance abuse, etc.) which only add to their stress and their sense of self-control.
· There is a need for education of the court system of the consequences of imposing unrealistic expectations on clients.  Steps should be taken to assure that families are not assigned to multiple case managers, each with its own set of appointments to schedule.  A move toward coordinated case management and use of community supports, built around the family’s own perception of strengths and problems, would be better than the current reality.
· Housing is a tremendous problem for many who have cycled through the substance abuse system.  After receiving multiple felony convictions, clients are unable to get affordable housing other than in locations where the chances of succeeding (i.e. avoiding substances, crime, etc.) are slim.
Mental Health – Children and Youth

· For older adolescents, about to turn 18 or 19, it is very difficult to get mental health services as an adult.  Many of these youth have an emotional development on par with a 13- or 14-year-old, and consequently find it impossible to fend for themselves.  Without stable family support, many become homeless because they cannot find anyone who will rent to them.  
· Juvenile offenders as young as 13 may receive blended sentences that place them for eight years in an institution like Maxey Boys Training School.  Those who receive blended sentences are not eligible for aftercare.  This means that such an offender could emerge at age 21 after eight years in Maxey with no community support and no services whatsoever.
· Many younger minors within the mental health treatment system come from families characterized by extreme emotional problems—families with limited or no structure.  Success with these youth, when it occurs, is usually the result of one trusted adult who made a difference by staying with them, providing consistent support over time.  The experience at Crossroads transitional living program also bears this out.
· The largest component of people currently served by shelters in the Capital Area is children under the age of five years (members of homeless families).  Some of these families are seen repeatedly over the years.  Some move from agency to agency with no consistent support or plan for establishing stability.
· Statewide, many who should be in the mental health system have been transferred to the criminal justice system.  In a sense, jails are becoming the new mental health facilities.
Substance Abuse – Children and Youth

· A big problem with substance abuse treatment for adolescents is that it mirrors the model for treatment for adults, i.e. an office-based approach, 12-step programs predicated on abstinence, etc.  Youth substance abuse is different from adult substance abuse because of where youth are in their development, and because the act of substance abuse can have a different and varied function in the youth’s life.  Substance abuse by youth often correlates with substance-abusing parents; it can be a form of attention-seeking or risk-seeking behavior; and, for youth, the choice of moderation can be viable in ways that it is not for a chemically dependent adult.
· Effective programming for youth during and after their involvement in substance abuse treatment has a strong mentoring component, and focuses on coping and decision-making skills.  Programs are also more likely to succeed if labeled with a term other than “substance abuse,” and if they are provided in the community rather than in an office setting.  In other words, programming should be integrated with other aspects of the youth’s life; it should go to where youth are, rather than requiring youth to come to it. 
· The way systems and families think about a youth’s substance abuse problem often encourages denial and a non-integrated approach.  Schools, parents, and treatment approaches treat the youth as the “identified problem” rather than deal with the broader community or family context in which the substance abuse has occurred.  Many youth who undergo substance abuse treatment also have underlying mental health problems that may or may not get addressed.
· Schools are largely in denial of substance abuse issues as they affect the broader culture of the school.  School representatives have not participated in the Ad Hoc Committee’s work, and they really should be at the table if we are going to change our approach across systems.
· A family systems approach is essential to resolving substance abuse issues among children and adolescents.  Family Independence Agency workers see families where children from a very young age witness substance abuse daily within the home, and may begin smoking marijuana themselves as young as age six.  Children are emotionally on their own at a very young age because their parents are not emotionally present.  “Parenting classes” are not effective for the parents in such families, because in reality the parents believe themselves to be good parents and perceive the classes as “talking down to them.”  Mandated parenting classes are also seen in a context of punishment for a wrong that the parent does not recognize having committed.  Contrarily, a family systems approach views the family, not the youth, as the client, and provides appropriate supports for the parent.
· Continuity and a long-term approach are also needed.  As systems, we often go away from families at the birth of the child, then return when he or she enters school—missing the most critical years in the child’s development.  A long-term, prevention-oriented approach to families at risk due to low incomes, substance abuse, etc., would likely result in savings across all systems (education, law enforcement, corrections, health, etc.).
Foster Care – Children and Youth

· The community has good treatment models, like Families First, but there is a need to do much more to prevent kids from getting into the foster care system in the first place.  Too often, one bad decision leads to long-term involvement in the system, with ultimately tragic consequences for the family.

· There is a need for educations of some foster care and protective services staff—especially younger ones—of the unintended negative consequences that can result from unilateral decisions to involve families in the system.  This must begin with the training that these professionals receive.  Newer case workers, appropriately, tend to have a single-minded focus on protection of the child, which prompts removal from the home when in fact a more coordinated intervention with a focus on the entire family system might be more appropriate.

· To community-based service providers such as shelter providers, there appears to be inconsistency or illogic in Child Protective Services’ application of its protocols.  One worker may come to a shelter and remove a child from the parent’s care for seemingly minor reasons, whereas another may leave a child with a parent who is literally living in the park and subject to great danger.  

· There is also a lack of follow-through by Child Protective Services at times.  For example, it appears to shelter workers that once a family is taken to a shelter, they’re considered safe, and no further action is taken.  One explanation for this is that FIA workers are tremendously overburdened and able only to respond to the most severe cases they encounter.

· Mentoring is an important component of treatment for families in foster care.  Mentors should be drawn from racial/cultural/ethnic communities that match the families to be served.  It should become part of the philosophy of treatment that we value a deeper understanding of the cultural norms of the families we’re serving, and bring cultural expertise onto the care team.

DRAFT RECOMMENDATIONS

TO THE HUMAN SERVICES ADVISORY COMMITTEE

The structured exercise to answer the Focus Question generated seven recommendations, which are articulated below.  Three of the recommendations are designated “catalytic,” meaning that if they were accomplished they would automatically advance most of the other recommendations as well.  The seven recommendations are articulated on the following pages.

Generally speaking, the three catalytic recommendations are more generalized than the other four.  Whereas the four non-catalytic recommendations describe specific changes or components for an improved approach to discharge planning, the three catalytic recommendations describe actions to be taken to promote and implement that approach.  For this reason, the non-catalytic recommendations are presented first, to introduce the specific elements of an improved approach.

Overview of Recommendations:

Recommendation for an improved approach to discharge planning:

1. Coordinated Discharge Planning

2. Coordinated Case Management

3. Mentoring

4. Prevention

Catalytic recommendations:

5. Collaborative Oversight

6. Community Awareness and Involvement

7. Advocacy

Recommendation for an improved approach to discharge planning

1. COORDINATED DISCHARGE PLANNING:  Across all systems, for both adults and juveniles, re-engineer discharge planning procedures to assure that each person has a clear discharge plan in place that begins at the point of entry into the system and is geared to the client’s natural strengths and supports.

Currently, discharge planning for adults is either non-existent, haphazardly developed, or implemented in a way that diminishes the client’s personal investment in participation.  It is important to recognize that clients are living in an environment that intrinsically diminishes their sense of personal self-worth and self-control.  Discharge planning and the programming that accompanies it must acknowledge this fact, and work to engage the client as a key member of the discharge planning team.

Discharge planning for child and youth must similarly adopt a family-systems approach, one that incorporates all available knowledge of the family’s natural supports.  Programming for youth must be appropriate to the emotional and social development of the youth rather than mirroring programming designed for adults.  

Specific recommendations to be incorporated into a new approach to discharge planning:

· Ensure all clients have a clear discharge plan in place.

· Develop the plan immediately upon entry into the system.

· Within the corrections system, ensure acquisition of ID cards well before release.

· Include strategies that prepare all parties to respond proactively to setbacks that may occur.

· Include strategies for highlighting successes as they occur.

· Teach life skills while still in institutional care, in ways that will attract and engage (rather than alienate) the client.  Respect for the client’s self-image and need for self-control is vital.

· Provide job skill training that is tied directly to client strengths and community need (i.e., whenever possible, prepare for a nursing career rather than a janitorial position).

· Expand transitional living options in the community for youth, adults, families.

· Incorporate case management, mentoring, and prevention into all plans (see the following three recommendations).

2. COORDINATED CASE MANAGEMENT:  Realign case management services across all systems.

Case management services are critical to the implementation of all discharge plans, for both adults and juveniles.  When they are absent, regardless of the amount and quality of support services that are in place, clients are likely to fail.  Case management services provided by different systems and agencies must be coordinated if not fully integrated.  When case managers work independently of one another on the same case, the effect is often to overwhelm the client or, worse, deliver conflicting messages to the client.

Specific actions recommended for improving and expanding case management: 

· Develop a blueprint for individual goals for adult clients, and another for children and youth clients.  In both cases, the goals should be consumer-led, involve an interdisciplinary team, and apply to all agencies serving the consumer.

· Develop an assessment tool that can be applied across all systems, and that covers all life domains.

· Provide and mandate cross-system training on client-centered practice.

· Develop a mechanism to centralize case management and accountability.  

· Develop a mechanism to reward success.

3. MENTORING:  Expand the community’s capacity to provide mentors to adults and youth emerging from institutions, and incorporate mentorship into discharge plans.

The common element in nearly all cases where a youth successfully transitions from institutional care is the presence of a trusted adult who is willing to stay with the youth over time, through serial setbacks.  For adults, mentors offer a bridge between the personal goals of the client and the goals of the systems seeking to navigate the transition back to the community.  They can build client trust and investment in the discharge plan, and serve as an empowering voice for the client in the development and implementation of the plan.

For both adults and juveniles, effective mentors should be drawn from the client’s own community.  This requires that systems make a resolute effort to recruit, train, and support mentors from the neighborhoods where clients live, and from a range of racial and ethnic communities that is congruent with the demography of people emerging from institutional care.

Specific actions recommended for improving and expanding mentorship: 

· Include mentoring as a standard element of discharge plans.

· Within plans, frame one of the roles of mentors as assisting in the setting of goals that are relevant to the client.

· Recruit mentors from neighborhood groups and organizations affiliated with communities of color or specific ethnic heritage.

· Mobilize the community to promote mentorship.

· Facilitate the development of community mentoring programs. 

4. PREVENTION:  In addition to improving the process whereby people transition from institutional care, work “upstream” to prevent entry into the system in the first place.

Many of the insights generated during the Ad Hoc Committee’s dialogues apply to programming that should be in place to prevent people from entering institutional care as well.  Prevention efforts will be more effective if they are client-centered; employ a strengths-based, family-systems approach; coordinate needs across all life domains, and link clients to trusted adults who can serve as long-term mentors.  

Some specific actions recommended for improving prevention efforts: 

· Expand the availability of approaches that seek to prevent out-of-home placement, i.e. Wraparound, Families First.

· Expand the availability of support services to families with children between the ages of zero and five years.

· Educate foster care and protective services staff on the potential consequences of unilateral decision-making to remove children from homes. 

· Encourage schools and their representatives to work in concert with other systems in confronting and preventing substance abuse.

Catalytic Recommendations:

5. COLLABORATIVE OVERSIGHT:  Continue the collaborative approach to improving discharge planning in Ingham County, through establishment of a permanent oversight body and a mandate to extend collaboration to all levels of the systems.

Enacting the strategies developed through the dialogue process will depend upon the establishment of an oversight body with the ability to commit resources and enforce changes in the way discharge planning is coordinated.  The oversight body should include system decision-makers, direct service providers, and consumers.  Its charge should be to:

· Develop an Action Plan based upon the findings of the dialogue process, targeting current gaps in service and coordination.

· Mandate collaborative approaches at all levels of the participating systems and organizations, from community engagement to case management to system reform.

· Share resources currently dedicated to institutional care, including staff, funding, and programming expertise, across all systems and agencies.

· Explore re-engineering current resources to better accommodate a coordinated approach to discharge planning, case management, mentorship, and prevention.

· Acquisition and commitment of new resources in support of the Action Plan.

6. COMMUNITY AWARENESS AND INVOLVEMENT:  Develop a unified communication plan to inform partners, consumers, and the community at large of the need for change, and new strategies for improving transitions from institutional care.

Community support is essential for a new approach to discharge planning to succeed.  Without nurturing awareness and understanding of the issues in the community at large, there will be inevitable resistance to efforts to improve support, developing new housing alternatives, recruit mentors, etc.  A unified communication plan is needed to prepare the environment (neighborhoods, community groups, participating agencies, etc.) for the successful re-entry of people emerging from institutional care into the community.

Specific actions to be taken in the creation of a communications plan include:

· Identify key persons who need to be involved in this process and earn their buy-in to the new approach.

· Articulate the rationale for each element of the new approach in ways that will be conducive to broad understanding of the need for change.

· Disseminate preliminary information on the new approach to both providers and consumers, and solicit input.

· Create “Discharge Resource Guides” for consumers that clearly describe the reason and purpose of the new approach.

7. ADVOCACY:  Develop and implement an advocacy plan to promote legislative and policy changes needed to support successful re-entry into the community upon discharge from institutional care.

Some of the changes needed to improve discharge planning processes in Ingham County will require legislative or policy changes that are beyond local authority to enact.  These changes should be clearly identified along with an articulation of the rationale for making them, and presented to legislative champions capable of leading the effort within the state legislature and/or state governmental departments.

Specific actions to be taken in the creation of a communications plan include:

· Identify key policy/legislative changes needed.  Example:  Prohibitions against discrimination in housing and employment based upon involvement in institutional care.

· Articulation of rationale for needed policy/legislative changes.  Example:  The value of enabling people emerging from institutional care to become tax-payers in economically challenged communities.

· Target legislators and appointed officials strategically and ideologically positioned to champion needed changes.

· Assign and equip influential local partners to meet with targeted legislators and officials and make the case for needed changes.
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