
CCJBH Diversion and Reentry Workgroup Meeting
Friday, July 15, 2022
3:00 PM - 5:00 PM

In-Person and Zoom Meeting

Workgroup Purpose: CCJBH informed Councilmember Advisors on Community 
Assisted Empowerment and Recovery (CARE) Court, and discussed optimal 
implementation strategies. Additionally, the workgroup featured a presentation from the 
Department of State Hospitals (DSH) on the Governor’s 2022-23 Final Budget related to 
the Incompetent to Stand Trial Workgroup Solutions, followed by Councilmember 
Advisors and participant discussion on best practices for implementation. 

Councilmember Advisors:
Mack Jenkins, Chief Probation Officer, Retired, San Diego County 
Stephen Manley, Santa Clara County Superior Court Judge 
Tony Hobson, PhD, Behavioral Health Director, Plumas County 

CCJBH Staff:
Brenda Grealish, Executive Officer, Council on Criminal Justice and Behavioral Health 
(CCJBH), Elizabeth Vice, Emily Grichuhin, Jessica Camacho Duran, Monica Campos, 
Paige Hoffman, Kamilah Holloway and Daria Quintero.

I. Welcome & Introductions

Ms. Grealish welcomed participants to the meeting and gave an overview of the 
agenda. 

II. Council of State Governments (CSG) Justice Center Diversion 
Contract Update

CCJBH currently has a contract with the CSG Justice Center to provide targeted 
training and technical assistance to inform policy recommendations to support 
the implementation and expansion of diversion activities throughout California. 
The contract was recently extended from June 2022 to December 2022 to allow 
for additional time to provide a detailed report covering the activities, successes 
and challenges of diversion methods in practice throughout the State. Under this 
contract, the CSG Justice Center has conducted a survey to assess diversion 
implementation across the state, six Community Learning Sessions on diversion 
training and technical assistance, and three Topical Workthrough sessions to 
discuss diversion challenges related to substance use and treatment, housing, 
and private insurance. There have also been discussions on available resources 
within the community. A final report on all findings from the work on this contract 
will be provided to CCJBH by CSG Justice Center in December 2022. 





III. Fiscal Year (FY) 2022-23 Budget Update: Department of State 
Hospitals (DSH), Diversion Program and IST Workgroup Solutions
Chris Edens, Chief Deputy Director, DSH
Ashley Breth, Section Chief, Diversion and Community Restoration, DSH
Stacey Camacho, Deputy Director (A), CFPD, DSH

The California Health and Human Services Agency and DSH were tasked with 
convening a statewide workgroup to identify solutions and strategies to approach 
the felony incompetent to stand trial (IST) crisis. The workgroup was represented 
by multiple state and local representation, as well as advocates and family 
members who participated in this workgroup between August and  
November 2021. Using the workgroup feedback, DSH completed the report, 
Incompetent to Stand Trial Solutions Workgroup Report of Recommended 
Solutions, which contained 41 different strategies and solutions to address the 
IST crisis. For the Governor’s budget, 16 strategies and solutions were 
consolidated and, with a few additional strategies, a total of 18 strategies and 
solutions were established in the DSH IST Solutions Budget Proposal. The 
workgroup led by DSH had specific goals, such as creating meaningful, 
actionable, and sustainable solutions that improve the lives of individuals with 
serious mental illness; break the cycle of criminalization; reduce the number of 
individuals found IST on felony charges (FIST); facilitate timely access to 
treatment in the appropriate setting for those who become FIST; and advance 
alternatives to state hospitalization. 
DSH has tracked the rate of FIST commitments referred to the Department for 
the last decade. There has been significant increases in the rate of referrals. In 
response to this increasing rate of IST referrals, DSH has taken a number of 
actions until resources had been exhausted, including:
ü activating about 1,380 new beds for IST treatment as of FY 2020-21,
ü reducing the average length of stay in the beds, 
ü establishing a patient management unit to create efficiencies in processing 

paperwork, 
ü proposing and implementing legislative changes to help create efficiencies 

in the system. 
In addition, the American Civil Liberties Union brought forth a lawsuit focused on 
the wait times of IST individuals waiting to receive services, and the Department 
is now required to deliver substantive treatment to individuals who are IST on 
felony charges within 28 days of being found felony IST. 
DSH has performed research on this population over the last 15 to 20 years, 
including partnering with UC Davis to study the individuals who are found IST 
and admitted into state hospitals. Findings are as follows:

https://www.chhs.ca.gov/wp-content/uploads/2021/12/IST_Solutions_Report_Final_v2.pdf
https://www.chhs.ca.gov/wp-content/uploads/2021/12/IST_Solutions_Report_Final_v2.pdf


ü Approximately 70 percent of individuals who are IST and admitted into 
state hospitals have one of three primary mental health diagnosis 
(schizophrenia, schizoaffective disorder and bipolar disorder). These 
mental health disorders are highly treatable, with the primary intervention 
being medication. 

ü The majority of individuals who are entering state hospitals are 
unsheltered at the time of their arrest. At the time of arrest, over 65 
percent of the IST individuals admitted into state hospitals are 
experiencing homelessness. 

ü Matched DSH / Department of Health Care Services revealed that  
47 percent of the individuals being admitted to hospitals had not accessed 
Medi-Cal mental health services in the six months prior to their arrest. 

ü Nearly half of the individuals that are admitted as IST into the hospitals 
have had at least 15 or more prior arrests. 

DSH also performed a data match with the Department of Justice to find out what 
happens after individuals have been treated by the DSH. Some of the outcomes 
that DSH was able to track showed that:
ü Over 76 percent of IST individuals who remained at the county level had 

cases that were dismissed, acquitted or ended up serving a probation or 
jail sentence. 

ü About 24 percent of individuals were committed to DSH as not guilty by 
reason of insanity or sentenced to prison at the California Department of 
Corrections and Rehabilitation. 

ü Over 70 percent of individual’s recidivate within three years post-IST 
discharge. 

DSH hypothesizes that individuals with Schizophrenia Spectrum Disorders are 
drifting into an untreated, sheltered condition. These conditions are leading to 
increased contact with police and criminal charges, leading to a surge in IST 
referrals to state hospitals. DSH also noted that building more state hospital beds 
will exacerbate the problem in the long term, and that IST restoration is not an 
adequate long-term treatment plan. The ultimate goal is to break the cycle of 
incarceration. 
Thus far, DSH has implemented the following programs and services: 

· The IST Diversion Pilot Expansion program, which was funded this past 
fiscal year. DSH is entering their fifth year of this pilot program and has 
approximately three more years until they get through the full length of the 
program. The State has invested approximately $128.5 million in this initial 
pilot program, with some additional housing dollars. DSH is working with 



over half of the counties in the State through contracts in attempt to serve 
approximately 1,000 clients for this diversion program. As of the end of 
this past calendar year, the IST Diversion Pilot Expansion program 
diverted and admitted 609 individuals into their program who had been on 
the DSH waitlist. In addition, the Department allocated an additional  
$48 million of supplemental housing funds to the counties that are 
contracted with this program.

· The Community-based Restoration Program in Los Angeles County is 
going into its fifth year. As of the past week, the program admitted over 
1,000 felony IST individuals into the treatment program.

· An IST Institutions for Mental Disease (IMD)/Acute Capacity funding 
program, which has received over $250 million in the FY 2021-22 Budget 
to support the creation of new IMD capacity across the state. This is an 
opportunity to fill a void in the continuum of care in the community. The 
vision for this program is that it will serve as a step-down option for 
counties as they are transitioning individuals from jail into community-
based treatment programs. Furthermore, if an individual has destabilized 
and needs extra services, DSH is working with a number of different 
providers across the State to implement step-up programs. 
Implementation began in April 2022, and DSH has recently partnered with 
a new psychiatric hospital in Sacramento County. The IST Re-Evaluation 
services program is a statewide service to reassess IST defendants on the 
waitlist. This program has been implemented in over 25 counties and will 
continue to be implemented in other counties across the State.

· A Forensic Assertive Community Treatment (FACT) program that is in full 
activation across all of the regions, centralized in Sacramento and in San 
Diego, with future plans for Bay Area activation. There are a total of  
180 FACT programs, with 60 beds in each city. The first beds were 
activated in February of 2022.

· DSH’s 30 bed statewide Transitional Residential Program in Northern 
California, which is a step-down program that was activated in spring 
2022.

In the FY 2021-22 budget, the Department received $592 million in new funding 
to support the IST solutions proposal. The proposal has two main components: 

1. Early Access to Treatment and Care Coordination. The Early Access to 
Treatment and Care Coordination program has a goal to provide 
immediate solutions to support access to treatment for individuals found 
IST on felony charges who are waiting in jail for transfer to DSH. The 
components of this program include timely mental health, psychiatric 
stabilization, and competency restoration services, as well as increased 



clinical engagement. Furthermore, another component includes statewide 
funding for psychiatric medication support, including long-acting 
injectables. It also will provide treatment in all 58 counties facilitated 
through private providers in collaboration with jail mental health providers. 
DSH case management teams will also be available to coordinate IST 
care with counties and other community programs. 

2. Diversion Program and Community-Based Restoration (CBR) Program 
expansion. The Diversion and Community-Based Restoration expansion is 
a plan to transition out of a pilot program to a permanent, ongoing 
programs, with the goal of increasing IST treatment alternatives by 
investing in the community infrastructure required to support the felony 
IST population (e.g., increasing the number of community residential beds 
dedicated to DSH Diversion and CBR programs). The expansion program 
will receive ongoing funding, but it was also awarded $468.8 million for 
residential infrastructure investment. There will be an estimated 5,000 
beds built over the next three years and the program hopes to serve 3,000 
new individuals. Once the program is in the full implementation phase, the 
state will invest $507.5 million annually to support these programs across 
the state. This will include per-patient funding for all wraparound treatment 
services that are necessary, as well as funding to support all non-
treatment costs and activities that may take place in the counties in order 
to run these types of programs. Funding includes things like county 
administrative overhead and the support of risk assessments during 
evaluation processes. 
Over the past decade, IST referrals to DSH have been growing 
exponentially; therefore, DSH will impose a felony IST growth cap. 
Counties will be charged a penalty if IST determinations each year exceed 
the number of determinations in FY 2021-22. Counties can select the 
funding source used to make the payment. All penalty funds collected will 
be returned to the county, but they must use those dollars to invest in pre-
arrest diversion programming and strategies. 

There is also funding in the IST solution package to partner with the Judicial 
Council to support a statewide training program for county evaluators to improve 
the quality of IST determinations and medication decisions. The funding will also 
be used to improve IST discharge planning and coordination between DSH and 
County Behavioral Health to give counties time to plan for continuity of treatment 
upon release from jail. Finally, DSH is also piloting a Conditional Release 
Program (CONREP) Independent Placement Panel for the increased placement 
of those not guilty by reason of insanity and mental health patients into the 
CONREP program, thereby allowing the backfill of vacated hospital beds to serve 
IST individuals. 



IV. CARE Act Presentation 

Stephanie Welch, Deputy Secretary of Behavioral Health, MSW

Deputy Secretary Welch communicated that the California Health and Human 
Services Agency (CalHHS) is deeply committed to transforming the behavioral 
health care system, which will ultimately create generational change so all 
Californians have access to high quality, culturally responsive and easily 
accessible behavioral health care. Critical investments are needed to build new 
behavioral health capacity and reduce fragmentation in the behavioral health 
system, both for mental health and substance use disorders. Much of this is 
driven by decades of stigma, where behavioral health was not considered a core 
component of the health system. CalHHS, in collaboration with implementers and 
stakeholders, conducted a significant behavioral health needs assessment in the 
midst of getting ready to implement significant changes and provide new 
resources. The findings in the Behavioral Health Assessment confirmed that 
there are capacity challenges across the continuum. The report calls out the 
need for a comprehensive approach to crisis services, more community-based 
living options, from housing to long-term residential, for people living with serious 
mental illness and/or substance use disorder, more treatment options for children 
and youth with significant needs, as well as efforts to prevent behavioral health 
conditions, services and strategies that advance equity and address disparities, 
and lastly, needs to address related housing, economic and physical health 
issues especially for individuals who are justice-involved. 

The Community Assisted Empowerment and Recovery (CARE) Court is a new pathway 
to access much needed comprehensive treatment and services. CARE Court aims to 
deliver behavioral health services to the most severely ill and vulnerable individuals, 
while preserving self-determination and community living. It is an upstream diversion to 
prevent restrictive conservatorships or incarceration, and is based on evidence that 
demonstrates that many people can stabilize, begin healing, and exit homelessness in a 
less restrictive, community-based care setting. CARE Court seeks both participant and 
system success and is not for everyone experiencing homelessness or mental illness. 
Highlights are as follows:

· CARE Court is fundamentally different from Lanterman-Petris-Short 
Conservatorship in that it does not include custodial settings or long-term 
involuntary medications. It is different in several important ways. CARE 
Court may be initiated by a petition to the Court from a variety of people 
known to the participant and only credible petitions are pursued. In 
addition, multiple negative outcomes are not required to be considered. 
Local government and participants work together and are both held to the 
CARE plan. Lastly, CARE Court provides a supporter trained to assist in 
identifying, voicing, and centering the individuals care decisions in their 

https://www.dhcs.ca.gov/Documents/Assessing-the-Continuum-of-Care-for-BH-Services-in-California.pdf


CARE plan and graduation plan, including preparing a Psychiatric 
Advanced Directive, if desired. The criteria for CARE Court is that the 
individual must be 18 years or older, experiencing severe mental illness 
(diagnosis of schizophrenia spectrum or another psychiatric disorder, and 
must not be clinically stabilized in on-going treatment, it is the least 
restrictive alternative, and an individual will benefit from CARE 
proceedings. In order to be eligible, an individual must be unlikely to 
survive safely in the community and/or need services and supports to 
prevent grave disability or serious harm to themselves or others. 

· The CARE Pathways petition to initial hearings starts when the court 
reviews the report they receive, and they have five days to do so. If the 
court determines that the respondent meets or likely meets the criteria, 
voluntary engagement is effective, and that individual has enrolled in 
behavioral health treatment, the court shall dismiss the matter. If the court 
determines that the respondent meets, or likely meet the needs and 
engagement is not effective, the court shall set an initial hearing within 14 
days. 
For individuals who meet, or likely meet the criteria, the court provides 
notice of the hearing to the petitioner, the respondent, and the appointed 
counsel and CARE counsel, the supporter, and the county behavioral 
health agency. At the initial hearing, the court determines if there is 
appropriate evidence that the respondent meets the CARE criteria. If so, 
the court orders the county behavioral health agency to work with the 
respondent, the respondent’s counsel, and the CARE supporter to engage 
in behavioral health treatment. The court then sets a case management 
hearing within 14 days. 
At the case management conference, the parties must agree and develop 
a CARE agreement. If the court finds that the parties have agreed to a 
CARE agreement, the court sets a progress hearing for 60 days. If the 
court finds that the parties have not reached, and are not likely to reach, a 
CARE agreement, then the court orders a clinical evaluation of the 
respondent, which will address the clinical diagnosis and the issue of 
whether the defendant has capacity to give informed consent regarding 
psychotropic medication. The court will also order the county behavioral 
health agency to conduct this clinical evaluation unless there is an existing 
clinical evaluation completed within the last 30 days. The court then sets a 
clinical evaluation hearing within 14 days. 
If at the clinical evaluation hearing the court finds evidence that the 
respondent meets the CARE criteria, the court orders the joint 
development of a CARE plan. If not, the court dismisses the petition. For 
those who move forward with a CARE plan, which will be developed with 



all participating parties, a date for a hearing to review and consider 
approval of the plan will occur within 14 days. After reviewing the 
proposed CARE plan and hearing from the parties, the court may issue 
any orders necessary to support the respondent in accessing appropriate 
services and supports. The issuance of the order approving the CARE 
plan begins the up-to-one-year CARE timeline. At intervals of not less than 
60 days during CARE plan implementation, the court shall hold status 
review hearings. 
CARE is a one-year long process, and at the 11th month the court holds a 
one-year status hearing. At that hearing, the court determines whether to 
graduate the respondent from CARE or reappoint the respondent for 
another term of CARE. A respondent may request reappointment to CARE 
and they can voluntarily elect to continue if they did not successfully 
complete the process. The court shall review the voluntary agreement for 
a graduation plan to support a successful transition out of court jurisdiction 
and may include a psychiatric advance directive. A court may refer an 
individual from assisted outpatient treatment and conservatorship 
proceedings to CARE proceedings. A court may also refer an individual 
from misdemeanor proceedings pursuant to Section 1370.01 of the Penal 
Code, in which case the prosecuting attorney may be the petitioner. 

· CARE has individual accountability factor. If the court determines at any 
time during the proceeding that the participant is not participating in CARE 
process, the court may terminate the respondent’s participation. The court 
may utilize existing authority to ensure an individual’s safety. Subsequent 
proceedings may use the CARE proceedings as a factual presumption 
that no suitable community alternatives are available to treat the 
individual. 
There is also accountability on the county and local government. The court 
can fine a county or other local government entities if it is not complying 
with CARE. The fines will be used to establish the CARE Act 
Accountability Fund. The dollars will be used to serve the same target 
population that the CARE court is targeting. 

· CARE has received community partner engagement and feedback. To 
date, CARE has received feedback on opportunities for early services and 
supports engagement; that voluntary services should be prioritized; the 
importance of the supporter role, as well as the role of peer support as 
part of the ongoing CARE plan; trauma-informed policy practices; and 
addressing racial bias. CARE still needs to address the need for housing 
resources and concerns over service capacity and the narrow eligibility 
criteria. 



· The key changes in the most recent version of the bill include the court-
directed county behavioral health engagement process; the two-phase 
county implementation process; staff support; optional training and 
technical resources, with CalHHS providing initial implementation 
coordination; legal representation; the CARE Act Accountability fund at 
State Treasury; the evaluation of CARE Court that will be led by DHCS; 
trauma-informed care; and addressing racial bias. 

Q&A with Councilmember Advisors

Q: Chief Jenkins asked what percent of those individuals receiving DSH services are 
receiving medication involuntarily.

A: Ms. Edens stated that it is not a metric they are able to discern because, 
although an individual may be mandated by the court for medication, the 
program does not forcibly medicate individuals. Oftentimes, when an 
individual is mandated by the court, an individual becomes compliant. 

Q: Chief Jenkins asked, regarding recidivism numbers, if the metric is rearrests 
or reconviction.

A: Ms. Edens stated they were tracking rearrests and noted that it is crucial that 
this population gets the necessary community-based services.

Q: Ms. Grealish asked if DSH has been keeping track of the individuals on the 
IST waitlist over the years and if they are new individuals or the same 
individuals? 

A: Ms. Breth stated they do not have that metric but she believes there are many 
new individuals entering the IST waitlist. 

Q: Chief Jenkins asked if the $468.8 million funding for infrastructure is for hard 
construction or if it includes funding for staff, programming and services?

A: Ms. Breth stated that those dollars are for hard construction, remodeling and 
purchasing residential homes. The budget is for eight beds per housing 
structure. The funding is to help build and activate those beds. The other 
services would be paid for through other funding that will be provided to each 
county specifically for diversion programs. 

Q: Chief Jenkins asked if the defendant is represented during the CARE Court 
process.



A: Ms. Welch stated that the individuals are represented by Legal Aid services. 
The change was done in the June 30th amendments. Legal Aid does a lot of 
work with this population which makes them a good entity to work with. CARE 
Court tried to make sure the process is minimal and involved trauma-informed 
practices so the individual would have minimal time in court. 

Q: Chief Jenkins stated that conversations had with behavioral health experts 
have been critical of CARE Court. Why is that?

A: Ms. Welch stated that there are two different perspectives. Some individuals 
feel that any use of the court in compelling an individual to participate in 
treatment is coercive. There are individuals who are passionate and 
committed to that view point. Other individuals state that there is a crisis on 
the streets for all individuals, not just individuals with schizophrenia. In fact, it 
is the smallest group of individuals who are on the streets. Individuals say that 
CARE Court does not address all individuals on the street.

Q: Judge Manley stated that in Los Angeles County, it has taken two to three 
years to expand an existing facility. Due to licensing and permits, it takes 
longer than that to build and rehabilitate facilities. The infrastructure funding is 
granted for four years. Will counties be able to use this funding over a longer 
period of time? 

A: Ms. Edens stated that there is flexibility with the funding. Funding will be 
distributed within the four-year period and they recognize there will be some 
latitude in the fourth year and it will take a few more years after that to finish 
building infrastructure.

Q: Judge Manley stated it is important that individuals in jails get treatment about 
using long term injectables. The earlier the intervention, the better the 
outcomes may be.

A: Ms. Edens stated there was a recommendation from the IST Solutions 
Workgroup to develop an involuntary medication order toolkit. DHS has 
partnered with the Sheriff’s Association to develop that toolkit.

*Public Comment*

Q: A participant asked if a mental health provider can contract directly with the 
courts versus county behavioral health, or if all referrals go through the 
Behavioral Health System of Care?

A: Ms. Welch stated that the referral process starts with a petition, so any 
behavioral health provider can submit a petition without going through the 



Behavioral Health System of Care. The courts are holding each counties 
available for government partners, so contractors are not the entity 
responsible for complying with court orders. 

V. Announcements/Next Steps
The next Juvenile Justice Workgroup meeting will be held on September 16, 2022, from 
12:45-2:45 PM via Zoom and will feature a discussion on the CCJBH 2022 Annual 
Legislative Report recommendations related to the juvenile justice system in California. 
The Diversion and Reentry Workgroup will be held on September 16, 2022, from  
3:00-5:00 PM via Zoom and will feature a discussion on the CCJBH 2022 Annual 
Legislative Report recommendations related to the furtherance of diversion and reentry 
activities throughout California.1 The next Full Council Meeting will be on July 29, 2022, 
from 2:00-4:00 PM via Zoom and will feature a presentation from the Department of 
Health Care Access and Information on their work, as well as a presentation by  
Dr. Geoff Twitchell and Councilmember Mack Jenkins on the results of San Diego’s 
Interprofessional Collaborative Practice Learning Academy and Curriculum for Mental 
Health Providers Working with the Justice Involved.

VI. Adjourn

                                                          
1 The Juvenile Justice Workgroup and Diversion/Reentry Workgroup were rescheduled to November 18, 2022.

https://cchcs.zoom.us/webinar/register/WN_DZFsnExlSJirkI3bghJCDA
https://cchcs.zoom.us/webinar/register/WN_3Yi_03EbRgGNTpewDoVDgQ
https://cchcs.zoom.us/webinar/register/WN_RnjjsJbPTR6s8DAX7ozZWA

