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IN THE UNITED STATES DISTRICT COURT
 
FOR THE NORTHERN DISTRICT OF GEORGIA
 

ATLANTA DIVISION
 

UNITED STATES OF AMERICA, ) 
) 

Plaintiff, ) 
) 

v. ) CIVIL ACTION NO. 
) 1:10-CV-249-CAP 

THE STATE OF GEORGIA, et al., ) 
) 

Defendants. ) 
____________________________________) 

NOTICE OF JOINT FILING OF THE SUPPLEMENTAL 
REPORT OF THE INDEPENDENT REVIEWER 

Plaintiff United States and Defendants State of Georgia, et al., jointly file the 

Supplemental Report of the Independent Reviewer pursuant to ¶ VI.B of the 

Settlement Agreement [Docket Nos. 112, 115, 151 &171].   The Independent 

Reviewer’s report (with its referenced attachments) is included as Attachment A 

hereto. 

Respectfully submitted, this 21st day of June, 2016. 
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FOR THE UNITED STATES: 

JOHN A. HORN 
United States Attorney 
Northern District of Georgia 

/s/ (Express Permission)___ 
AILEEN BELL HUGHES 
[GA 375505] 
Assistant United States Attorney 
Northern District of Georgia 
600 United States Courthouse 
75 Spring Street, SW 
Atlanta, GA  30303 
Tel:  (404) 581-6302 
Fax:  (404) 581-6163 
Email:  
Aileen.Bell.Hughes@usdoj.gov 

VANITA GUPTA 
Principal Deputy Assistant Attorney 
General 

EVE L. HILL 
Deputy Assistant Attorney General 
Civil Rights Division 

STEVEN H. ROSENBAUM 
Chief 
Special Litigation Section 

MARY R. BOHAN 
Deputy Chief 
Special Litigation Section 

/s/ Regan Bailey 
REGAN BAILEY [DC 465677] 
Attorney 
U.S. Department of Justice 
Civil Rights Division 
Special Litigation Section 
950 Pennsylvania Avenue, NW 
Washington, DC  20530 
Tel:  (202) 305-3113 
Fax:  (202) 514-0212 
Email: Regan.Bailey@usdoj.gov 
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FOR THE STATE OF GEORGIA: 

SAMUEL S. OLENS 
Attorney General
Georgia Bar No. 551540 

DENNIS R. DUNN 
Deputy Attorney General
Georgia Bar No. 234098 

SHALEN S. NELSON 
Senior Assistant Attorney General
Georgia Bar No. 636575 

MARK J. CICERO 
Assistant Attorney General
Georgia Bar No. 125686 

JASON S. NAUNAS 
Assistant Attorney General
Georgia Bar No. 142051 

State Law Department
40 Capitol Square, S.W.
Atlanta, Georgia 30334
Telephone: (404) 656-3357
Facsimile:  (404) 463-1062 
Email: jnaunas@law.ga.gov

   /s/ (Express Permission)___
JAIME THERIOT 
Special Assistant Attorney General
Georgia Bar No. 497652
Troutman Sanders LLP 
5200 Bank of America Plaza 
600 Peachtree Street, N.E. 
Atlanta, Georgia 30308
Telephone: (404) 885-3534
Facsimile: (404) 962-6748
Email: 
jaime.theriot@troutmansanders.com

   /s/ (Express Permission)___
JOSH BELINFANTE 
Special Assistant Attorney General
Georgia Bar No. 047399
RobbinsLaw LLC 
999 Peachtree Street, N.E. 
Atlanta, GA 30309 
Telephone: (678) 701-9381
Facsimile: (404) 601-6733
Email: 
josh.belinfante@robbinslawllc.com 
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Local Rule 7.1D Certification 

By signature below, counsel certifies that the foregoing document was 
prepared in Times New Roman 14-point font in compliance with Local Rule 5.1B. 

/s/ Regan Bailey 
REGAN BAILEY 
Trial Attorney 
U.S. Department of Justice 
Civil Rights Division 
Special Litigation Section 
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CERTIFICATE OF SERVICE 

I hereby certify that on this 21st day of June, 2016, I electronically filed the 
JOINT FILING OF THE REPORT OF THE INDEPENDENT REVIEWER 
with the Clerk of Court using the CM/ECF system which will automatically send 
email notification of such filing to all of the attorneys of record. 

/s/ Regan Bailey___ 
REGAN BAILEY 
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SUPPLEMENTAL REPORT 

In the Matter of
 
United States v. Georgia
 

(Civil Action 1:10-cv-00249-CAP) 

Submitted by:

Elizabeth Jones, Independent Reviewer


June 20, 2016
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INTRODUCTORY COMMENTS
 

The Settlement Agreement requires the Independent Reviewer to prepare an annual
report, summarizing the State’s progress towards compliance with its terms. This
annual report is prepared after the close of the Fiscal Year and contains detailed 
descriptions of the State of Georgia’s efforts to provide appropriate planning and
services to support individuals at risk of institutionalization. The annual report 
typically is filed with the Court in September of the following Fiscal Year. 

Periodically, a Supplemental Report by the Independent Reviewer has been filed
with the Court in order to address matters of heightened interest or importance to 
the Parties. The Supplemental Report is not intended to be as comprehensive as the 
annual report or to contain ratings about compliance with the terms of the 
Settlement Agreement. 

This Supplemental Report is being written to provide an update on a selected set of
issues relevant to the upcoming annual report. These issues include: access to
housing for individuals in the target population with a serious mental illness; the 
transition of individuals with a developmental disability from the state hospitals to
community-based residential settings; and the status of previously placed
individuals with a developmental disability who transitioned from the state 
hospitals in the earlier years of the Settlement Agreement. 

The Settlement Agreement has reached the end of its anticipated five-year term. The
year of sustainability of effort for certain obligations has been in effect since July 1,
2015 and is scheduled to end on June 30, 2016. 

At the time of this report’s preparation, the Parties had negotiated and signed a two-
year Extension to the Settlement Agreement. On May 27, 2016, the Court granted
the Parties’ Joint Motion to enter the Extension of the Settlement Agreement and
agreed to retain jurisdiction to enforce its terms. 1 

The Extension to the Settlement Agreement will focus on and address the issues 
discussed in this Supplemental Report. 

As with each report, the generous and capable efforts of many colleagues have been 
critical to the work of the Independent Reviewer. This assistance and guidance is
greatly appreciated and has been instrumental to shaping the findings of this
Supplemental Report. 

1 United States District Court for the Northern District of Georgia, Atlanta Division,
Case 1:10-cv-00249-CAP, Document 259, filed 05/27/16. 
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OVERALL METHODOLOGY 

The information for this report was obtained through numerous sources and
strategies. 

Fact-finding was completed between January and the middle of May 2016. 

The Independent Reviewer retained consultants with expertise in supported
housing, clinical psychology, behavior analysis and nursing in order to complete
individual reviews of people in the target population and to assess the
implementation of community supports on programmatic and systemic levels. Their
work was performed through discussions with staff from the Department of 
Behavioral Health and Developmental Disabilities, advocates and, in many instances,
the individuals eligible for the community-supports under review. Site visits to 
community programs and state hospitals were completed in Regions 1, 2, 3, 4, and 5.
Documentation was provided and reviewed, as relevant. 

The Independent Reviewer met often with Department leadership and
programmatic staff. The Director of Settlement Services ably responded to requests
for documentation and other information. Site visits were conducted to community
residential settings on both an unannounced and announced basis. Observations
also took place in three shelters for homeless individuals in the metro Atlanta area.
Attorneys for the State of Georgia and the United States Department of Justice were
most helpful in responding to questions and requests for assistance. Members of the 
advocacy community, especially members of the Amici, were accessible and
responsive with their time and thoughtful observations. 

The individuals reviewed during this reporting period were selected both by
random and purposeful sampling. A senior researcher at Virginia Commonwealth
University selected all samples. 

The thirty-one individuals with a developmental disability living in community-
based residences were monitored using a questionnaire developed in collaboration 
with staff from the Department of Behavioral Health and Developmental Disabilities.
Copies of the completed questionnaires were provided to the Parties. 

As required by the Settlement Agreement, a draft of this report was submitted to the 
Parties for review and comment prior to its finalization. All comments were 
carefully considered; changes were made in the narrative, as appropriate. 

3 
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FINDINGS 

Community Supports for Individuals with Serious Mental Illness 

Stable housing with supports is a critical component of recovery from serious
mental illness. Without this foundation, it is difficult to form and retain trusting
relationships, learn and exercise skills, develop a predictable routine and rhythm of
the day, manage limited resources effectively, safeguard one’s health and safety, and
contribute to one’s community. 

Well-established research in the field of behavioral health has documented the 
positive effect of housing with supports, especially for individuals with histories
characterized by multiple psychiatric hospitalizations, homelessness and reluctance 
to engage in treatment. 

The Settlement Agreement requires the State of Georgia to provide access to
housing with supports to members of the target population with a serious mental
illness. 

Throughout the course of the Agreement, the State has exceeded its obligation to
fund housing vouchers and to provide Bridge Funding. In fact, the State has been 
continuously applauded for its efforts. Without a doubt, numerous individual
examples have confirmed that the provision of stable housing with supports has
made a critical difference. 

The Annual Report filed with the Court in September 2015 documented the State’s
many successful efforts to ensure access to housing and supports. However, it was
agreed that additional time would be needed for the State to comply with Provision
III. B. 2. c. ii. (A): 

By July 1, 2015, The State will have capacity to provide Supported Housing to
any of the 9,000 persons in the target population who need such support. 

Supported Housing Needs Assessment: 

At the end of the last Fiscal Year (2015), a primary objective of the Department of
Behavioral Health and Developmental Disabilities was to conduct an assessment of 
the need for supported housing.  The planning for the implementation of the 
assessment process was shared in a timely and forthright manner with the 
Independent Reviewer, her expert consultant in housing and with members of an 
advisory group comprised of advocates and other stakeholders. 

As of this date, the Department continues to make progress implementing its
Supported Housing Needs Assessment.  As part of Phase I, it has established a 
baseline of the number of individuals who require supported housing and are 
currently receiving it.  The Supported Housing Needs and Choice tool has been 
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administered in three jails and two correctional facilities. Under the Department’s
direction, a nationally recognized consulting group, the Technical Assistance 
Collaborative (TAC), has offered training on the importance of supported housing to 
the staff of provider agencies. 

However, Phase I also revealed a number of significant challenges to the validity of
the planned process for defining and implementing the supported housing needs of 
the target population. 

First, the Department’s current process for obtaining supported housing may be an 
obstacle for some members of the target population, especially those exiting jails
and correctional institutions. The current protocol requires individuals to be 
identified, assessed, referred for services to a provider agency and then referred, by 
that provider, for housing. The Department collaborates with the Georgia 
Department of Corrections and a few local jails to try to plan for post-release 
services and housing. Staff have reported that the process can be cumbersome. 
Institutions where individuals are incarcerated are not always in close proximity to 
where people are moving upon release. In addition, obtaining housing and benefits
takes time. Therefore, it is not always possible to make housing and other needed
arrangements in a timely manner for individuals leaving jails or correctional
facilities. 

Second, as noted since the inception of the Georgia Housing Voucher Program in 
2011 and again after this baseline phase, individuals being discharged from state 
hospitals, or private hospitals under contract with the Department, are referred to
providers who make the referral to the Georgia Housing Voucher Program. To date 
in Fiscal Year 2016, only fifty-five individuals leaving state/private hospitals under
contract and fifty-six individuals exiting jails have been housed out of the 614
individuals with signed leases under the Georgia Housing Voucher Program. In
addition, the number of people in the target population who are exiting jails and
correctional institutions, and could qualify for and benefit from supported housing,
is largely unknown. The baseline assessment process was not robust enough to
project this number. 

The number of individuals leaving the four state psychiatric hospitals and the 
private psychiatric hospitals, under contract with the Department, who are in need
of supported housing, is still unknown primarily because the processes and
timeframes for discharge from a hospital do not match with the requirements of the 
current referral protocol described above. For example, at some point after
admission, hospital staff screen and evaluate individuals for their interest in/need
for supported housing. Staff utilize the Housing Need and Choice Survey to identify
their interest/need for housing. Field Office-based Hospital Transition Specialists,
Field Office staff, and Crisis/Inpatient Staff work with Hospital Recovery Planning
Teams to integrate these findings into the individual’s Transition Action Plan (TAP). 
This information is then sent electronically to a potential “receiving community
provider.” The provider then has thirty days from receipt of the electronic referral 
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to complete a Risk Assessment and Housing Plan. In many cases, the individual is 
ready for discharge well before the end of the thirty-day period. (The average length
of stay is reported as ten days.) As a result, supported housing is not available for
the individual in a timely manner and discharge options are limited in scope. 

An additional concern is the unfortunate pattern of hospitals, both state and private,
discharging individuals to shelters for homeless people. As discussed further below,
there is documented evidence that these individuals, many at high risk and with
“revolving door” histories of psychiatric hospitalization, are not being referred for
supported housing. A significant number of individuals brought to Georgia Regional
Hospital Atlanta are not admitted. Thus, they do not receive the Housing Need and
Choice Survey, even though they fall under the Settlement Agreement criteria. As a 
result, many have not been, and are unlikely to be, included in the Supported
Housing Need and Choice evaluation process as currently designed and
implemented. 

At this time, as a result of the lack of inclusion of individuals exiting most jails, all of
the State’s correctional institutions and state/private psychiatric hospitals, the 
Department has not demonstrated that it has met the threshold requirement of
identifying the need for supported housing for the target population. This matter
requires prompt discussion among the Parties to the Settlement Agreement. 

Discharges to Shelters: 

The review of individuals discharged from state hospitals to shelters for homeless
people began in February 2016 as follow-up to the receipt of a Critical Incident 
Report. 

On February 9, 2016, a meeting was held with the Department’s leadership to
review the protocols for discharge to a shelter, the revised policy directives from the 
Medical Director, and the number of shelter discharges in Fiscal Year 2015. The
Independent Reviewer requested the Department to provide ongoing quarterly data 
about discharges to shelters. That request has been addressed in a timely manner. 

According to the Department’s report, in Fiscal Year 2015, there were 217 
discharges, for 195 individuals, from three state hospitals to shelters for homeless
people. (Some individuals were discharged to a shelter more than once.) This
appears to be largely an issue in the Atlanta metropolitan area. During this time 
period, there were 177 shelter discharges for 157 individuals from Georgia Regional
Hospital Atlanta.2 Thirty-four of these individuals had histories of ten or more 
hospital admissions. 

2 There were a total of thirty-four discharges to shelters for thirty-two individuals
hospitalized in Georgia Regional Savannah. Six individuals were discharged to
shelters from East Central Regional Hospital. There were no shelter discharges from
the state hospital in Columbus. 
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In the months of January, February and March 2016 (the third Quarter of the Fiscal 
Year), there were fourteen individuals discharged to shelters from Georgia Regional
Hospital Atlanta. Four of these discharges took place after the initiation of the 
Department’s revised policy on discharge to a shelter; a decrease of one person per
month for the previous two months. This policy permits PATH Teams to be 
contacted directly by the state hospital so that they may begin work with an 
individual known to be homeless. 

On March 30, 2016, the Independent Reviewer made unannounced visits to two
shelters in downtown Atlanta to inquire about the admission of individuals with a 
serious mental illness who were recently discharged from a psychiatric hospital. 

On March 31, 2016, the Independent Reviewer examined records of a sample of six 
individuals discharged from Georgia Regional Hospital Atlanta to shelters in Fiscal
Year 2015 in order to become familiar with the documentation and some of the case 
examples, including the reasons for discharge to a shelter rather than to housing
with supports. 

Based on that preliminary review, a sample of twenty-three individuals discharged
from Georgia Regional Hospital Atlanta to shelters in Fiscal Year 2015 was selected
by the Independent Reviewer for further review.3 On April 21 and 22, 2016, the
Independent Reviewer and her housing consultant reviewed sections of these
individuals’ hospital records; interviewed hospital, Regional Field Office and PATH
staff knowledgeable about discharge decision-making; and briefly interviewed two
individuals who were readmitted to the hospital after discharge to a shelter. In
addition, an unannounced site visit was made to a large shelter for homeless
individuals in mid-town Atlanta.4 

On May 9, 2016, the Independent Reviewer and her housing consultant visited a 
transitional housing facility and met with Department leadership to discuss the 
preliminary findings from the work described above. 

On May 10, 11 and 12, 2016, a clinical psychologist retained by the Independent 
Reviewer met with staff at Georgia Regional Hospital Atlanta and reviewed the 
records of all fourteen individuals discharged to shelters during the months of 

3 The individuals in the sample all had histories of ten or more psychiatric
hospitalizations at Georgia Regional Hospital Atlanta.
4 The Independent Reviewer has made three unannounced visits to this shelter. In 
her opinion, and as discussed with the Department, the conditions are simply
unacceptable. During her last visit, shelter staff reported that the Department of
Health makes two to three visits weekly to test for tuberculosis. It was necessary to
walk through standing water from a broken pipe in order to reach the area where 
the shelter’s residents remain during the daytime hours. A man identified, by staff,
as having a mental illness was interviewed briefly. 
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January, February and March 2016. She interviewed two individuals who were 
readmitted after discharge and were still hospitalized. 

The clini cal psych ologist’s  report, describing the findings from the last set of 
revi ews and interviews, has been shared with the Parties. In order to p rotect
conf identiality, the information reg arding dischar ge p ractic es,  is sum marized  below: 

•	 Of th e fourteen ind ivid uals disc har ged to shelte rs, five individuals (36%)
hav e been re-hospital ized, since discharge, at Georgia Regio nal Hospital 
Atl anta. 

•	 Despite the change in th e Department’s protocol for disch arge t o a sh elter , 
only two o f th e requisit e forms ( 15% ) had docu mentatio n of the necessar y
approval. 5 

•	 Eight of th e fou rteen individuals (57%) were homel ess at the time of 
admission. Th ree individual s (21 %) l ived with family. One individ ual (7%) 
was living  in a mo tel and one individual  (7%) was living in an apartment.

•	 Seven of th e four teen indiv idu als (50%) were discharged to the shelter 
desc ribed abo ve in Footno te 4. 

•	 There w as  do cum entation that fo ur ind ivid uals were referr ed to  a PATH 
Team, par t of th e revis ed  pro toc ol im plem ented  by the Depar tment to reduce 
discharges to shelters. 

The record rev iews and interview s condu cted about discharges to shelters pro vid e 
imp ortant inf or matio n ab out th e current effectiveness of the Department’s polic ies 
and practices. For example: 

•	 At this time,  there is a lac k  of consistenc y in implementing the Department’ s 
rev ised policy about d isch arge to a shelter, including the requirement that 
the M edical Director g ive prior approval.

•	 Planning for d ischarge from a psychiatric hospital must begin at the time of 
admission. Based on infor mation in the records, it was known that 5 7% of 
the ind ividual s were hom eless at the tim e they entered Georgia Regional
Hos pital A tlanta. Prepar ations for s upp or ted housing wer e not initiated at an 
early eno ugh  point in time to enable the development of a trus ting
relationship between the individual and a potential prov ider of housing. 

5 At the February 9, 2016 meeting, the Department’s Medical Director indicated that 
his prior approval was now required for discharge to a shelter. 
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Although PATH Teams6 are noted for their expertise in reaching out to 
people with  long histories  of h omeles snes s, in these cas es, they were not 
giv en suff icient time to establis h a meaningful c onnection with the 
hospitalized person. As a resu lt, the referral  to the PATH Team was rejected 
or not secured sufficiently prior to  dis char ge.

•	 The Department’s p ro tocol for referring individ uals to  su ppo rted  ho using is
not effective or timely  fo r individuals leaving a psyc hiatric hospital who lack 
reliab le options for  transitional hous ing or who are reluctant to engage in 
mental  heal th  services through a provider agen cy. A Housing First polic y 
must begin with the pro vision of housing rath er than the requirement to
accept treatment. Resea rch in the field clear ly c onfirms th at individuals  beg in 
to accept th e idea of treatment once they are liv ing in stable h ousing that is 
consistent with their prefer ences  fo r se lf-deter mination. While not fully 
meeting the H ou sing First definition , PA TH teams have been allocated f unds 
to assist individ uals m eeting the Settlement Agreement criteria to move to 

7transitional housing locations that woul d enable them to have more tim e to 
seek housing. Wh ile too ear ly to determine the effic acy of this approach, it 
may provide an opportu nity to help th e transition fo r individuals with short-
term hospital stays. 

•	 There was  scant d ocumentation ab out the us e of Assertive Com munity 
Treatm ent (ACT)  Team s for the fourteen individuals reviewed. It was 
documented that tw d id s er e ACT Teams; botho in iv ual w e referr d to declined. 
Overall , the num ber of h ospitalizations  exper ienced in this group of 
individuals wou ld quali fy them for  en rollment with an ACT Team. 

In order  to more fully under stand bo th the dynamics and the outcom es of 
dis charges from psy chiatr ic h ospital s to sh elters fo r homele ss pe ople , t he work 
initiated f or this Supplem ental Report will be continued, w ith emphasis on 
dis ch arges from Georgia Reg ional  Hospital Atlanta. It is anticip ated that the 
Department will provide new data at the end of  the F iscal Year. 

It is recommend ed that the D epartment intensify its effo rts to pr event dischar ges to 
shelters. S taff sh ould b e instructed to  begin p la nning fo r disch arge at the time of
hospital admission. In addition, it is recommended that the D epartment review its 
proces ses for referral to Assertive Commu nity Treatm ent so that more people with 
a histor y of repeated hospital admissio ns can be diverted fr om th is c ycle.

6 The PATH Team working with  staf f/c lients at Georgia R egional  Ho spital Atlanta is 
highly regarded and has a rep utation for positive o utcomes on behalf of people who 
are charac terized as  chronical ly homeless. 
7 The tw o A tlanta s ites identified as  “tr ansitional housing” are still being reviewed
by the Independent Reviewer and her housing consultant. Both sites are large 
congregate facilities. 
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Forensic Individuals: 

In preparation for the last Annual Report, the Independent Reviewer retained an
experienced forensic psychologist to conduct fieldwork and a review of relevant 
documentation about the access to supported housing by individuals awaiting
discharge from the forensic units/buildings of state hospitals. 

The consultant’s report identified factors that inhibited the timely discharge of
forensic individuals, especially those identified as Incompetent to Stand Trial (IST)
or Not Guilty by Reason of Insanity (NGRI). The report also offered
recommendations to expedite discharge planning and the transition to community-
based residential and other supports. 

On February 29, 2016, this report was discussed at some length with leadership
staff of the Department of Behavioral Health and Developmental Disabilities. 

A copy of the consultant’s report is attached. 

There continues to be collaboration between the Independent Reviewer and the 
Department in examining access to housing and supports for individuals with
forensic histories who are included in the target population. Further findings will be 
included in the next Annual Report. 

Community Supports for Individuals with a Developmental Disability 

Under the terms of the Extension to the Settlement Agreement, there will continue 
to be emphasis on the development of a responsive system of community-based
supports for individuals with a developmental disability included in the target 
population. 

Therefore, the information summarized below is intended to assist the Parties in 
working together to shape reforms, as needed, and to recognize areas of sustained
progress. There will be a more detailed description of the planning list, the 
transition process, the “high risk” list, the placement of individuals with a forensic
history, and the implementation of community-based clinical supports in the 
forthcoming Annual Report. 

The information for this Section was obtained primarily through meetings held by
the Independent Reviewer with Department staff and through the site visits 
conducted by her consultants in nursing and behavior analysis. 

There were three groups of individuals selected for review: 

• The first group included four individuals placed under the auspices of the 
Pioneer Project. Three of the individuals, all women, live together in the first 
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residence established under the Pioneer Project in Region 2. The fourth 
individual, a man, lives in a house managed by a second provider agency in 
another city. 8 

•	 The second g roup consisted of tw enty-three ind ividuals previou sly p laced in 
the earlier years  of the Settlement Agr eement. T hes e individual s were 
selected  for r eview by  pu rpo sef ul sampling. That is, individuals were 
identified from the notes tr anscr ibed by th e Department’s R egional Quality 
Rev iew Team s and by Su pport C oordinators as sig ned  to th e individu als . The 
notes  described  areas of concern and, in som e cases, the actions taken to 
resolve them. 

•	 The third group of six individuals also was selected by purposeful sampling, 
as described above. Each individual was known to have b ehavioral  co ncerns, 
although the current extent of th os e concerns  was no t full y k nown pri or to 
the site visit and docum ent rev iew. Fo ur o f th e individ uals live in a 
commun ity-based residential setting; two  individuals still wer e hospital ized 
at East Central Regional  Hospital after earlier community placem ents wer e 
unsuccessful. 

Narrative rep orts were prep ared for the two h ospitalized individuals; t he 
monito ring questionnaire w as completed in all other ins tances. All  rep orts have 
been shared with the Par ties. 

Discussion of Transitions from State Hospitals: 

As  of June 1 7, 20 16,  ther e have been 524 placements from state hospitals under the 
Settlement Agreem ent. 

The Departm ent maintains a planning list for co mmunity plac ements.  The Directo r 
of Trans itions  is res pons ible fo r  maintaining the list. Decisions about community 
p l n w amilies , state hos  staff and aslacement are made in consu tatio ith f pital , 
pos sible, the individual s themsel ves . In ad dition, c linic al c onsultants with the 
Pioneer Project ar e actively engaged. Final approv al for the placem ent rests w ith  the 
T ansition Fidel ity Committee, comp r ed of lea er hip  staff at th e Depar ent.9r	 is d s tm 

8 The Pioneer Project refers to a set of policies, protocols and practices established 
by the Department as part o f its refo rm efforts.  Plac ements  hav e been primarily in 
Region 2, al thou gh placements in Region 4 have occ urred in Fiscal Year 2016. 
9 In April 2016, the Independent Reviewer’s nurse c onsultant w as asked to advise 
on three planned placements in ord er to ensure a c om prehensive review of 
necessar y h ealth-r elated supports . These three individuals ar e sched uled fo r 
plac ement from Gracewood at a future, yet undetermined, time. (They are no t 
included in this Report.) The Department’s request for this consultation is greatly 

11 



   

  

 

 

 
 

  

  

  
 

  
 

   
   

   
 

   
   
   

 
    

  
  

 
  

 

 
 

 
 

 

 
 

 
 

      
   

  

    

      
      
   

 
    

  

   

    

                                                                                                                                                                     

  
  

 

Case 1:10-cv-00249-CAP Document 261-1 Filed 06/21/16 Page 13 of 39 

The Department also maintains a list of individuals who are considered to be at 
higher risk because of their medical or behavioral complexity. The responsibility for
this  list is assigned to the Health and Wellnes s Unit. A sample of individuals on this 
lis t will be reviewed for the next Annual Repo rt.10 

As referenced  above, four placements completed under the Pioneer Proje ct in 
Region 2 wer e reviewed . 

SELEC TED RESPONSES FOR FOUR PIONEER PROJECT PLACEM ENTS
 
MAY 2016
 

Demographic Information
 

Sex n % 
Male 1 25.00% 

Female 3 75.00% 

Age range n % 
41 to 50 1 25.0% 
61 to 70 3 75.0% 

Level of mobility n % 
Ambulatory without support 1 25.0% 

Ambulatory with support 3 75.0% 

The nurse consultant conducting the reviews found that: 

Individual Interview Items 

No. Item n Y N CND 
25 Is your home located near community

resources (i.e. shopping, recreational sites, 
churches, etc.?) 

4 100.0% 0.0% 0.0% 

29 Have you met your neighbors? 4 50.0% 50.0% 0.0% 
26 Do you have your own bedroom? 4 100.0% 0.0% 0.0% 
27 Do you have privacy in your home if you want 

it? 
4 100.0% 0.0% 0.0% 

31 Within the last quarter, have you participated
in community outings on a consistent weekly 
basis? 

4 75.0% 25.0% 0.0% 

appreciated; it is a good example of the openness that characterizes the transition 

work.
 
10 In the Extension to the Settlement Agreement, this list is called the “High Risk

Surveillance List.”
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32 Do you go out primarily
housemates as a group? 

with your 3 100.0% 0.0% 0.0% 

35 Do you have the opportunity to attend a
church / synagogue / mosque or other
religious activity of your choice? 

4 25.0% 75.0% 0.0% 

36 Do you belong to any community
organizations? 

clubs or 4 25.0% 75.0% 0.0% 

Environmental Items 

No. Item n Y N CND 
48 Is the individual’s residence clean? 4 100.0% 0.0% 0.0% 
49 Are food and supplies adequate?     4 100.0% 0.0% 0.0% 
50 Does the individual appear well kempt? 4 100.0% 0.0% 0.0% 
51 Is the residence free of any safety issues? 4 100.0% 0.0% 0.0% 

Healthcare Items 

No. Item n Y N CND 
60 Did the individual have a physical 

examination within the last 12 months or is 
there a variance approved by the physician? 

4 100.0% 0.0% 0.0% 

63 Were the Primary Care Physician’s (PCP’s) 
recommendations addressed/implemented
within the time frame recommended by the 
PCP? 

4 100.0% 0.0% 0.0% 

64 Were the medical specialist’s 
recommendations addressed/implemented
within the time frame recommended by the 
medical specialist? 

4 100.0% 0.0% 0.0% 

65 Is lab work 
physician? 

completed as ordered by the 4 100.0% 0.0% 0.0% 

67 Are physician ordered diagnostic consults 
completed as ordered within the time frame 
recommended by the physician? 

4 100.0% 0.0% 0.0% 

83 If applicable, is the dining plan followed? 1 100.0% 0.0% 0.0% 
84 If applicable, is the positioning plan followed? 3 100.0% 0.0% 0.0% 
85 In your professional judgment as a Registered

Nurse: Are the individual’s serious physical 
health care needs met? 

4 75.0% 25.0% 0.0% 

86 Are the health care interventions consistent 
with professional standards of care? 

4 75.0% 25.0% 0.0% 

87 Does nursing care meet professional 
standards? 

4 25.0% 75.0% 0.0% 

93 Does this individual receive psychotropic 
medication? 

4 25.0% 75.0% 0.0% 

13 
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Healthcare Items 

No. Item n Y N CND 
96 Is there documentation that the individual 

and/or a legal guardian/surrogate decision-
maker has given informed consent for the use 
of psychotropic medication(s)?  

1 0.0% 100.0% 0.0% 

104 Is there any evidence of administering
excessive or unnecessary medication(s)? 

4 0.0% 100.0% 0.0% 

The findings from the review of four individuals in two residential settings must be 
interpreted carefully because of the small size of the sample. Nonetheless, there are 
positiv e indicators about the residential setting (privacy, location in a typical 
neighb or hood, access to resources, co ndition of the res idence) and the 
oppo rtunities for integratio n with non-d isabled ind ividual s, including participation 
in a local Senior Citizen C enter. Discu ss ion with resid ential  staff indicated that 
add itional resour ces for soc ial integration were being explored, based on the 
indiv idu als’ interests and choice. 

•	 In particular, o ne of the three w om en placed has shown a remarkable 
resp ons e to her new  set ting. The I ndepend ent Reviewer had ob served h er on 
three s eparate occasio ns at the state h ospital . E ach time, she w as seen with a 
blank et over  her head, h uddled in a chair, refusing to interact with the staff 
who appro ached h er. In h er new home, she is  res ponsive to staff; allows
them to touch her ha nd or  shoulder; is showing signs of ac tive listening  (she 
was th ough t to  be hearing impaired at th e state hospital); and is becoming 
comfo rtable w ith her daily ro ute, inc luding enjoying taking a bath. (Sh e 
refus ed  sh owers in the state hospital and had to be escorted by two s taff.) 

Ess ential  health care s upports were in place with  physician rec ommendations 
implemented in a timely manner, laboratory work co mp leted as ordered, and
individualized protocols for  positioning and mealtime performed as required. 

Psycho tropic medic ation was used f or  only one individual. There was no evidence of 
unnec essary or ex ces siv e medications.

Iss ues identif ied for further attention by the ovid and  Dep s f inc luded pr er artment taf 
the hiring of a Register ed Nurs e to supervise health  car e in one resid ence; obtaining 
a med ical consu ltatio n regarding treatment or pr ecautionary  meas ur es for the 
hernia experienced by one individual; ensuring informed  co nsent for the use o f 
psychotropic medication by one individual; and mo nitoring the com pl etion of d ata 
collection and documentation in one res idence. 

Each of these issues has been brought to the Department’s attention for remedial
action, as required. 

14 
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The second group of individuals reviewed included those placed in the earlier years
of the Settlement Agreement. These placements did not have the benefit of the 
protocols, policies and practices designed under the Pioneer Project cited above. For 
example, support coordination was not involved prior to discharge from the state 
hospitals. Residential agency staff reported that they were not consistently provided
with sufficient information about the individual and his/her needs. 

The twenty-three individuals in this group were reviewed by nurse consultants with
extensive knowledge of and experience in the field of intellectual/developmental
disabilities. 

Site visits were conducted in the individual’s residence. In some cases, the day
program was briefly visited in order to meet the individual being reviewed. All
individuals in the sample were observed at some point during the site visit.
The responses from the Monitoring Questionnaires were analyzed by the senior
researcher/statistician retained by the Independent Reviewer. 

The findings include: 

SELECTED RESPONSES FOR PREVIOUS PLACEMENTS
 
MAY 2016
 

Demographic Information
 

Sex n % 
Male 14 60.9% 

Female 9 39.1% 

Age range n % 
21 to 30 2 8.7% 
31 to 40 5 21.7% 
41 to 50 2 8.7% 
51 to 60 7 30.4% 
61 to 70 4 17.4% 
71 to 80 2 8.7% 
81 to 90 1 4.3% 

Level of mobility n % 
port Ambulatory without sup 6 26.1% 

Uses wheelchair 7 30.4% 
Ambulatory with support 9 39.1% 

Confined to bed 1 4.3% 

15 
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Individual Interview Items 

No. Item n Y N CND 
25 Is your home located near community

resources (i.e. shopping, recreational sites, 
churches, etc.?) 

23 100.0% 0.0% 0.0% 

29 Have you met your neighbors? 23 82.6% 17.4% 0.0% 
26 Do you have your own bedroom? 23 100.0% 0.0% 0.0% 
27 Do you have privacy in your home if you 

want it? 
23 100.0% 0.0% 0.0% 

31 Within the last quarter, have you participated
in community outings on a consistent weekly 
basis? 

23 78.3% 17.4% 4.3% 

32 Do you go out primarily
housemates as a group? 

with your 21 81.0% 19.0% 0.0% 

35 Do you have the opportunity to attend a 
church / synagogue / mosque or other
religious activity of your choice? 

23 69.6% 30.4% 0.0% 

36 o you belong to any community
organizations? 

clubs or D 23 26.1% 73.9% 0.0% 

Environmental Items 

No. Item n Y N CND 
48 Is the individual’s residence clean? 23 73.9% 26.1% 0.0% 
49 Are food and supplies adequate?     23 95.7% 4.3% 0.0% 
50 Does the individual appear well kempt? 23 95.7% 4.3% 0.0% 
51 s the residence free of any safety issues? I 23 100.0% 0.0% 0.0% 

Healthcare Items 

No. Item n Y N CND 
60 Did the individual have a physical 

examination within the last 12 months or is 
there a variance approved by the physician? 

23 100.0% 0.0% 0.0% 

63 Were the Primary Care Physician’s (PCP’s) 
recommendations addressed/implemented
within the time frame recommended by the 
PCP? 

23 95.7% 4.3% 0.0% 

64 Were the medical specialist’s 
recommendations addressed/implemented
within the time frame recommended by the 
medical specialist? 

23 69.6% 21.7% 8.7% 

65 Is lab work 
physician? 

completed as ordered by the 23 91.3% 4.3% 4.3% 

67 Are physician ordered diagnostic consults 
completed as ordered within the time frame 
recommended by the physician? 

22 86.4% 9.1% 4.5% 
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Healthcare Items 

No. Item n Y N CND 
83 If applicable, is the dining plan followed? 19 94.7% 5.3% 0.0% 
84 If applicable, is the positioning plan followed? 15 86.7% 0.0% 13.3% 
85 In your professional judgment as a Registered

Nurse: Are the individual’s serious physical 
health care needs met? 

23 65.2% 34.8% 0.0% 

86 Are the health care interventions consistent 
with professional standards of care? 

23 56.5% 43.5% 0.0% 

87 Does nursing care meet professional 
standards? 

23 47.8% 52.2% 0.0% 

93 Does this individual receive psychotropic 
medication? 

23 78.3% 21.7% 0.0% 

96 Is there documentation that the individual 
and/or a legal guardian/surrogate decision-
maker has given informed consent for the use 
of psychotropic medication(s)?  

18 88.9% 11.1% 0.0% 

104 Is there any evidence of administering
excessive or unnecessary medication(s)? 

23 0.0% 95.7% 4.3% 

The findings from these twenty-three reviews again demonstrated that residences
were located in typical neighborhoods with access to local community resources.
The individuals in th e sample were af forde d privacy; all had their own bedrooms. 
Many  of the individu als had met their neighbors. 

Negative findings ab out the residential settings were reported to the Departm ent 
for f urth er attention. These findings includ ed lack of cleanli ness, fur niture th at was 
damaged and should be replac ed or the absence of any personalization in the 
individual’s bedroom or the house as a whole. 

Opportu nities for co mmunity activities were offered consistently to 78% of the 
individual s r eviewed. A ttendance at a church, synagogue o r mosque w as 
documented  fo r 81 % of the men and  wo men in the samp le. Most indivi duals went 
on community excursio ns with their hou sem ates s o it was  difficult to gauge the 
extent of interaction with non-disabled people.

All ind ividual s h ad annual  physical examinations  and the majority  of the Primary 
Car e Physic ians’  recomm endations were implem ented in a timely manner. 

How ever , as illustr ated  by the data documented above, there were significant gaps 
in the pro vision of h ealth care. The failure to meet profes sional s tandar ds in b oth 
nursing care and the implem entation of heal th care inter ventions led to the find ing
that 35% of  the individuals in th e sam ple d id  not have their seriou s physical health 
care needs met as expected. 

17 
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•	 For example, the Department was notified that there were serious questions 
regarding the overs ight of th e nutritional needs of one gentleman who was
experiencing  sig nificant weight lo ss. 

It has been agreed that the Independent Reviewer will meet with Department staff
to discuss the findings from these reviews and to ascertain what remedial actions
have been or will be taken to address inadequate or inappropriate supports for each
individual. 

The third group of individuals to be reviewed was identified as having behavioral
concerns that affected their health, safety or ability to participate in age appropriate 
activities. 

As referenced above, four of the individuals in this group live in community-based
residential settings. They were placed in the earlier years of the Settlement 
Agreement. Each was known to have challenging behavior(s). As a result, a doctoral 
level Board Certified Behavior Analyst completed their reviews. The purpose of his
review was to determine whether appropriate behavioral supports were in place 
and whether there were positive outcomes for the individual and the residential
provider. 

Two hospitalized individuals were also reviewed for this Supplemental Report. They
are included on the list of dually diagnosed individuals currently hospitalized at East 
Central Regional Hospital. The Independent Reviewer’s consultant had previously 
reviewed each of these men; an update on placement plans was again the focus of
the reviews. At this time, neither individual has a definite plan for release from the 
hospital although, reportedly, placement planning is in progress. Narrative reports
on the circumstances experienced by both men have been provided to the Parties. 

The list of individuals with a dual diagnosis (MH/DD) who are hospitalized at East 
Central Regional Hospital remains a focus of the Independent Reviewer’s work. 
Updated information has been requested in order to provide a more detailed
description of these individuals in the next Annual Report. 11 

The findings related to Behavioral Support Plans included: 

•	 There was not a current Behavior Support Plan in place was for three of the 
five individuals (60%) who required one to be developed. 

11 The list most recently obtained from the Department is dated October 13, 2015.
There are twenty-one individuals included on that list, including the two men 
reviewed for this Report. However, two individuals since have been discharged to
community placements and plans are underway for nine individuals, including the 
two men referenced above. The length of stay in some instances continues to be of 
concern. 

18 



   

  

 
 

 

 

 
   

  
 

  
 

  
 

  

   
  

 
   

  

 
    

 

 

 

   
    

  
  

  
 

  

  
  

   
  

 
  

 
  

  
 

  

Case 1:10-cv-00249-CAP Document 261-1 Filed 06/21/16 Page 20 of 39 

•	 The behavioral planning consistently lacked updated Functional Behavioral 
Assessmen ts and other k ey sou rces o f inf ormation that are important to the 
dev elopm ent of effec tive interventions. 

The Independent Reviewer will request that the Transition Fidelity Committee meet 
with her consultant in order to discuss his findings and his recommendations. His
recommendations include: 

•	 A Board Certified Behavior Analyst (BCBA) should conduct the development,
training and supervision of behavioral programming for the individuals who 
require it. Responsibilities of the BCBA at the program agency level should
include annual completion or update, at a minimum, of a Functional
Behavioral Assessment and, subsequently, a Positive Behavior Support Plan. 

•	 Residential staff would benefit from ongoing training by a Board Certified
Behavior Analyst. 

•	 Individuals and/or guardians should be included in the development of the 
Behavior Support Plan. Informed consent requires that they fully understand
the intent, substance and consequences of any behavioral intervention. 

In summary, as in past Reports, the individual reviews demonstrate that the 
foundational requirements for community integration are present. Group homes are
located in typical neighborhoods; transportation is available; shopping and other
resources are convenient; religious activities are accessible to many of the reviewed
individuals. The extent to which the individual exercises choice or interacts with 
non-disabled peers is less certain. 

The Pioneer Project’s strengthened approach to planning the transition from state 
hospital to the community remains notable. Ongoing attention to post-transition 
implementation of the Individual Support Plan remains essential to ensure that the 
recommended supports are indeed present. For example, adequate supervision by a
Registered Nurse was not evident, at the times of the site visits, in the first residence 
established under the auspices of the Pioneer Project. 

Finally, as documented in particular by the twenty-three previously placed
individuals and the individuals requiring behavioral supports, there continues to be 
evidence of insufficient clinical supports and less than adequate implementation of
individualized programmatic interventions. These systemic weaknesses have been 
the subject of repeated discussions.  As a result, specific provisions in the Extension 
to the Settlement Agreement, such as those focused on the implementation of
community-based clinical interventions and oversight, enhanced support 
coordination, the monitoring of transitions and provider recruitment, will be critical 
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to strengthening the current system of community supports for individuals with a 
developmental disability. 

It is recommended that the Independent Reviewer and Department staff review
each of the individual reports prepared by her consultants in order to identify
systemic strengths and weaknesses. The findings from this collaborative discussion 
should be presented at the next Parties’ meeting as part of a baseline assessment for 
the implementation of the terms of the Extension to the Settlement Agreement. 

It is also recommended that the Independent Reviewer and the Department conduct 
joint monitoring visits to a representative random sample of the thirty-three 
individuals reviewed for this report to determine their current status. The Parties
should discuss the results of these site visits. 

CONCLUDING COMMENTS 

The recent approval of the Extension to the Settlement Agreement provides a 
valuable opportunity to implement renewed and revised approaches for the 
continuing development and implementation of community-based systems of 
support for people with serious mental illness or a developmental disability. 

Hopefully, the information gathered for this Supplemental Report will be useful as 
this next stage of the Settlement Agreement begins to move forward with enhanced
collaboration and energy. 

_______________/s/_________________________ 

Elizabeth Jones, Independent Reviewer 

June 20, 2016 
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ATTACHMENT ONE
 
Review of Community Access for Forensic Individuals
 

Patrick J. Canavan, Psy.D

September 17, 2015
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NOTE 

On February 29, 2016, a meeting was held with the leadership staff of the 
Department of Behavioral Health and Developmental Disabilities (DBHDD) to
discuss the findings of this Report. 

The Department expressed two concerns with the Report’s findings. 

First, the Department was concerned that there was inadequate recognition of the 
changes being made in its policies regarding the discharge planning and transition 
processes for forensic individuals. In order to address this concern, the Department 
was invited to submit additional descriptive information or clarification. 

In addition, the Department disagreed with the characterization of its Community
Integration Homes as “institutional.” Following the meeting, a site visit was made to
one of these residences in the company of Department staff. The description of the 
residence was not revised because, in the opinion of the Independent Reviewer,
there were institution-like qualities about the physical environment. For example,
there was a locked medication cabinet in the hallway and a fire extinguisher hanging
on the wall by the front door. In addition, although the adult men living in the house 
shared bedrooms, and thereby lacked privacy, because of limited space, there were 
staff offices on the more spacious lower floor. 

Despite the above-referenced characterization, Dr. Canavan and the Independent 
Reviewer agree that a Community Integration Home can provide essential supports
as men and women with a forensic history, who may require this structure,
transition into more independent residential settings. 
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REPORT OF THE REVIEW OF COMMUNITY ACCESS FOR GEORGIA DBHDD 
FORENSIC INDIVIDUALS 

PURPOSE: 

This independent review was conducted on behalf of the Independent Reviewer in 
US v. Georgia. The evaluation reviews the adequacy of community supports
available for individuals who are currently hospitalized as Incompetent to Stand
Trial and Civilly Committed (IST/CC) or Not Guilty By Reason of Insanity
(NGRI). Statistics provided by the Department of Behavioral Health and
Developmental Disabilities (DBHDD) indicate the scope of this issue.  There were 
about 630 forensic status individuals in state regional hospital beds; 203 of these 
forensic status individuals were committed by the Court as IST/CC.  The question 
can be stated this way: "Is there reasonable access to community supports for
forensic status individuals who are ready to be transitioned into the community?" 

Implicit in the question of reasonable access to community supports is the quality
and timeliness of important clinical work that underpins the discharge process. As
such, a high quality Transition Planning framework organizes the clinical activity of
the Recovery Planning Team (RPT). The framework is built on an Individual
Recovery Plan (IRP), a Risk Assessment, a thorough understanding of applicable 
legal standards, knowledge of and availability of community supports, such as
housing options, treatment services and other supports. This evaluation reviewed
each of these aspects of a quality Transition Planning framework in the State of
Georgia's public behavioral health system.  Finally, this review includes
recommendations for DBHDD to consider regarding the issues raised. 

METHOD: 

The present review was conducted through interviews of individuals in care,
clinicians and an administrator at regional psychiatric hospitals, program managers
at DBHDD, record review, policy review, tours of the hospitals and two residential
placement options. In each instance, DBHDD senior leadership, including the 
Settlement Agreement Director and the Forensic Program Clinical Director,
accompanied this writer. In addition, this writer met with advocates, public 
defenders, and outpatient providers. 

This writer toured four DBHDD State Psychiatric Hospitals over three visits. The
hospitals visited include Georgia Regional Hospital in Atlanta, East Central Regional
Hospital in Augusta, the Cook Building at Central State Hospital and Georgia 
Regional Hospital in Savannah. During each hospital visit, facility leadership,
typically senior administrators and senior clinicians, were met, and clinical
managers were interviewed. In addition, a typical tour included meeting an 
individual in care who was subject to IST/CC, review of their record, and discussion 
with members of their RPT. 
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This writer separately toured three residential settings of various types, including a 
large single-room occupancy facility for individuals who have contact with the Court 
or were recently released from jail. During these visits, the writer met with the 
individual, their house staff and, in one case, their advocates. This writer also
reviewed treatment summaries and advocates’ statements regarding the 
individual's status and treatment course. 

Georgia law and DBHDD policies pertaining to the IST/CC legal status, transition 
planning, IRP process, risk assessment, and the ADA Planning List process were 
reviewed.  Several flow charts regarding transition planning were considered.  This 
writer spoke with the Independent Reviewer’s consultant for housing on matters
related to appropriate housing for forensic status individuals. 

FINDINGS: 

1. The transition planning process for forensic individuals is fragmented, 
difficult to navigate for the individual, the RPT, supportive family members 
and friends, and the Court. 

There are several important parts to Transition Planning that guide the process of
recovery inside and beyond the hospital setting. 

Ideally, transition planning starts immediately upon admission. The major
considerations for the Recovery Planning Team (RPT) should be "what are the 
symptom reduction, skill building and supports necessary for this individual to be 
successful in the community.”  The specific concerns of the individual guide the RPT
as they create a recovery plan to address these issues. This document, called the 
Individual Recovery Plan (IRP) in the Georgia system, includes several parts that 
answer these major considerations. The overall case formulation 
includes: pertinent history, predisposing factors, precipitating factors, perpetuating
factors, previous treatments and response and, finally, present status.  There is also 
a section of the IRP called “Discharge Process,” where the team considers the reason 
for admission, discharge criteria for the anticipated placement, a discharge plan and
discharge barriers, and a projected target date for achieving goals and objectives. 

What is first notable about the Transition Planning process is its complexity.  The 
State has at least three policies that define the discharge planning process for
IST/CC and NGRI individuals.  There is another policy that is used when an 
individual, who was forensic status, is no longer forensic because their charges were 
dropped or when they are being recommended for discharge and the RPT
encounters significant barriers to the discharge.
Within the various policies given, there are multiple steps, each with their own 
process, which illustrates the complexity of the process.  For instance, in the policy
relating to individuals who are no longer forensic status because their charges were 
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dropped, when defining roles, there are eight major individuals or groups, and in 
one group, there are at least five members.  There are five key elements of a support 
system and nine guidelines for understanding transition planning principles.   The 
consideration of the central question of discharge: “What are the symptom
reduction, skill building and supports necessary for success in the community?” can 
easily be lost. 

To their credit, DBHDD leaders acknowledge that the transition process is complex
and does not work as well for forensic individuals, especially given the role of the 
Court in actually deciding to discharge.  The Department plans to clarify staff
responsibilities for discharge planning and they have funded Forensic Community
Coordinator positions to address geographic issues that may hamper timely
discharge.  Most significantly, they have agreed to develop a specific policy
regarding forensic discharge planning and process. 

The challenge of forensic discharge is that the ultimate decision to proceed with
discharge lies with the Court.  As such, the Court sets the dates for hearings, which
triggers clinical assessments and planning by the RPT.   This interface between the 
Court and the hospital staff must be carefully choreographed.   There is currently
fragmentation in the process and DBHDD clinicians may not have readily available,
timely and useful data, including important administrative issues (schedules of next 
court date, schedule of important meeting and report production ahead of the court 
date, focused attention to ongoing progress of the individual). DBHDD states that 
they have a system in place to record and provide notification of dates for RPT
meetings, annual reviews and required court reports.  However, in one interview, a 
manager indicated that such information database was recently created, but was
unable to produce the database when requested. 

2. The Individual Recovery Plan (IRP) does not focus the various members on 
the progress that the individual has made to address problems or to 
ameliorate risk, nor does it properly focus the team on what interventions and 
supports should be added, so that Transition Planning moves forward, or is 
possible at all. 

Review of the IRPs for several individuals shows IRPs that are long, repetitive, lack
focus, and do not prioritize current status of the individual or progress since the 
previous IRP. Several IRPs appeared to significantly duplicate large portions of
prior IRPs, without analysis of progress or new issues to be addressed. The IRPs do 
not consistently show creative interventions that could help the individual address 
concerns, so that the individual can then progress in measurable and meaningful 
ways. 

-One individual interviewed has an IRP, in which four of five “discharge
criteria” to an “unidentified group home” relate to dangerousness, violence, coping
skills when under stress.  However, this individual has made only occasional verbal 
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threats and the last one was six months prior.  Yet not one intervention in the IRP is 
focused on mitigating these risks. 

-An individual who is IST/CC status, and has a significant trauma history, is
not being treated for trauma.  There is no mention of trauma in her IRP goals, 
objectives and interventions.  For instance, while she has a goal that addresses
personal hygiene, and the team described to this writer that showering is a 
particularly difficult because of past trauma, addressing this issue is not 
contemplated in the IRP. 

-An advocate mentioned that the creativity of the RPTs could be harnessed in 
a different way.  Beyond consideration of barriers to discharge, it would be an 
interesting exercise for RPTs to consider which treatment goals actually would be 
better addressed in the community rather than the hospital.  This movement 
towards community-focus in the imagination of the treating professionals would
align more closely with the views of the individuals in their care: living life in the 
community. 

The format of the IRP document itself is extremely complex, with many redundant 
parts, often repeating information from history, without clearly tying this
information to current concerns or progress. As such, clinicians report being
obliged to create rather formulaic statements that may or may not have bearing on 
the most current functioning of the individual. This focus on the document, rather
than on the person, whom the document serves, does not aid the clinical process
and, in fact, may stifle creative activity between the individual and the team.  The 
IRP Manual also complicates accurate planning, as it does not list all “Barriers to
discharge” definitions, but clinicians are limited to only those in the manual, which
may not fully explain the barriers. 

The IRP document is partially codified in the electronic medical record.  Staff 
reported that this complicates efforts to revise the IRP into a more clinically useful 
and person-centered document.  And since the entire record is not electronic, staff
must go from paper charts to the electronic record for even simple data entry, let 
alone complicated fact-based treatment planning. 

In response to these findings, DBHDD leadership stated that the current structure of
the IRP is cumbersome and often thwarts recovery teams in their focus on an 
individual’s primary recovery goals and tracking their progress.  They should be 
commended for piloting a revised IRP at the Savannah Hospital.  Once evaluated, it 
would be important for the Department to train RPT members, individuals in care,
their advocates and family members on the process.  Training on the recovery-
oriented approach is planned currently and with hope this will improve the quality
of the IRPs. 

3. The Risk Assessment process and documents are of variable quality and 
often do not differentiate with specificity under what circumstances an 
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individual is at higher risk of offending.  The needed skill building activities, 
best designed and taught by the clinical team, are minimized.   These skills are 
necessary to mitigate risk, but when not clearly stated in the Risk Assessment, 
an opportunity is missed for the individual and team to partner on activities 
that can make transition possible while reducing risk for the community. 

Risk Assessment is an important aspect of evaluating readiness for discharge. A 
specialty of Psychologists in DBHDD, it is required whenever a person is being
considered for higher levels of privilege or release. DBHDD has three critical
policies that relate to risk assessment, which positively demonstrates their attention 
to this issue for both the IST/CC and NGRI status individuals. This writer was
unable, however, to find reference to a risk assessment in some RPT
recommendations for continuation of civil commitment. The risk assessment 
should include a thorough history of the person, chronology of charges involving
violence, the incident that brought them into the system, an evaluation of their
current status, various clinical assessments, strengths, relative weakness, response 
to treatment and their resources to address stressors. These various data points
lead to a Risk Formulation, which can guide treatment interventions and
recommendations about civil commitment and discharge. 

One aspect of a risk assessment is its careful description of situations under which
the person is likely to engage in inappropriate behavior AND ways in which these 
risks can be mitigated. Careful analysis of factors in particular settings that are of
greater risk, while also clearly understanding the personal strengths of the 
individual and skills that can be taught to help in those situations, is the real
treatment opportunity. Risk assessments are most useful when they delineate 
under which circumstances the risk level increases, and what supports,
environmental structure or skill building can mitigate these risks. 

The skill building aspect of risk assessment cannot be underestimated. The skills
necessary to recognize situations in which risk is more likely and what to do to
avoid these situations entirely, or manage them appropriately, are key to treatment 
of forensic status individuals.   When stated as a focus of intervention in the IRP 
document, this situation identification and coping strategy development becomes a 
central work of the RPT. Several risk assessments were reviewed; while some were 
notable for their excellent recitation of the important facts of the case, statement of
relative risk in various situations, and factors that could ameliorate risk, others
lacked specificity. In some cases, risk assessments used non-specific categories of
"low, medium, or high" risk, which do not convey useful information that can be 
used to manage risk. 

The customers of the risk assessment are the individual themselves, the RPT who
could use it to focus their interventions and skill building, and decision-makers who
decide what level of risk is acceptable in a community, namely government officials
and the Court. As such, all three consumers are failed by non-specific risk 
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assessment. In some cases, the Risk Assessment is not meaningfully integrated into
the IRP or the deliberation of the RPT. 
It is noted that DBHDD has held numerous Risk Assessment workshops over the last 
five years, led by qualified professionals.  This training is important and must be 
supported by the Department, giving proper level of resources to ensure that this
work is informed by the most current standards of professional advice. 

4. RPTs use varying standards when deciding to recommend individuals for 
either release or ongoing civil commitment. Circular thinking leads to 
ongoing confinement without real consideration of the person's ability to 
manage in the community with supports, or with little regard for the Georgia 
civil commitment statute. 

The civil commitment of an individual is ultimately the decision of the Court.
DBHDD is the government agency responsible to make recommendations to the 
Court.  Georgia law regarding civil commitment (GA. CODE ANN. SS 37-3-1(9.1)
states: “Inpatient” means a person who is mentally ill and: 

(A) 

(i) Who presents a substantial risk of imminent harm to that person or others, as 
manifested by either recent overt acts or recent expressed threats of violence which
presents a probability of physical injury to that person or other persons; or 

(ii) Who is so unable to care for that person’s own physical health and safety as to
create an imminently life-endangering crisis; and 

(B) Who is in need of involuntary inpatient treatment.  [Emphasis added.]” 

As italicized above, the civil commitment statute requires that there be a risk of
imminent harm through recent acts or recent threats or imminent life-endangering
crisis because of inability to care for oneself.  In several IRP documents reviewed,
statements were made indicating a recent history of violence that actually occurred
months prior.  There was no consideration of the option of outpatient civil
commitment in the review of various individual’s medical records. 

RPT members’ clinical documentation sometimes refer to a "level system" of
privileges when deciding on civil commitment matters, often to indicate that since 
the individual has not achieved a certain level, they cannot be considered for 
discharge. This is a misuse of the "STEP" system, which, according to DBHDD
forensic leaders, was intended to guide decisions on security while inside the 
hospital. The STEP system describes parameters of movement within a facility, with
requisite staff supervision and location established. However, this level system has
been used by some RPTs as a rationale to deny privileges or prohibiting activities
necessary for discharge, as if it were a behavioral system. For instance: 
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-An individual who has a Court Order or approval for an overnight visit at a 
residential facility as a prerequisite for discharge can be prevented from doing so
because he is on a STEP that requires "On campus" only. 

-Another individual who was previously approved for privileges started to be 
“non-adheren(t) with treatment and ongoing psychotic symptoms continue to be 
barriers to progressing through the forensic step level system, due to her resistance 
to treatment.” Subsequently this restriction is inappropriately used as evidence 
that a person is not ready for discharge. 

Another misunderstanding of the RPT regarding readiness for discharge is the 
criteria for dangerousness. One team used as evidence that a person was ineligible 
for release from civil commitment, the fact that they only made progress within the 
confines of the inpatient unit. The team did not state what the danger was, instead
relying solely on their judgment that the person could only safely function in the 
highly structured inpatient setting. The “imminently life endangering” aspect of the 
law is ignored under this logic. 

DBHDD states that it does consider outpatient commitment in preparing its
recommendations to the Court and ensures that the RPTs review this option via a 
comprehensive review form.  Greater training of the RPTs would be beneficial. 

5. Staffing: While staffing in the regional hospitals, per se, is not within the 
scope of the present review, there must be enough qualified clinicians to 
accomplish timely, effective and high-quality treatment and transition 
planning.  Staff who know the individual and know the community resources 
that are available are central to the creation and implementation of quality 
Transition Planning. Clinicians who know the individual, know the transition 
plan, and can explain it to the Court are not consistently available. 

RPT members must have the time to learn about the individual, understand their
clinical strengths and when they may be at risk.  However, given serious vacancy
issues within the hospitals, it would be difficult for DBHDD staff to know all of the 
individuals in their care and about whom they are planning.  And, because of the 
vacancies, staff report that they cover other units or do the work of the vacant 
position, in addition to their own regular caseload. 

RPTs across the visited four hospitals reported staffing issues that prevented staff
who know the individual under consideration from participating in treatment 
planning. Current staff often participates in IRPs for individuals about whom the
clinician has limited knowledge. The result is that important data, learned over the 
course of hospitalization, may not be integrated into the IRP or the discharge 
process. 

RPT members, on the one hand, have very specific areas of responsibility.  For 
instance, the RPT Facilitator manages the data flow and scheduling of the IRP.  The 
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psychiatrist acts as the overall clinical leader of the team and is responsible for
medication management.  By policy, the psychiatrist is the RPT Leader. The 
psychologist is often the one who leads an integrated psychosocial assessment,
cognitive assessments, or other focused assessments, and integrates this data into
positive behavioral support plans that link strengths to new learning and plans for
interventions that can move the individual toward realizing their treatment goals. 

The registered nurse on the team manages all aspects of the day-to-day clinical
interventions of the milieu, from medication administration to activities of daily
living.  The role of the social worker is to contemplate what resources and supports
are necessary to successfully discharge the individual.  In addition, moving the TAP 
from a written plan to a fully implemented set of activities is a major responsibility
of the social worker. The social worker also bears the arduous task of compiling
documents necessary for benefits upon discharge, including birth certificates, GA
photo identification, and social security cards.  The lack of any one of these 
documents can prolong hospitalization. 

These are very important jobs; they require training, skill and knowledge of the 
person and their options.  And these jobs require a reasonable amount of time to
learn about an individual and plan their care. As the table below indicates, there 
are serious staffing issues within the DBHDD hospitals:  38% of all Registered
Nursing positions are vacant, while 37% of psychiatrist positions and 26% of
psychology positions are vacant across the five hospitals.  While DBHDD has made 
arrangement for contract psychiatrists and other clinicians, these temporary
employees may or may not understand the DBHDD system, the law, and the practice 
in their hospital.  They are not a satisfactory replacement for full-time, ongoing staff 
members. 

Table: Staffing by Discipline at DBHDD Hospitals 
Social Allied 

All Hospitals 
Total Positions 

Psychiatry Psychology Work R. Nurse Therapy 
29.5 34.5 51.5 266 31 

Total filled 18.5 25.5 44.5 163 22 
Total Vacant 11 9 7 103 9 
Percent Vacant 37% 26% 14% 38% 29% 
Locums 9 4 2 40 3 

The regional hospitals each have a position for Director of Social Work.  DHBDD staff 
indicated that two of the five positions are filled, while one has a part-time former
staff member acting in the position and two are vacant.  This lack of leadership in 
such an important role is troubling.  It is beyond the scope of the current review to
determine the sufficiency of the staffing allocated for inpatient care. However,
DBHDD itself decided to fund the listed positions, presumably because it considers
these necessary to care and treat individuals with serious and persistent mental
illness and/or substance use disorders.  The vacancy rates reported make it very 
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difficult for current staff to do high quality Transition Planning.  The Department 
stated that turnover in forensic psychologists has hindered significant progress in 
addressing risk assessments, an absolutely vital function of the forensic service. 

6.  Housing:  The number and variety of housing options within DBHDD 
appears adequate to provide access to housing for those forensic individuals 
who are ready for discharge from inpatient facilities.  However, DBHDD is 
reluctant to utilize non-forensic specific housing options for those in forensic 
legal status.  There should be an effort to place the person in the most 
integrated setting possible first, and then in forensic-specific housing 
thereafter. 

While Olmstead requires that disabled persons live in the most integrated
community setting and contemporary behavioral health standards prefers scattered
site housing, some staff within DBHDD continue to be reluctant to move toward
providing housing in the most integrated setting.  DBHDD has approximately 641
forensic inpatient beds and usually has a census of 630 persons in these beds, with a 
waiting list of seventy to seventy-five individuals waiting for beds of a specific type.
Thus, the forensic status inpatient population represents a not-insignificant portion 
of the overall DBHDD inpatient cohort and is obviously an important one to plan for
housing upon discharge. 

Under the terms of the Settlement Agreement, DBHDD has increased the number of
housing slots available to those with serious and persistent mental illness,
substance use disorders and/or developmental disabilities. These individuals may 
be unfamiliar with how to be a tenant so their supports include teaching them
routine home skills.  Another group may have decision-making deficits that require 
ongoing support.  And a third group may be able to quickly return to their
previously high level of independence, after a period of instability due to their
behavioral health issue.   Finally, there is a small group of people who are long-term 
stable.  They need Rapid Rehousing and could benefit from a one to two year
subsidy, but their deficits are transitional and their need for supported housing will
likely end.  This same range of options should be enthusiastically considered for
forensic status individuals. 

Using an already funded rental subsidy, paid to the landlord, the Department has
procured individual leases, which gives the individual a choice of places to live while 
giving the landlord financial protections.  The Department created “bridge funding,”
which provides up to $3000 per individual to transition into supported housing.
The “bridge funding” pays the housing deposit and first month’s rent and can be 
used to purchase furniture.   Already five years into the program, 1623 individuals
are already under lease, with about 80-85% remaining in housing for more than one 
year. Capacity also exists in this program, as there are over 2400 units with
subsidies in the Department’s portfolio. In addition, the DBHDD has access to HCVs
through a DCA HCV Preference Agreement and will soon have access to 811 PRA
subsidies. 
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Included in those who have DBHDD subsidized housing are some individuals leaving
the Corrections system, including local and county jails, and state detention 
facilities. These individuals have behavioral health and/or developmental
disabilities and legal system involvement.  In most ways, they are remarkably
similar to those forensic individuals who have been found IST/CC or NGRI.  It is 
important that those in inpatient forensic status be offered these same housing
supports. 

Because of the Department’s specific safety concerns or court orders that require 
more intensive supervision, there is a perception that there are limited housing
options for forensic status individuals.  There is a usual step-down style schema for
the IST/CC and NGRI status individuals.  Often the first housing option considered is
the Community Integration Home (CIH). CIH was created for those individuals who
no longer require inpatient care, but whose serious crime or long hospital course 
indicate risk to the community if not in a 24 hour per day, 7 day per week 
supervised environment.  There are fifty-nine CIH beds and a waiting list from ten to
thirty individuals at any given time.  Advocates indicate that it can take up to two
years, once a person was deemed eligible for this type of housing, for a bed to
become available.   Advocates criticize these facilities for being too institutional, too
correctional, without providing enough freedom for the individual to reintegrate 
into life outside the Hospital. 

DBHDD provided summary data indicating that 74% of individuals in forensic legal
status are discharged to non-CIH settings.  The 26% that go to the CIH frequently do
so because the Court often requires a 24-hour supervised setting.  In addition, only
2% of hospital readmissions are for individuals discharged to CIH, compared with
10% of those discharged elsewhere, which indicates a stabilizing transition is
provided.  The Department also acknowledges that the waiting list for a CIH bed is
unreasonably long, and the production of the forty-eight new supported beds in 
apartments (see below) will improve access. 

During an interview of an IST/CC individual with a Savannah treatment team, the 
individual was praised by the team for his ongoing work with his Positive 
Behavioral Health Specialist, who was able to help him achieve a treatment goal in 
the past period.  The individual expressed a desire to live in his home county,
although he was uncertain of what supports he would need.  The team was very
reluctant to consider this request, with one clinician stating that the Department 
“doesn’t have any other place he can go,” except to a CIH.  When the reviewer asked 
what other housing had been considered, another clinician stated that the individual
“can’t succeed in a CIH,” because he required the structure of the Hospital and 24/7
supervision. 

DBHDD has also contracted for supported apartments for forensic status individuals
that are run by an outside contractor.  These account for an additional fifteen 
housing slots. In a welcomed move to increase the variety of housing options for 
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IST/CC and NGRI individuals, just this summer, DBHDD appropriated an additional
$2.3M for four contract providers to each provide twelve beds in one or two
bedroom apartments. These apartments are intended to serve as “step down” from
the larger CIH, or for those deemed appropriate for such housing immediately upon 
discharge from the Hospital.   According to DBHDD staff, the ideal client for these 
sites are IST/CC or NGRI status individuals who are ready to leave the CIH but are 
not yet ready to live independently.  In these “semi-independent” living
arrangements, supports and 24-hour awake on-site staff help the person transition 
to a new level of independence. 

7.  There appears to be adequate community supports for individuals with a 
forensic legal status to support successful discharge but accessing these 
supports is difficult and not routine. 

DBHDD policy states that there are several key elements needed for individuals to
achieve a meaningful life in the community; simply stated, these are care, a home,
meaningful activities, economic support and meaningful relationships.  Care and 
Services include outpatient treatment, medical care, psychiatric care, medication 
and case management that create a cohesive system of support. 

DBHDD offers two Tiers of community supports: Tier 1 providers include the 
twenty-three Community Service Boards (CSBs), so called “safety-net” providers
who offer traditional outpatient mental health services including psychiatrists, RNs,
crisis stabilization programs, children’s services and other specialty services.
Several CSBs have closed over the past several years and, reportedly, many struggle 
financially.
Tier 2 providers are those providers that offer one or more specialty services,
including Assertive Community Treatment (ACT), residential treatment, and
Intensive Family Interventions (IFI).  ACT is an evidence-based practice that 
includes multiple fidelity measures, including a maximum of three days from call to
enrollment, up to three times per week interaction, and crisis care.  ACT requires a 
specific team of clinicians, including those in the CSB services, plus peer support,
employment specialists and case managers.  The ACT team follows the individual no 
matter what setting they are in, no matter what happens to them.  The team also 
helps with benefits eligibility, case management, medical care, crisis housing and/or
temporary housing. 

Intensive Case Management (ICM) was created under the Settlement Agreement; it 
was described to this writer as “Case Management PLUS.”  Functioning as its own 
team, ICM includes the usual case management functions, but with small caseloads.
Rather than an ACT team, which is difficult to offer with fidelity in rural areas, ICM
can be used in rural areas. An area of opportunity that DBHDD should consider is
whether the ICM teams are running at full caseloads and whether this resource 
could be applied to forensically involved individuals to assist in their transition from
inpatient to outpatient care. 
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In interviews at residential facilities visited, staff was concerned with the quality
and ongoing stability of Community Service Boards; in one instance, a local CSB
went out of business a few years back and the individuals were transferred to other
CSBs, which the staff considered to be of lower quality. Provider staff was generally
happy with the DBHDD transition coordinators who were helpful in bringing clients
to the facility, but they wanted ongoing contact with the coordinators, who
withdraw from the process after a short transition period.  Residential providers
also emphasized that when more complex treatment issues are present, they could
use technical assistance on how to address these issues in a way that is acceptable 
to DBHDD. 

8. Risk and liberty interests of individuals under Civil Commitment and NGRI 
are not properly defined or supported by DBHDD; the Court, who must 
balance risk and liberty, is not properly informed by the assessment process. 
The Court is sometimes unaware of the services that DBHDD has available 
and, therefore, is left in the position of making life-changing decisions without 
a full picture of what are the risks, the mitigating factors, and the supports 
that are necessary for successful life in the community for forensic status 
individuals. 

DBHDD includes “legal assistance” as a broad element of support needed for
successful transition to the community.  A well-functioning public behavioral health
system takes seriously the obligation to protect individuals who pose imminent 
harm to themselves or to others, consistent with the law and their authorities.  This 
obligation must be balanced by the liberty interests of individuals to live in the most 
integrated settings, with the minimal supervision, some say interference, of others.
Properly balancing these sometimes-competing mandates is both the art and the 
science of forensic mental health professions, and in Georgia, is the source of much
debate.  Truly addressing risk, and risk-management rather than risk-aversion, is a 
key to access to community supports for forensic-status individuals in DBHDD. 

On the one hand, DBHDD has the structure of a well-defined forensic evaluation and 
treatment system.  Individuals with legal charges and behavioral health and/or
developmental disabilities are evaluated, stabilized, treated and moved
progressively to lower levels of supervision and greater freedom.  Supports
necessary for these individuals to transition from intensive levels of care, gradually
and thoughtfully, to less intensive levels are generally available.  What does not 
work so well is fidelity to the established structure or, in some cases, rigid
application of a misperception of the structure, resulting in the individual remaining
for too long in the state hospital.  The Department is sensitive to its other client, the 
Court, and attempts to engage the Court and counsel by providing some training and
education on mental health issues and resource availability.  At this time, these 
efforts are not sufficient. 

DBHDD clinicians expressed two main ideas when considering the other roles in the 
forensic arena, the Court and the legal advocates.  Several DBHDD clinicians 
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expressed the belief that the Courts are risk-averse and will not allow discharge 
planning to proceed, particularly in the case of violent felons, until the original
potential sentence has been tolled.  The second belief is that the Court prefers 24
hour per day/7 day per week on site supervision of IST/CC and NGRI individuals, in 
most cases.  Interviews with individuals who represent the Court and the advocate 
community offer a more nuanced view. 

The “check” that keeps the compulsory treatment system in “balance” is an active 
and vigorous defense bar that asserts the liberty interests of individuals in the 
system.  Georgia recently was the center of the national movement to enforce the 
Olmstead Act, so certainly there are advocates who can move forcefully to get 
attention on liberty matters.  The advocates who were interviewed for this review 
consistently listed three issues that they believe require a change on the part of
DBHDD: 

DBHDD does not put forward reasonable discharge plans that balance risk
with proper supports; 

DBHDD discharge plans are not individualized, in that persons are fit into a 
trajectory from State Hospital to CIH to supported housing, without real
consideration of what is the most integrated setting for the particular individual;
and 

DBHDD does not provide information on treatment and housing resources
that are available, which could allow for greater advocacy by counsel. 

In the position of having to “decide,” the Court is the ultimate balancer of risk and
liberty interests. Judges interviewed by the Independent Reviewer expressed
similar ideas on what is needed from DBHDD so that discharge is possible:

Well-crafted discharge plans that are specific enough to allow the Court to
know important information such as the staff supervision levels, what occurs when 
respite care is needed, who acts as the backup for the individual, if a problem arises;

A qualified clinician who knows the individual, who can explain the plan in 
specific detail, and who endorse the plan; and 

Training on what DBHDD services are available and the appropriate 
expectations of a service is needed.  For example, helping judges become familiar
with basic information about ACT teams, the frequency of their interaction with the 
individual (daily if necessary), and the standards that various interventions require 
would be helpful for the Court. 

9. Organizational support structure within DBHDD for Transitions: 
The DBHDD senior staff and managers with whom this writer met were well-
qualified and capable leaders.  They clearly understand their work and are 
committed to achieving the best possible outcomes for those in their care, 
even given the criticisms previously noted.  The current system of transition 
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planning does not sufficiently authorize and resource these leaders to 
implement and effect appropriate transition planning for inpatient 
individuals in a forensic legal status. 

While the focus of this report was not on the organizational design of DBHDD, the 
organizational structure within the Department is a limiting factor for timely and
efficient transitions from one level of care to another and from one region of the 
State to another.  DBHDD has a regional structure that focuses on outpatient 
services and housing based on regions of the state, while Hospitals have become 
more specialized by population, with long term IST/CC individuals often moved to
Savannah.  An organizational structural disconnect (regional approach for
community, treatment similarity for inpatient) may result in suboptimal transitions.
Often, transitions occur when individuals with serious and persistent mental illness,
substance abuse issues, and/or developmental disabilities need care provision that 
is even more supportive than at other points in their recovery. 

For example, an individual from northern Georgia may be transferred to Savannah
for inpatient treatment when they are expected to remain IST/CC for a longer 
period. While the RPT in Savannah knows the individual well and becomes expert 
in their strengths, risks, treatment needs and goals, the Region is responsible for the 
actual placement of the individual in their home region upon discharge. A case 
manager from northern Georgia is assigned to develop the outpatient plan,
including housing, employment and treatment services. This person has the benefit 
of the IRP document, but as discussed above, the IRP currently lacks strong
Transition Planning aspects. 

It would be useful for the Department to consider a review of the various transitions
made by an individual in forensic legal status.  There is important work to be done 
before each transition to determine: Is the individual’s choice of housing, supports 
and location considered?  Are the major clinical issues identified by those who have 
worked with the person during their hospitalization supported by services in the 
new setting?  Are risks and risk mitigation strategies clearly known and addressed
in the new setting?  Who is the responsible and empowered staff at each step in the 
transition process? 
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Recommendations: 
1.	 Training of all clinical staff, both in the Hospital and the Regional staff

responsible for transition planning, on the DBHDD policies related to
transition planning so they know and understand their role and the role of
others as recommended. 

2.	 DBHDD should consider ways to streamline this process so that once a 
forensic status individual is recommended for discharge, movement toward
transition begins quickly.  A new comprehensive policy may be the most 
efficient way to implement this. 

3.	 There does not appear to be a similar formal mechanism for leadership
review of individuals who are not recommended for ending civil
commitment.   There should be at least an annual review of all IST/CC
individuals regardless of the team’s opinion about their ongoing civil
commitment status and readiness for discharge.  In addition, outpatient civil
commitment is an option that does not appear to be routinely considered as
an option, at least as recorded in the medical record.   This may be an option 
that, if applied sparingly and only when appropriate, could result in an end of
unnecessary inpatient civil commitment. 

4.	 DBHDD should ensure that the existing database that tracks all court,
treatment meetings and assessments is known to and used by clinical 
managers.  This data system is needed so that important forensic deadlines
are stated, evaluations are completed timely and clinical decisions can be 
thoughtfully prepared. 

5.	 The IRP document and process, either in written form or electronic record,
must be simplified so that clinical teams are relieved of voluminous,
repetitive documentation requirements, and so the process focuses on 
current functioning, progress, and interventions needed to reduce symptoms,
improve skills and offer supports that lead to transition.   The pilot that is
underway should be evaluated, and if deemed responsive to the criteria set 
out in this review, implemented quickly throughout DBHDD.  The electronic 
record should likewise be simultaneously improved for ease of use. 

6.	 Risk Assessments must be reviewed for clinical sufficiency.  Specificity about 
the current risk factors, and what supports, environment, and skills can be 
used to mitigate their likelihood, should be standard across all risk 
assessments.  The ongoing training activities are applauded; they should
become routine and frequent. 
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7.	 RPTs should be trained on the standards for civil commitment and, 
specifically, on the meaning of “imminent harm.”  Also, retraining on the 
“STEP” systems’ proper use as a guide for in hospital movement, rather than 
as a behavioral plan, is important. 

8.	 DBHDD must address the serious vacancy issue among most of the clinical
disciplines necessary to appropriately plan and effectively discharge IST/CC
and NGRI individuals.   While forensic status individuals require the 
expertise of each discipline, the existing clinical staff is called upon to opine 
on individuals who they may not know well, and sometimes testify on 
important legal/psychiatric issues without the benefit of time necessary to
know the individual. 

9.	 DBHDD should immediately state that all individuals who are ready for
discharge should be in the most integrated setting.  The Department must,
through policy and practice, demonstrate that housing choices are 
individualized, taking into consideration all the important domains that 
reduce risk and increase the likelihood of success. 

10. DBHDD should determine the amount and type of housing options needed
for those in forensic status. 

11. DBHDD should determine whether Intensive Case Management or other
community supports could be used so that forensic status individuals can be 
housed in the most integrated setting. 

12. DBHDD should regularly offer to train the Court, the defense bar, prosecutors
and providers regarding behavioral health issues and forensic status.
Familiarity and ongoing conversation is needed among all parties.  DBHDD is 
commended for the seminars they have offered to the ten District Courts on 
the invitation of the Court, but this ongoing activity must be properly
resourced.  For instance, details about what levels of supervision, frequency 
of face-to-face contact, and types of services available are important for the 
Court to know, in order to be reassured that services outlined in the 
Transition Plan are appropriate and sufficient to address concerns about, and
properly manage, risk. 

Patrick J. Canavan, Psy.D.
September 17, 2015 
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	1 United States District Court for the Northern District of Georgia, Atlanta Division, Case 1:10-cv-00249-CAP, Document 259, filed 05/27/16. 
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	11 The list most recently obtained from the Department is dated October 13, 2015. There are twenty-one individuals included on that list, including the two men reviewed for this Report. However, two individuals since have been discharged to community placements and plans are underway for nine individuals, including the two men referenced above. The length of stay in some instances continues to be of concern.  


