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EXECUTIVE SUMMARY 
At both the state and local level, there is an overrepresentation of individuals with mental 

health and/or chemical dependency needs within prisons and jails. Complex needs, 

diagnosed or undiagnosed, tap and tax existing resources that are already stretched thin by 

the struggling economy. Out of a total population of 252,264, an estimated 72,760 or 29 

percent of Thurston County adults and juveniles suffer from mental health illness and/or 

chemical dependency issues.1  

Ensuring that the public health and criminal justice systems have resources necessary to provide 

quality treatment and care to their clients can result in a more just system that reduces costs and 

incarceration and improves public safety and communities. With this principle, the Thurston 

County Board of County Commissioners (BoCC) enacted the Thurston County Treatment Sales Tax 

(TST) in 2008 through Thurston County Ordinance No. 14138 as authorized by Section 82.14.460 of 

the Revised Code of  Washington.2 This 1/10th of 1 percent retail Treatment Sales Tax allows the 

County to collect revenue for the purpose of providing for the operation or delivery of chemical 

dependency or mental health treatment programs and services and for the operation or delivery of 

therapeutic court programs and services. Revenue became available in 2009 and since that time, 

through the initial recommendations of the internal TST Planning Group and subsequently the TST 

Executive Team, 21 programs across the public health and criminal justice system have received 

funds.3 

In 2011, the BoCC requested that a needs assessment and gap analysis be completed for the TST 

program. The following are some of the main findings and recommendations of the 2012 TST Needs 

Assessment & Gap Analysis Report.   

TST CANNOT SERVE ALL 
In 2010, TST served 3,403 individuals with TST funded services. 4 In 2011, that count 

increased to 3,828.5  For either year, despite a significant increase, this equates 

approximately five percent of the population in need. TST was not implemented with the 

intention to fund all programs that address chemically dependent and/or mental health individuals. 

It is a complementary funding source to both sustain and expand programs to provide county 

constituents with reliable resources and expanded options. While this is commendable and 

indicative that TST is working towards accomplishing its mission, there remains a significant gap 

between clients served and community need.                                                              

The BoCC, through the recommendations of the TST Executive Team, must clarify the extent and 

reach that they would like to see actualized, as well as consider the quality of the programs funded. 

This requires continuing with evidence-based and promising practices and developing evolving 

performance measures around this clinical continuum or broadening the scope of TST funding and 

modifying performance measures to hold less concrete services and programs accountable.  

http://www.co.thurston.wa.us/wl-boccpublic8/DocView.aspx?id=94165&page=1&dbid=0
http://apps.leg.wa.gov/RCW/default.aspx?Cite=82.14.460
http://apps.leg.wa.gov/RCW/default.aspx?Cite=82.14.460
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DIRECT CLIENT INPUT 
TST program participants rated their system experience as 4.3 on a 1-5 Likert Scale with one 

being “Poor” and five being “Excellent”.6 While the sample sizes were too small to be statistically 

significant, this is still a good representation of service delivery and a ranking that should be 

commended.  

TST GOALS  
Per Thurston County Ordinance No. 14138, TST has eight specific goals. The                       

recommendations are based on meeting these objectives. These goals are: 

1) Improve the quality of life for Thurston County residents with mental illness and/or 

chemical dependency by reducing their involvement with the criminal justice system. 

2) Reduce the number of people who have a high recidivism rate and/or who have lengthy 

jail stays as a result of their mental illness, chemical dependency and/or homelessness. 

3) Increase the ability to divert mentally ill and/or chemical dependent adults and youth, 

using evidence-based practices (EBPs), from jail services either through pre-booking or 

post-booking diversion to appropriate levels of care and housing.                

4) Increase levels of interagency collaboration, cross-system coordination and planning 

between corrections, courts, mental health, chemical dependency, and housing services.  

5) Create a system of prevention services and strategies for youth and adults based on EBPs. 

6) Increase public safety by using risk and needs assessments for all adult and youth 

offenders to determine appropriate services designation for mental health, chemical 

dependency and/or jail services. 

7) Increase therapeutic services and resources for youth and adults who have co-occurring 

disorders of mental illness and chemical dependency.  

8) Increase community, law enforcement, corrections and court education and training for 

prevention diversion and intervention.  

ADHERENCE TO TST GOALS 
Goal 1—Quality of Life  

“Quality of Life” is an ambiguous measurement. We need to define “quality of life” as a global 

and explicable benchmark. Fifteen of the 21 TST funded programs specifically address clients 

with criminal justice system involvement. The other six serve a broader pool of individuals, but all 

of whom have chemical dependency or mental health issues. Expand quantitative data collection.  
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Goal 2—Reduce Recidivism 

All program outcomes are comparable to national rates (where available), however 

collecting recidivism data must extend past six months. A base recidivism rate for criminal 

behavior for the county is not collected for TST; therefore there is little or nothing to gauge 

progress. We cannot measure headway or suggest improvements if we are unsure of where we 

started at.  

Recidivism at six months is a solid starting point, but we need to expand operational definitions of 

recidivism where possible and extend longitudinal data collection beyond six months. Broaden        

referral process to target more individuals where there is program capacity. 

Goal 3—Divert with EBPs 

Measurements to the fidelity of EBPs are unequal. The County lacks a central area for data 

collection, analysis, research, etc. 

The County has five therapeutic courts based on national best practices and they connect 

participants to an array of EBPs: Motivational Interviewing (MI), Moral Reconation Therapy (MRT), 

Multisystemic Therapy (MST), Seeking Safety (SS), and Eye Movement Desensitization & 

Reprocessing (EMDR). However, the system is front-loaded with EBPs with aftercare and post 

program services receiving little support. 

Expand TST programs or redistribute funding to allow for a balanced approach that considers all 

components of the continuum of care. 

Consider adding one or more FTEs to facilitate data collection, and provide data analysis and 

support programs across the criminal justice system. 

Goal 4—Collaboration  

Improve community partnerships and non-profit relationships by releasing community 

funds and implementing a regular collaborative meeting.  

TST Executive Management Team meets monthly.  A new “Service Delivery Team” composed of 

providers and program managers have recently convened. All 21 programs are equally 

represented.  

Community stakeholder participation has been intermittent, owing to a number of factors, over the 

last three years.   

Goal 5—Prevention 

Six percent of the TST budget is directed at prevention. TST funds one prevention program, 

Nurse Family Partnership (NFP). 

This is a disproportionate formula if long term changes are valued.  
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Convene a work group to look at prevention programs and reconsider TST funding. Prioritize 

existing programs based on performance measures. 

Goal 6 – Needs Assessments 

Inconsistent referrals suggest that all programs could benefit from improved risk and needs 

assessments over a broader participant pool. Pre and post interviews are not administered 

consistently or for all programs.  

The Static Risk and Offender Needs Guide (STRONG) is employed by Pre-Trial services in assessing 

adult therapeutic court participants. The recent addition of the CRAFFT (mnemonic acronym) 

Screening Interview has been launched for the juvenile system. Other assessments include the 

Services Inventory – Revised Screening Version (LSI-R:SV) and the Global Appraisal of Individual 

Needs – Short Screener (GAINS-SS). 

The STRONG Assessment is not valued by all therapeutic courts in regards to the accuracy of needs 

identification. The CRAFFT is a newly launched tool and not validated for local use to date. Consider 

eliminating the use of STRONG Assessment by Pre-Trial Services for the therapeutic courts as it 

relates to TST. Closely monitor the CRAFFT. Refocus funding on validated tools and place task on 

program specific staff. Mandate pre and post interviews for all TST programs.  

Goal 7 – Co-Occurring Services  

Expand therapeutic options and resources for co-occurring individuals.   

Program managers have requested access to additional mental health resources. The demand, both 

within the criminal justice system and the public health systems, is larger than supply.   

TST funds two specific programs that are structured to serve individuals with co-occurring 

disorders: Intensive Case Management (ICM) and Co-Occurring Disorders Case Management & Brief 

Treatment (COD-CMBT). Both programs rely entirely on TST funding. While the programs are doing 

well, the need for service is perceived to be significant and providers believe there is room for 

expansion.  

Goal 8—Training  

Ensure equitable training opportunities. 

National and state training has been provided to a number of therapeutic court personnel, 

community programs, and law enforcement; from therapeutic court best practices to EBP fidelity.  

Training is not provided to all TST programs. Maintain quarterly and annual reports of training as 

they relate to TST goals. Allow for budget amendments, where feasible, to improve program 

delivery and broaden staff skills. 

https://www.assessments.com/assessments_documentation/STRONG%20Fact%20Sheet.pdf
http://www.ceasar-boston.org/CRAFFT/index.php
http://www.assessments.com/catalog/LSI_R.htm
http://www.assessments.com/assessments_documentation/gain_ss/GAIN%20SS%20Fact%20Sheet.pdf
http://www.assessments.com/assessments_documentation/gain_ss/GAIN%20SS%20Fact%20Sheet.pdf
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RECOMMENDATIONS  
The bottom line is simply how and where does the county need to focus TST funds, three plus years 

into its adoption and in anticipation of the 2013 budget, to reach the eight core goals of this 1/10th 

of 1 percent Treatment Sales Tax. Current practices indicate that most existing programs are 

meeting respective service targets and in many cases exceeding them. However, there remains a                 

considerable gap between the total number served and the actual number of clients in need.         

Unfortunately, it is not possible to formulate a clear and precise picture of exactly what needs to be 

done to ensure that TST has met its intended mission by 2016; varying and still evolving data      

collection precludes this at present. The following recommendations will assist in bridging the gaps 

and create a realistic strategic plan for 2013: 

1) Improve and expand data collection for systems-level analysis and recommendations. 

 

2) If TST is to continue to champion the use of EBPs, it must first implement stricter adherence 

measures, require documentation of them, and provide support to address model drift.  

 

3) Focus should be on funds for the elimination of barriers to “success”: housing, employment,   

education, and transportation.  

 

4) Re-evaluate distribution of funds between intervention and prevention.  

 

5) Evaluate the possibility of having internal mental health and chemical dependency 

providers, in complement to existing providers, for all therapeutic courts.  

 

6) Convene a work group to research and identify a validated needs assessment(s) that works             

effectively for all therapeutic courts. 

 

7) Improve screening measures across adult and juvenile courts to screen for chemical 

dependency and/or mental health at an earlier junction such as intake and/or arrest. 

 

8) Improve cultural sensitivity of programs. 

 

9) Improve partnerships with community organizations and non-profits that complement TST 

goals. 

 

10) Improve marketing and education of existing county resources. Ensure that access to 

programs is equitable across the county.  

 

11) Implement and/or improve low cost or no cost activities for youth and families through 

leveraging. 

 

12) Evaluate and consider other programs being funded through the 1/10th of one percent 

retail Treatment Sales Tax in the other 17 counties that have passed this tax.  
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Currently, programming is heavily weighted towards intervention with only six percent targeted at    

prevention. If long term changes are advocated, then this formula must be recalculated. Evidence-

based programs are in place, but model adherence and fidelity is irregular in some programs and 

monitored by different sources. Data collection is still evolving and some outcomes, such as 

recidivism, are within too short of a time frame for a realistic picture. While serious efforts are now 

in place to address these areas, continued efforts are needed to improve accountability, reduce 

criminal justice involvement, and improve the overall quality of life of county constituents.             

TST has the capacity to reduce financial and social burdens associated with untreated and 

overlooked vulnerable populations while improving the quality of life for said individuals and 

enhance public safety.  In order to ensure constituents that these monies have been and will be 

used as intended, continued growth and improvement is necessary. 
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Notes – Executive Summary 

1 Substance Abuse and Mental Health Services Administration. (2010). Mental health, United States, 2010. 
Retrieved from http://www.samhsa.gov/data/2k12/MHUS2010/MHUS-2010.pdf. U.S. Census Bureau, 
(2012). State and county quick facts. Retrieved from http://quickfacts.census.gov/qfd/states/53/53067.html. 
Washington State Department of Social & Health services. (2010). Abuse trends in Washington State. Retrieved 
from http://www.dshs.wa.gov/pdf/dbhr/2010%20Trends%20Report%20links.pdf. New Freedom 
Commission on Mental Health. (2003). Achieving the promise: Transforming mental health care in America. 
Rockville, MD: US Department of Health and Human Services, Substance Abuse and Mental Health Services 
Administration. Retrieved from www.mentalhealthcommission.gov/reports/report.htm  
2 Revised Code of Washington. RCW 82.14.460. Sales and use tax for chemical dependency or mental health 
treatment services or therapeutic courts. Retrieved from  
http://apps.leg.wa.gov/rcw/default.aspx?cite=82.14.460. Thurston County. (2008). Thurston county: 
Treatment sales tax action plan. Retrieved from http://www.co.thurston.wa.us/treatment-tax/docs/thurston-
treatment-tax-action-plan-final-10-28.pdf 
3 While revenue was collected and distributed in 2009, data collection was in its infancy stage and unequal in 
some areas. Stronger and more consistent data collection was put into place in 2010 and continues to be a 
priority for the TST team. 2009 data is not summarized in this report.        
4 O’Garro, M. (2012). TST unduplicated counts 2010-2011.  Olympia, WA: Public Health & Social Services.  
5 Ibid 
6 La Salle, J. (2012). TST needs assessment & gap analysis: June 2012. Olympia, WA: Board of Thurston County               
Commissioners.  
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

http://www.dshs.wa.gov/pdf/dbhr/2010%20Trends%20Report%20links.pdf
http://apps.leg.wa.gov/rcw/default.aspx?cite=82.14.460
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“There is no 

prejudicial bias 

with drugs and/or 

mental health 

issues…they affect 

everyone”.  

Therapeutic Court 

Client, 2012 

Introduction 
According to the Substance Abuse and Mental Health Services Administration (SAMSHA), 

an estimated 41,210 (21.2 percent) Thurston County adults suffer from a mental 

illness with approximately 9,130 (4.7 percent) adults suffering from a serious mental 

illness.1 To further complicate this snapshot, an estimated 20,700 Thurston County 

adults have a substance abuse disorder that requires treatment.2   

This concerning snapshot is not relegated simply to our adults. Youth in the county 

represent 23 percent of the total population according to the 2010 U.S. Census or 58,021.3 

According to the 2009 Washington States Needs Assessment Survey, 8.7 percent of this 

population or 5048 youth between the ages of 12 and 18 are identified as needing 

chemical dependency treatment.4 This is coupled with approximately 10 percent or 

5,802 children that are identified as suffering from serious emotional and mental 

disorders.5 

This research suggests that approximately 72,760 Thurston 

County individuals, adults and children, suffer from mental 

illness and/or chemical dependency.  

While this volume of need is worrying, this situation is further 
complicated by the existence of co-occurring disorders. 
According to the National Alliance on Mental Illness (NAMI): 
 

 An estimated 50 percent of persons with severe mental 
disorders are affected by substance abuse 

 Of all individuals diagnosed as mentally ill, 29 percent abuse either drugs or alcohol 
 Thirty-seven percent of alcohol abusers and 53 percent of drug abusers also have at 

least one serious mental illness6 
 
Thurston County is dedicated to the health and well-being of its citizens, as well as the 
community safety of all. The prevalence of mental health issues and/or chemical 
dependency needs is troubling, but there is also the reality that these interrelated issues 
are correlated with criminal behavior and subsequently have a complicated systemic 
impact on the county; demanding both state and local public health and correctional 
system responses.  
 
Over the years, Thurston County has worked hard to address the issues of public safety, 

individual and family well-being and rising incarceration costs by: 

•  Instituting a Drug/DUI court, this provides mandatory treatment in 

lieu of jail time; 

 

http://www.dshs.wa.gov/pdf/dbhr/2010%20Trends%20Report%20links.pdf
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•  Creating a Mental Health Court in District Court, this provides 

mandatory treatment in lieu of jail time; 

•  Creating a Youth Drug Court for juvenile offenders, this provides 

mandatory treatment in lieu of jail time; 

•  Increasing in-custody programs for offenders who are evaluated as 

chemically dependent and/or mentally ill; 

•  Training Sheriff’s deputies on methods and techniques for interacting 

with severely mentally ill individuals; 

•  Increasing community services for chemically dependent, mentally ill 

and co- disorder persons in the county; and 

•  Increasing pre-trial and post-trial diversion services, including the use 

of an effective inmate re-entry program. 

Until late 2008, the financial and programmatic weight for providing assistance has been 

shouldered through a host of complex and often unrelated programs funded by federal, 

state and local monies. However, in 2005, the Washington State legislature passed Revised 

Code of Washington (RCW) Section 82.14.460.  This law gave counties an opportunity to 

implement a 1/10th of one percent retail sales tax for:  

[T]he purpose of providing for the operation or delivery of chemical 

dependency or mental health treatment programs and services and for the 

operation or delivery of therapeutic court programs and services. For the 

purposes of this section, "programs and services" includes, but is not limited 

to, treatment services, case management, and housing that are a component 

of a coordinated chemical dependency or mental health treatment program 

or service.7 

Thurston County understood this RCW to be a unique and needed opportunity to 

fund programs.     

In 2008, the Thurston County Board of County Commissioners (BoCC) enacted the 

Thurston County Treatment Sales Tax (TST) in compliance with Section 82.14.460 

of the Revised Code of Washington, as amended on November 3, 2008 by Thurston 

County Ordinance No. 14138 under County Code Chapter 5.49 (see Exhibit A).8 

Programs identified through the collaborative efforts of the TST Planning 

Committee were provided with the first allotment of TST revenue in 2009.  

The BoCC convened the TST Executive Team in the spring of 2009. The purpose of the 

Executive Team is to provide high-level systems review and oversight of the mission, 

http://apps.leg.wa.gov/RCW/default.aspx?Cite=82.14.460
http://apps.leg.wa.gov/RCW/default.aspx?Cite=82.14.460
http://www.co.thurston.wa.us/wl-boccpublic8/DocView.aspx?id=94165&page=1&dbid=0
http://www.co.thurston.wa.us/wl-boccpublic8/DocView.aspx?id=94165&page=1&dbid=0
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activities, and impact of services supported by the TST Fund.  They also provide analysis of 

changing trends to the BoCC and provide oversight of TST annual budget. Participation on 

the TST Executive Team presupposes a high-level view of systems, changes, and impacts 

rather than representation of any one service or County department. The current 

membership roster consists of the following organizations: BoCC, County Corrections, 

District Court, Office of Assigned Council (OAC), Prosecuting Attorney’s Office (PAO), Public 

Health & Human Services (PHSS), Sheriff’s Office, and Superior Court (see Exhibit B, TST 

Executive Team Membership). 

In 2011, the BoCC hired a Program Manager to coordinate and provide administrative 

oversight of the TST program. Responsibilities include planning and design, policy 

development, development of short and long range goals, budget development and 

oversight, program evaluation, and extensive work with elected officials other agencies and 

the public.  

To monitor progress of services funded by the Treatment Sales Tax (TST) revenue, an 

evaluation plan was developed for each funding cycle. The emphasis of evaluation has been 

to capture data, at regular intervals that is used to determine whether what was produced 

and changed as a result of TST funding met expectations. Evaluation efforts have focused 

on standardized data collection and reporting processes to produce the following types of 

information: 

 Quality of services purchased with TST funding 

 Level of change occurring among participants 

 Effects on systems or return on investment 

In 2010, TST served 3,403 individuals receiving a TST-funded service, both youth and 

adults, over a continuum of 21 funded programs (see Exhibit C, Unduplicated Counts for 

TST Services).9 In 2011, that count increased to 3,828.  For either year, despite a 

noteworthy increase, this equates approximately five percent of the population estimated 

to be suffering from a mental health and/or chemical dependency issue.  

While TST acts as a complement to other existing programs and efforts within the county to 

address these areas, it is intended to target those individuals that are at-risk for or already 

involved in the criminal justice system rather than the global need. With a current minimal 

supplanting of seven percent in 2012, this indicates that the TST has not only been able to 

sustain some pre-existing services, but has also expanded county programs to aid a 

significant number of individuals previously underserved or not served at all.10 While this 

is commendable and indicative that TST is working towards accomplishing its mission, 

there remains a significant gap between clients served and community need.  



 

BOCC: TST Needs Assessment & Gap Analysis             Page 14 of 144 J. La Salle  
 

In 2011, the BoCC decided, based on the recommendations of the TST Executive Team, to 

hire a Resource Development Specialist to complete a countywide needs assessment and 

gap analysis as it relates to the principles of Ordinance No. 14138. This report is the 

product of that research. 

Purpose 
The purpose of the Needs Assessment Report is to: 

1) Provide information to local government officials, as well as a variety of local agencies 

and service providers regarding the mental health and chemical dependency needs of 

the community throughout the continuum of public health and the criminal justice 

system;  

2) Become a reference tool for the above organizations as well as for the TST Executive 

Team when considering programs and recipients based on the overall needs of the 

community; and 

3) Provide recommendations specific to the existing TST infrastructure based on the data 

collected during this project.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

http://www.co.thurston.wa.us/wl-boccpublic8/DocView.aspx?id=94165&page=1&dbid=0
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Current Funding – 2012  
Current budget allocations and statements of work have been based upon past 

performance and program sustainability. Future budget amendments and program funding 

will be decided in part based upon the results of this report. See Exhibit D for details.  

Figure 1 - 2012 TST Funding 

 

 

Note: Indirect costs are the method in which General Fund offices / departments recuperate costs from other 

county funds (TST, Roads, PHSS, Conservation Futures, etc.) for administrative services provided. The 

Auditor's Office calculates indirect costs. 

Program budgets are calculated using program statement of work/total TST expenditure ($4,071,732) 

43% of 2011 funding was passed through to community providers. A similar proportion is calculated for 

2012.  
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While Figure 1 gives a clear picture of current programs and agencies funded, it does not 
identify the distribution between prevention and intervention. To date, funding has been 
largely directed at intervention, both for adults and juveniles (see Figure 2).  

Figure 2 - 2011 TST Fund Distribution 

 

The distribution of the funds, with a heavy emphasis on intervention, has been presented 
as a concern by various county and community stakeholders. Focus on intervention 
services overlooks crime prevention practices which have been found to mitigate 
criminogenic factors that lead to offending. Criminogenic factors cause or promote crime 
and criminal environments. Emerging research suggests that crime prevention strategies 
should include both social prevention (programs addressing social causes of delinquency) 
and environmental prevention (reducing crime by minimizing opportunities).11 
 
Perhaps the best explanation for prevention comes from the Community Crime Prevention 
Guide:  
 

In its purest form crime prevention looks at people (usually babies, 
children and young teens) who are not involved in criminal activity 
and ask, "What can we do to make sure they never come into conflict 
with the law?" 
 
Crime prevention also looks at places and situations which are not yet 
troubled by much criminal activity and asks, "How can we make sure 
crime never becomes a significant problem here?12 

 
Focusing mainly on intervention, early or late, may fail to address core issues in the 
community that keep families and individuals stuck in offending patterns.13  

36% 

32% 

26% 

6% 

Therapeutic Courts Treatment
(Community)

Treatment
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Prevention

2011 TST Expenditure Distribution 

2011 TST Fund Allocation
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Notes – Introduction  
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4 Washington State Department of Social & Health services. (2010). Abuse trends in Washington State. 
Retrieved from http://www.dshs.wa.gov/pdf/dbhr/2010%20Trends%20Report%20links.pdf 
5 New Freedom Commission on Mental Health. (2003). Achieving the promise: Transforming mental health 
care in America. Rockville, MD: US Department of Health and Human Services, Substance Abuse and Mental 
Health Services Administration. Retrieved from www.mentalhealthcommission.gov/reports/report.htm. 
6 National Alliance on Mental Illness. (2003). Dual diagnosis and integrated treatment of mental illness and 
substance abuse disorder. Retrieved from 
http://www.nami.org/Template.cfm?Section=By_Illness&Template=/TaggedPage/TaggedPageDisplay.cfm&
TPLID=54&ContentID=23049 
7 Revised Code of Washington. RCW 82.14.460. Sales and use tax for chemical dependency or mental health 
treatment services or therapeutic courts. Retrieved from 
http://apps.leg.wa.gov/rcw/default.aspx?cite=82.14.460 
8 Thurston County. (2008). Thurston county: Treatment sales tax action plan. Retrieved from 
http://www.co.thurston.wa.us/treatment-tax/docs/thurston-treatment-tax-action-plan-final-10-28.pdf 
9 While revenue was collected and distributed in 2009, data collection was in its infancy stage and unequal in 
some areas. Stronger and more consistent data collection was put into place in 2010 and continues to be a 
priority for the TST team. 2009 data is not summarized in this report.       
10 Supplant means to take the place of; to replace by something else. In this case, it means that seven percent 
of the total TST expenditure is spent on programs and/or services that were funded by other means such as 
the County General Fund.  
11 Sutton, A., Cherney, A. & White, R. (2008). Crime prevention: Principles, perspectives and practices. 
Cambridge, UK: Cambridge Press.  
12 British Columbia Criminal Justice Reform. (n.d.). Early solutions/faster justice: Community Crime Prevention 
Guide. Retrieved from 
http://www.criminaljusticereform.gov.bc.ca/en/what_you_can_do/crime_prevention/#three 
13 Yamatani, H., & Spjeldnes, S. (2011). Saving our criminal justice system: The efficacy of a collaborative 
social service. Social Work, 56(1), 53-61.                                                                                                                                                     

                                                                              

 

 

 

 

 

 

                                                                                                                                 

  

http://www.samhsa.gov/data/2k12/MHUS2010/MHUS-2010.pdf
http://quickfacts.census.gov/qfd/states/53/53067.html
http://www.dshs.wa.gov/pdf/dbhr/2010%20Trends%20Report%20links.pdf
http://www.mentalhealthcommission.gov/reports/report.htm
http://www.nami.org/Template.cfm?Section=By_Illness&Template=/TaggedPage/TaggedPageDisplay.cfm&TPLID=54&ContentID=23049
http://www.nami.org/Template.cfm?Section=By_Illness&Template=/TaggedPage/TaggedPageDisplay.cfm&TPLID=54&ContentID=23049
http://apps.leg.wa.gov/rcw/default.aspx?cite=82.14.460
http://www.co.thurston.wa.us/treatment-tax/docs/thurston-treatment-tax-action-plan-final-10-28.pdf
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At least 95 

percent of state 

prisoners will be 

released back to 

their 

communities at 

some point.  

National Reentry 

Resource Center 

Current Strategies 
At both the state and local level, there is an overrepresentation of individuals with mental 
health and/or chemical dependency needs within prisons and jails. Complex needs, 
diagnosed or undiagnosed, tap and tax existing resources that are already stretched thin by 
the struggling economy. TST was implemented as a fiscal and programmatic tool to 
complement existing efforts to serve these complex populations and expand the net to 
safely catch additional clients. The breath of its funding covers programs and services from 

prevention to intervention with a finite goal of reducing the 
recidivism rate of this multidimensional population.  
 
The national rate of recidivism in the U.S. is estimated to be about 
two-thirds.1 This implies that two-thirds of released offenders will 
be re-incarcerated within three years.  These high rates translate 
into significant expenditures of tax payer dollars to arrest, 
prosecute, and incarcerate re-offenders. It also undermines 
community safety and comes at a costly social price to the 
community and to families of the offenders. With decreasing 
recidivism at the core of the TST, it is essential that clients with 
mental health and/or chemical dependency issues are identified in 
a timely and efficient manner that allows for effective treatment 

within the continuum and within the least restrictive setting possible without jeopardizing 
public safety. This is the simplest, yet also programmatically elusive, formula to maximize 
the purpose and intent of TST.   
 
Reducing recidivism is far more complex than simply accepting policies to address re-
offending. Defining recidivism is complicated and varies across jurisdictions and 
organizations. For TST quality assurance and outcome measures, recidivism is defined as 
any arrest within 1 to 180 days (six months) from exit of a therapeutic court. Exit is defined 
as both positive (completion) and negative (terminated or opted-out). This is 
complemented by an arrest comparison between those clients that have successfully 
completed versus those that have not.   
 
To reduce recidivism, according to national and international research, three core 
components must be adhered to: 
 

1. System collaboration – strong partnerships and fluid communication;  
2. Organizational development – all involved agencies must have consensus on plans, 

outcomes, and outputs; and 
3. Evidenced-based practices must be present throughout the continuum of care.2  

 
Washington State Institute for Public Policy (WSIPP) defines an evidence-based practice as 
“a program or policy supported by outcome evaluations clearly demonstrating 
effectiveness”.3 The use of EBPs proposes that tax dollars being channeled into programs 
with proven outcomes and stringent fidelity measures will assure that the county is 
receiving the most value for their investment. According to WSIPP, operative EBPs can 

http://www.nationalreentryresourcecenter.org/facts
http://www.nationalreentryresourcecenter.org/facts
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For example, there is a 

nexus between 

domestic violence and 

mental health and/or 

chemical dependency 

issues; however this 

social problem is not 

yet included in TST 

targets. 

achieve a rough 15 to 22 percent reduction in incidence or severity of alcohol, drug, and 
mental health disorders.4 This further equates into roughly $3.77 in benefits per dollar 
spent. When expanded to include EBPs focused on prevention and intervention to reduce 
future criminality, WSIPP estimates that 20 to 30 percent reductions in recidivism may be 
accomplished.5  
 
TST supports both EBPs and promising practices. In TST, EBP is defined as strategies, 
activities, or approaches which have been shown through scientific research and 
evaluation to be effective at preventing and/or delaying an untoward outcome. Promising 
practices are defined as programs and strategies that have some scientific research or data 
showing positive outcomes in delaying an untoward outcome, but do not have enough 
evidence to support generalizable conclusions. Overall, a program is deemed successful if it 
can: 
 

 Verify that, as a result of its activities, specific individuals or groups are 
better off than before. 

 Document that the money funding the program was spent to achieve the 
goals that were stated (accountability). 

 Provide objective proof to people outside the program that it was a 
worthwhile use of resources. 

 Identify strengths and weaknesses to allow for quality improvement.6 

 

Targeting recidivism also implies that programs are 
evaluated on an on-going basis, improvements 
identified and pursued, and that constant and vigilant 
assessments are in place to ensure that model fidelity is 
strong, offending patterns are analyzed, and new 
approaches are considered. For example, there is a 
nexus between domestic violence and mental health 
and/or chemical dependency issues; however this social 
problem is not yet included in TST targets.7 
  
There is also an inherent tendency to target funds at 
intervention; however any long term changes to the 
community must be viewed through a prevention lens. 
Currently, TST funds a singular prevention program, Nurse Family Partnership, followed by 
a small group of early intervention programs, and the greater part of the funds are placed 
in adult intervention programs.   
 
 
 
 
 
 
 

http://www.nursefamilypartnership.org/locations/Washington
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Notes – Current Strategies  
 
1 Bureau of Justice Statistics. (2012). Recidivism. Retrieved from http://www.bjs.gov/index.cfm?ty=tp&tid=17 
2 Hooley, D. (2010). Six evidence-based practices proven to lower recidivism. Retrieved from 
http://www.correctionsone.com/re-entry-and-recidivism/articles/2030030-6-evidence-based-practices-
proven-to-lower-recidivism 
3 Drake, E., Aos, S. & Miller, M. (2009). Evidenced-based public policy options to reduce crime and criminal 
justice costs: Implications in Washington state. Victims and Offenders, 4, 170-196. 
4 Aos, S., Mayfield, J., Miller, M. & Yen, W. (2006). Evidence-based treatment of alcohol, drug, and mental health 
disorder: Potential benefits, costs, and fiscal impacts for Washington state. Olympia, WA: WSIPP.  
5 Aos, S., Phipps, P., Barnoski, R., & Lieb, R. (2001). The comparative costs and benefits of programs to reduce 
crime. Olympia, WA: WSIPP.  
6 O’Garro, M. & McDonald, S. (2009). “Evidence-Based” and “Promising Practices” and other important terms 
defined: January 2009 update. Retrieved from http://www.co.thurston.wa.us/treatment-
tax/docs/EvidenceBasedSummary.pdf 
7 See Cunradi, C., Caetano, R. &  Schafer, J. (2002). Alcohol-related problems, drug use, and male intimate 
partner severity among US couples.  Alcoholism: Clinical and Experimental Research, 26 (4), 493–500. Glass,N., 
Manganello,J. &  Campbell, J. (2004). Risk for intimate partner femicide in violent relationships. Domestic 
Violence Report, 9(2), 17–18, 30–32. 
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http://www.correctionsone.com/re-entry-and-recidivism/articles/2030030-6-evidence-based-practices-proven-to-lower-recidivism
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”I used to see addicts 

and think I’m not 

you, I am not like 

you, I won’t end up 

like you, but I am and 

I did”.  

Therapeutic Court Client, 

2012 

Need 
While currently decreasing since an all-time high in 2006, the average daily Thurston 
County Jail population was 432 in 2011 and is currently tallied at 409 for 2012.1 Thurston 
County Juvenile Detention average daily population (ADP) was 31 for 2011 and currently 
30 for the first quarter of 2012. This is also a significant reduction since a high of 78 youth 
in 2000.2   
 
Based on national data, an estimated 16 percent of adults and 
24 percent of youth in city and county jails suffer from a 
mental illness.3 This implies that at any given day, Thurston 
County Jail oversees an estimated 65 inmates with additional 
programmatic needs, while an additional seven youth housed 
at Thurston County Detention add to the demands for system 
services and staff skills.     
 
National estimates of adult inmates with a chemical 
dependency disorder range from 60 percent to 80 percent.4 A 
similar estimate of 60 percent to 80 percent is concluded for 
juvenile offenders. Using this formula, on any given day, approximately 245-327 adults and 
19-25 youth with chemical dependency treatment issues are residing in secure county 
facilities.   
 
Of greater concern is research that indicates that clients with mental health issues have 
longer jail stays than offenders that are not identified as such. One study showed that 
individuals that remain in jail more than 72 hours have an average length of stay of 24 days 
for felony offenses. If the offender has a mental illness, the average length of stay is 158 
days.5 In addition, the daily cost of care while in jail is much higher for the mentally ill 
population than the non-mentally ill population due to the additional staff needed to 
observe and keep safe individuals who are at greater risk for suicide or to be harmed by 
other inmates and for the extra costs of psychiatric services and medications. 
 
This is further weighted by the number of clients, both adult and juvenile, on community 
supervision. In 2010, the Washington State Partnership Council on Juvenile Justice (WA-
PCJJ) calculated 21.4 percent of youth on probation in 2009 were reported as having a 
mental health diagnosis.6 With a current ADP of 426 youth on probation, this implies that 
the county has upwards to 91 youth with mental health disorders under supervision.7 
Adults on community supervision through Pre-Trial, District Court, Diversion, and the 
therapeutic courts also add to the equation.  
 
As of the end of March 2012, Thurston County had 745 Washington State Department of 
Corrections (DOC) clients under community supervision within the county.8 While under 
state jurisdiction, they are county residents and should be inclusive of this needs 
assessment, especially given that they are originally sentenced out of Thurston County 
Superior Court and particularly in view of diminishing state resources. In a December 2011 
snapshot (N=741), DOC estimated approximately 66 percent of Thurston County clients 

http://www.dshs.wa.gov/ojj/annual_report.shtml
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have cognitive behavioral therapy (CBT) needs, 53 percent have chemical dependency 
needs, and 12 percent had identified mental health needs.9  
 
While this is already concerning, the need becomes more pressing when taken into account 
the number of adults and children living in the county that have not crossed legal lines to 
date, but whom present with mental health issues and/or chemical dependency disorders. 
For example, the U.S. Surgeon General reports that 10 percent of children and adolescents 
in the U.S. suffer from serious emotional and mental disorders that cause significant 
functional impairment in their day-to-day lives at home, in school and with peers.10 This 
implies that Thurston County has approximately 5,802 youth in family and academic 
settings that are struggling.  
 
To be effective in reducing recidivism and in meeting the goals of TST which include 
improving the quality of life for this complex population, programs must extend beyond 
intervention and include measures to reduce the number of individuals entering the 
system. Prevention measures and resources are as important as intervention. A two 
pronged-approach, with both short-term and long-term goals, will help alleviate existing 
systems needs while reducing future demands.   
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Notes – Need 
 
1 Captain D. Thompson (personal communication, April 4, 2012). 
2 Probation Counselor II D. Gartner (personal communication, April 5, 2012). 
3 Ditton, P. (1999). Mental health and treatment of inmates and probationers. Washington, D.C.: U.S. Bureau of 
Statistics. 
4 Substance Abuse and Mental Health Services Administration. (2010).Mental health, United States, 2010. 
Retrieved from http://www.samhsa.gov/data/2k12/MHUS2010/MHUS-2010.pdf 
5 King County. (2006). Mental illness and drug dependency action plan. Seattle, WA: Department of Community 
and Human Services.  
6 Washington State Partnership on Juvenile Justice. (2011). 2010 juvenile justice annual report.  Olympia, WA: 
GJJAC.  
7 Probation Counselor II D. Gartner (personal communication, April 5, 2012). 
8 Department of Corrections B. Irwin (personal communication, April 5, 2012). “In terms of Mental Health, we 
are not funded specifically for mental health treatment in community; however, we do refer and coordinate 
services for offenders through other agencies, RSNs, and non-profits. In terms of chemical dependency, a 
majority of funding is targeted for offenders with court ordered treatment or to comply with DOSA 
(sentencing alternative) requirements. The remaining funds, if any, go to the offenders with the highest needs 
and risk to reoffend and/or in limited cases to respond to a violation. As you can appreciate, funding is tight 
so we cannot provide treatment to everyone who has a need. Pending legislative approval in the special 
session, HB2826 (through budget bill proviso) may fund some additional treatment dollars through 
reinvestment of savings; however, the need will continue to be higher than the budget”.  
9 Washington State Department of Corrections. (2012). Offender needs – December 31, 2011. Olympia, WA: 
Planning and Performance. 
10 National Alliance on Mental Health. (2012). What is mental illness: Mental illness facts. Retrieved from 
http://www.nami.org/template.cfm?section=about_mental_illness 
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TST Programs  
 

Therapeutic Courts & Services 
 
 
 
 

 
 
 
 
Therapeutic justice considers criminal behavior as an expression of the offender’s mental 
illness and/or chemical dependency. These courts, often also called problem-solving 
courts, originated in the late 1980’s in response to a rapidly increasing drug case load. 
Therapeutic jurisprudence has since evolved from the original drug court in Miami, Florida 
and has branched out into DUI courts, mental health courts, veterans’ court, domestic 
violence court and more. There are currently more than 3,000 therapeutic courts in the 
United States, with plans for more in the years to come. The underlying goal of all such 
courts is to provide therapeutic jurisprudence to reduce offending through therapeutic and 
interdisciplinary approaches that address addiction and other underlying issues while 
promoting public safety.  Therapeutic courts provide an alternative to incarceration and 
have produced encouraging results. Thurston County currently maintains five therapeutic 
courts. TST contributes to the funding of all of them.   

 
 

DUI/Drug 
Court 

Mental 
Health Court 

Veterans 
Court 

Family 
Recovery 

Court 

Juvenile 
Drug Court 

Pre-Trial 
Services 

Prosecuting 
Attorney's 

Office 

Office of 
Assigned 
Counsel  
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Staffing 
County & Contracted Staff 
Contractor: Pierce County Alliance 

 
Budget in 2012 
TST       $189.890 
Total   TBD 
 
Participants 
2010                    111 Drug Court 
   41 DUI 
2011   133 Drug Court 
   49 DUI 
2012 Target  98 Drug Court    
   30 DUI         
 
Graduation Rate in 2011 
National (drug court only)  47%1 
Thurston County (drug court) 53% 

     (DUI court)   61% 
 

Recidivism Rate in 2011 
National – 12 months  16%2 

- 24 months  27.5%  
Thurston County – 6 months 10% 
 
Taxpayer Savings3  
Per Participant   $3,376  
(Drug Court only) 
 
Total 2010 $374,731 
Total 2011 $449,008 
Total 2012 $331,142 (anticipated) 
 
Total    $1,154,881 

DUI/Drug Court  
 
Thurston County Adult DUI/Drug Court provides 

court-supervised comprehensive treatment 

services for non-violent, adult felony drug and 

property offenders and Driving Under the 

Influence (DUI) misdemeanor offenders, whose 

crime(s) is related to chemical dependency. The 

goals of the program are to:  

1) reduce the number of traffic accidents, injuries 

and deaths related to DUI/Drug offenses in the 

community;  

2) require strict accountability of individuals 

through frequent in-person court hearings and 

intensive monitoring;  

3) provide cost-effective treatment that will 

improve program completion (retention) rates and 

reduce recidivism;  

4) require total abstinence from alcohol and drug 

use;  

5) reduce thinking errors and impaired driving 

behaviors;  

6) reduce emergency room costs and the use of 

public assistance; and 

7) reduce court, jail and prison costs and 

overcrowding and other associated costs in the 

criminal justice system.  

There are currently 23 counties that operate adult drug courts in Washington State.4 Six, 

including Thurston County, operate more complex hybrid DUI/Drug courts. According to 

the National Criminal Justice Reference Service (NCJRS), there were 2,232 drug courts 

operating in the United States as of November 2011, with another 204 drug court programs 

in the planning stages.5 In totality, these courts serve only a fraction of the 1.6 million 

individuals in the justice system.6  
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In 2002, 68 percent of jail 

inmates met DSM criteria for 

drug abuse or dependence. Half 

of all convicted jail inmates were 

under the influence of drugs or 

alcohol at the time of offense. 

Bureau of Justice Statistics, 2005 

Eligibility Criteria and 

Admission 

A person may be eligible for the 

program if he/she is arrested for a 

non-violent felony drug offense 

and/or certain property offenses 

such as forgery or theft. 

The Deputy Prosecuting Attorney 

determines eligibility based upon 

current pending and prior charges. 

An attorney from the Office of 

Assigned Counsel advises the 

offender of his/her option. 

Client participation is voluntary.  

Graduation Requirements: 

 Completion of all Phase 
Requirements 

 6 Months of Drug/Alcohol 
Abstinence 

 Full Payment of All 
Program Fees 

 3 Months Full/Half Time 
Job/School 

 Obtain GED or H.S. 
Diploma 

While there is limited research on the effectiveness of Juvenile Drug Court, there is a 

substantial amount of research on adult drug courts. The first drug court program was 

established in Miami, Florida in 1989.7 Since that time and approximately 2,231 courts 

later, randomized trials and meta-analyses have 

quantitatively summarized the results and largely 

support that these problem-solving courts reduce 

drug use and recidivism during enrollment, as well 

as reduce post-program recidivism for at least one to 

three years.8  Following a national literature review, 

the Washington Institute for Public Policy (WSIPP) 

found that “without drug court, about 45.8 percent of 

drug court eligible offenders will be reconvicted for a 

felony after an eight-year follow-up period. With drug court…the recidivism rate would 

drop to 39.7 percent”.9 This implies a statistically significant 13.3 percent drop in 

recidivism. The same study found that in an evaluation 

of five Washington county drug courts, including 

Thurston, four of the five courts demonstrated a 13 

percent drop in re-offending; comparable to the 

national data.10 Thurston County Drug Court, in place 

since 1998, is one of the four reported as successful.  

In addition to lowering recidivism, the benefit-to-cost 

ratio is estimated to be $3.69 per dollar spent.11 Clearly, 

the use of a therapeutic court in lieu of a traditional 

criminal court has notable community impact.  

Program Overview12  

 WSIPP Taxpayer savings = $3,376 per participant  
 
 Modeled upon the national ten key components,  
 as set forth by the National Criminal Justice  
 Reference Center (NCJRC) and the National  
 Association of Drug Court Professionals  
 (NADCP). 
 
 Programming that goes beyond relapse  
 prevention: Seeking Safety (EBP for cognitive- 
 behavioral therapy for co-occurring Post  
 Traumatic Stress Disorder (PTSD) and  
 addictions, Eye Movement Desensitization &  
 Reprocessing (EMDR), and peer mentoring. 
 

http://bjs.ojp.usdoj.gov/content/pub/pdf/sdatji02.pdf
https://www.ncjrs.gov/App/Publications/abstract.aspx?ID=205621
http://www.seekingsafety.org/
http://www.emdr.com/
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“With this program, 

employment is a ‘catch 22’. You 

have to have a job but 

employers do not hire felons 

and when they do a back ground 

check my record shows a 

pending felony”.  

Drug Court Client, 2012 

“It’s about far more than just 

getting us off drugs and 

alcohol”. 

Drug Court Client, 2012 

 
 Recently expanded court calendar to an additional half-day. 

 
 Recently revised eligibility criteria to broaden 

program access. 
 

 Strong team collaboration.13 
 

 Drug/DUI Court is funded by multiple sources.   
 

Concerns/Barriers14 

 This problem-solving court is often compared to the other therapeutic courts, 
however its’ structure is different and is described as more rigid than the smaller 
courts.  
 

 The STRONG assessment employed by Pre-Trial Services for the therapeutic courts 
is not deemed as helpful to Drug/DUI client selection and/or subsequent case 
management.  
 

 The location of Drug/DUI Court, treatment services, and urine analysis testing in the 
Thurston County Courthouse Campus is a barrier to clients from rural areas that 
rely on public transportation.  
 

 Limited housing and employment resources act as a direct obstacle to program 
success, especially as employment is a program requirement.  
 

Program Needs15 

• Education and employment services.  

• Housing. 

• Medical & dental services (beyond emergency 
care). 
 

• Mental health provider (preferably in-house)  
    for issues that do not rise to the level of Mental     
    Health Court. 
 

• Transportation. 
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Notes – Drug/DUI Court 
 
1 Mitchell, O., Wilson, D., Eggers, A. & MacKenzie, D. (2012). Drug courts’ effects on criminal offending for 
juveniles and adults. The Campbell Collaboration.  
2 Roman, J., Townsend, W. & Bhait, S. (2003). Recidivism rates for drug court graduates: Nationally based 
estimates. Retrieved from https://www.ncjrs.gov/pdffiles1/201229.pdf 
3Lee, S., Aos, S., Drake, E., Pennucci, A., Miller, M. & Anderson, L. (2012). Return on investment: Evidence-based 
options to improve statewide outcomes. Olympia: WSIPP. Rates are taken from “Monetary Benefits - Taxpayer”. 
WSIPP has not evaluated DUI Court to date. Note: all future references to taxpayer savings are pulled from the 
above report unless indicated otherwise. 
4 Washington Courts. (2012). Directory of drug courts and other problem solving courts in Washington State. 
Retrieved from http://www.courts.wa.gov/court_dir/?fa=court_dir.psc 
5 National Criminal Justice Reference Service. (2011). Drug courts. Retrieved from  
https://www.ncjrs.gov/spotlight/drug_courts/Summary.html 
6 National Center on Addiction and Substance Abuse. (2010). Behind bars II: Substance abuse and America’s 
prison population. New York: Columbia University.  
7 Lurigio, A. (2008). First 20 years of drug treatment courts: A brief description of their history and impact. 
Federal Probation, 72(1). Retrieved from  
http://www.uscourts.gov/viewer.aspx?doc=/uscourts/FederalCourts/PPS/Fedprob/2008-06/20_index.html 
8 National Institute of Justice. (2006). Drug courts: The second decade. Retrieved from 
https://www.ncjrs.gov/pdffiles1/nij/211081.pdf 
9 Barnoski, R. & Aos, S. (2003). Washington State’s drug courts for adult defendants: Outcome evaluation and 
cost-benefit analysis. Olympia, WA: WSIPP.  
10 Ibid 
11 Lee, S., Aos, S. Drake, E. Pennucci, A., Miller, M. & Anderson, L. (2012). Return on investment: Evidence-based 
options to improve statewide outcomes. Olympia, WA: WSIPP 
12“Program Overview” throughout this report is inclusive of program achievements and accomplishments.  
13 Where “strong team collaboration” (or partnerships) is noted throughout this report, the observation was 
formed on the basis of self-report from key informants and court/program observations.  
14 “Concerns/Barriers” is a compilation of observations made of current practices, barriers to success, and 
other programmatic information that are of concern.  
15 “Program Needs” is a brief summary of needs reported during key informant interviews (participants and 
program staff), as well as informed observation by author.  
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Staffing 
County & Contracted Staff 
Contractor: Healthcare Delivery 
Systems 

 
Budget in 2012 
TST       $189.890 
Total   $292,822 
 
Participants 
2010                     74 
2011    82 
2012 Target   98 
 
Graduation Rate in 2011 
National    48%1 
Thurston County   59% 
 
Recidivism Rate in 2011 
National – 18 months  6-13%2 
Thurston County – 6 months 8% 
 
Taxpayer Savings  
Per Participant   $4,998  
(MH Court only) 
 
Total 2010 $369,852 
Total 2011 $409,836 
Total 2012 $489,804 (anticipated) 
 
Total    $1,269,492 

Mental Health & Veterans Court (MH/VC) 
 
Mental Health/Veterans Court (MH/VC) is a 

therapeutic court program through District Court 

that monitors mentally ill offenders while, at the 

same time, working to support access to 

treatment and accountability among participants.  

MH/VC is an 18-24 month voluntary program for 

adults who have been diagnosed as mentally ill 

and whose mental illness is linked to their 

criminal charge.  MH/VC staff screen each referral 

to the program for appropriateness, including risk 

to the community.  MH/VC is a diversion program 

- an alternative to incarceration - that focuses on 

improving public safety and reducing costs 

associated with criminal justice system 

involvement. 

Individuals work with the MH/VC Judge, program 

staff and treatment providers to set goals that 

guide their progress.  The process of goal setting 

takes into account the unique needs of each 

participant and factors that may impact progress, 

such as having co-occurring disorders (e.g. 

substance abuse).  MH/VC participants typically 

appear before the MH/VC Judge each week; 

program staff monitor compliance with 

recommended treatment. Adults referred to 

MH/VC who are military veterans appear at a 

separate court docket hearing called Veterans 

Court.  MH/VC uses incentives and sanctions to promote changes in participant beliefs, 

attitudes and behaviors that increase acceptance of responsibility and reduction of 

negative outcomes associated with participant behaviors. 

There are currently six other Washington counties that operate mental health courts; two 

at the Superior Court level (Clallam and Kitsap) with the other four operating at the District 

Court or Municipal Court level.3 Thurston County operates its Mental Health and Veterans 

Court at the District Court level. Thurston County’s Veterans Court was the first in 

Washington State and has been in operation since 2009. Four other counties operate 

Veterans Court; Clark, King, Pierce and Spokane.4 Pierce is the only county that operates its 
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Thurston County Veterans Court 

Eligibility Criteria 

 Mental health diagnosis 

(required) 

 Low to medium risk 

assessment score  

(LSI-R:SV 1 - 5) 

 Nexus between diagnosis and 

charge 

 Motivation to make lifestyle 

changes 

 Eligibility for VA Healthcare 

 Victim advocacy – especially 

in domestic violence cases 

Thurston County Mental Health 

Court Eligibility Criteria 

 DSM-IV-TR Axis I Mental 

Illness; or 

 Organic brain injury or head 

trauma; or 

 Developmentally disabled; or 

 DSM-IV-TR Axis II disorder 

with staff review and  

approval. 

In addition: 

 Low-medium risk to the 

community as tested by 

the Level of Services 

Inventory-Revised: 

Screening Version (LSI-

R:SV) 

 Nexus or link between 

mental health and 

criminal charge 

Veterans Court out of Superior Court. The distinction between court venues is the 

jurisdictional difference between criminal misdemeanor charges (district and municipal 

courts) and criminal felony charges (superior courts). Mental health courts that serve 

felony-level clients are defined as second-generation 

courts; a careful and calculated evolution from 

misdemeanor-only calendars.5 

Mental health courts are considered a comparatively new 

extension in therapeutic jurisprudence and an outgrowth 

of the drug court movement (see Figure 3). While 

expanding rapidly across the nation, research on this 

form of jurisprudence is relatively small. However, the 

existing research appears to support the basic tenet that 

mental health courts can reduce the involvement of 

persons with mental disorders in the criminal justice 

system. McNeil & Binder (2007) found that at 18 months 

post-graduation, mental health court graduates charged 

with any new crimes was 26 percent lower than the 

sample control group and 55 percent lower for new 

violent charges.6 Of interest, especially as Thurston 

County considers future expansion of the therapeutic 

courts, is the mental health court participants in this 

particular study included a substantial proportion of 

individuals charged with felonies or violent offenses. 

Other studies, as summarized by the Council of State 

Governments Justice Center (CSGJC) have also 

demonstrated optimistic findings: 

 Mental health court participation resulted  

 in comparatively fewer new bookings into  

 jail and greater numbers of treatment  

 episodes compared with the period prior  

 to program participation.7 

 

 Participants were significantly less likely to  

 incur new charges or be arrested than a  

 comparison group of individuals with  

 mental illnesses who did not enter the  

 mental health court program.8 

 

http://www.mhs.com/product.aspx?gr=saf&prod=lsi-rs&id=overview
http://www.mhs.com/product.aspx?gr=saf&prod=lsi-rs&id=overview
http://www.mhs.com/product.aspx?gr=saf&prod=lsi-rs&id=overview
http://www.mhs.com/product.aspx?gr=saf&prod=lsi-rs&id=overview
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“In the last two decades, these two 

systems [mental health community and 

criminal justice] have formed new 

relationships where accommodation 

and antagonism have given way to joint 

efforts to find shared solutions”. 

  American Journal of Psychiatry, 2009 

In a study of more than 20,000 

adults entering five local jails, 

researchers documented serious 

mental illnesses in 14.5 percent 

of the men and 31 percent of the 

women, which taken together, 

comprises 16.9 percent of those 

studied — rates in excess of 

three to six times those found in 

the general population. 

The National Reentry Resource 

Center, 2012 

 Participation increased the frequency of treatment services, as compared 

with involvement in traditional criminal court.9 

 

 Mental health court participants improved 

their independent functioning and decreased 

their substance use compared with individuals 

who received treatment through the 

traditional court process.10 

 

 Participants spent fewer days in jail than their 

counterparts in the traditional court system.11 

 

 Mental health court participants reported 

more favorable interactions with the judge and 

perceived that they were treated with greater 

fairness and respect than in traditional court.12 

 

Again, the amount of research is comparatively small and in many cases isolated to a 

singular program. As such, these findings should not be generalized. Notwithstanding, 

especially given the current positive outcomes, such as a strong graduation rate and a 

gradually declining waitlist, this form of therapeutic jurisprudence appears to be a 

sustainable and a less restrictive means for working with individuals suffering from mental 

illness within the criminal justice system.   

 

 

 

 

 

 

 

 

 

http://ajp.psychiatryonline.org/article.aspx?Volume=166&page=1211&journalID=13
http://www.nationalreentryresourcecenter.org/facts
http://www.nationalreentryresourcecenter.org/facts
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"I feel like a person again. I 

have a future and can do good 

things with my life. It is not 

too late for me".  

 Mental Health Court Client, 2012 

Figure 3 - Key Differences Between Drug Courts and Mental Health Courts 

Program Component Drug Courts Mental Health Courts 

Charges Accepted Focus on offenders charged with 
drug-related crimes 

Includes a wide array of charges 

Monitoring Rely on urine analysis or other 
types of drug testing to monitor 
compliance 

Do not have an equivalent test 
available to determine whether a 
person with a mental illness is 
adhering to treatment conditions 

Treatment Plan Make treatment plans structured 
and routinized; apply 
sanctioning grid in response to 
noncompliance, culminating with 
brief jail sentence  

Ensure that treatment plans are 
individualized and flexible; adjust 
treatment plans in response to 
non-adherence along with 
applying sanctions; rely more on 
incentives; use jail less frequently 

Role of Advocates Feature only minimal 
involvement from advocacy 
community 

Have been promoted heavily by 
some mental health advocates, 
who are often involved in the 
operation of specific programs; 
other mental health advocates 
have raised concern about mental 
health courts, either in general or 
in terms of their design 

Service Delivery Often stabled independent 
treatment programs, within the 
courts’ jurisdiction, for their 
participants 

Usually contract with community 
agencies; require more resources 
to coordinate services for 
participants 

Expectations of 
Participants 

Require sobriety, education, 
employment, self-sufficiency, 
payment of court fees; some 
charge participation fees 

Recognize that even in recovery, 
participants are often unable to 
work or take classes and require 
ongoing case management and 
multiple supports; few charge a 
fee for participation  

Source: Bureau of Justice Assistance, 2008. Mental Health Court: A Primer for Policymakers & 
Practitioners 

Program Overview  

 Initiation of Veterans Court (2009) – first in Washington State. 
 

 Model program for other counties. 

 Expansion in 2011 from 50 to 55 slots 
(courts combined) – a 10 percent increase.  
 

 Strong team collaboration.  

 Cross-agency collaboration is described as 
“excellent”. 
 

 

http://consensusproject.org/mhcp/mhc-primer.pdf
http://consensusproject.org/mhcp/mhc-primer.pdf
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Concerns/Barriers 

 Community need appears more significant than calendar will allow. There is a 
waitlist (32 in the last trimester of 2011).  
 

 Increasing capacity will require considerable resources in an already overtaxed 
district court calendar.  
 

 Future expansion of the MH/VC needs to include a discussion on the suitable court 
jurisdiction given findings on the applicability to persons with felony charges. 
Discussions should also include the possibility of a juvenile mental health court.  

 Similar to Drug/DUI Court, participants are faced with barriers to participation and 
success owing to a lack of transportation, employment and housing.  

Program Needs 

 Contingency funds for program needs and basic necessities. 

 Improved medication management while individuals are in-custody.  

 Housing. 

 Transportation. 
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Notes – MH/VC 
 
1 McNeil, D. & Binder, R. (2007). Effectiveness of a mental health court in reducing criminal recidivism, and 
violence. The American Journal of Psychiatry, 164(9), 1395-1403. National graduation rates and recidivism 
rates are difficult to capture owing to the relatively small number of mental health and veterans’ courts. 
Research is on-going.  
2 Ibid 
3 Washington Courts. (2012). Directory of drug courts and other problem solving courts in Washington State. 
Retrieved from http://www.courts.wa.gov/court_dir/?fa=court_dir.psc 
4 Ibid 
5 Bureau of Justice Assistance. (2008). Mental health courts: A primer for policymakers and practitioners. New 
York: The Council of State Governments Justice Center. 
6 McNiel, D. & Binder, R. (2007). Effectiveness of a mental health court in reducing criminal recidivism and 
violence.  American Journal of Psychiatry, 164(9), 1395-1403. 
7 Trupin, E., Richards, H., Werthheimer, D. & Brushi, C. (2001). Seattle Municipal Court, Mental Health Court: 
Evaluation report. Seattle, WA: City of Seattle. Cosden, M., Ellens, J., Schnell, J, & Yarmini-Diout, Y. (2004). 
Evaluation of the Santa Barbara County Mental Health Treatment Court with inrtensive case management. 
Santa Barbara, CA: Gevirtz Graduate School of Education. Henrinckx, H., Swart, S., Ama, S., Dolezal, C. & King, S. 
(2005). Rearrest and linkage to mental health services among clients of Clark County Mental Health Court 
program. Psychiatric Services, 56, 853-857.  
8McNiel, D. & Binder, R. (2007). Effectiveness of a mental health court in reducing criminal recidivism and 
violence.  American Journal of Psychiatry, 164(9), 1395-1403. Moore, M. & Hiday, V.. (2006). Mental health 
court outcomes: A comparison of rearrest and rearrest severity between mental health and traditional court 
participants. Law and Human Behavior, 164, 1395-1403.  
9 Boothroyd, R., Poythress, N., McGaha, A. & Petrila, J. (2002). The Broward Mental Health Court: Process, 
outcomes, and service utilization. International Journal of Law and Psychiatry, 26, 55-71. 
10 Cosden, M., Ellens, J, Schnell, J, Yasmeen, Y. & Wolfe, M. (2003). Evaluation of a mental health court with 
assertive community treatment. Behavioral Sciences and the Law, 21, 415-427.  
11 Boothroyd, R., Poythress, N., McGaha, A. & Petrila, J. (2002). The Broward Mental Health Court: Process, 
outcomes, and service utilization. International Journal of Law and Psychiatry, 26, 55-71. 
12 Ibid  

 

 

 

 

 

 

 

 

http://www.courts.wa.gov/court_dir/?fa=court_dir.psc
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Staffing 

County 
 
Budget in 2012 
TST       $116,457 
Total   TBD 
 
Participants 
2010                     15 
2011    17 
2012 Target   15 
 
Graduation Rate in 2011 
National           29-84%1 
Thurston County   41% 
 
Recidivism Rate in 2011 
National  Not available2  
Thurston County – 6 months 29% 
 
Taxpayer Savings  
Per Participant   $1,6533  
 
Total 2010  $24,795 
Total 2011  $28,101 
Total 2012  $24,795 (anticipated) 
 
Total           $77,691 

Family Recovery Court (FRC)  
 
Family Recovery Court (FRC) is a therapeutic 

court program for substance abusing parents 

whose children are in the dependency system due 

to a substantiated child abuse or neglect 

investigation. Dependency means that the 

children have been removed from the care of their 

parents (e.g. placed in foster care or with other 

family) for their safety by Child Protective 

Services (DSHS/DCFS).  Parents voluntarily enter 

FRC and agree to increased court participation, 

chemical dependency treatment and intense case 

management in order to reunite with their 

children. Sobriety of the parent and family 

reunification, if appropriate, is the primary focus 

of FRC. Completing the program typically takes 

more than one year.   

There are currently 13 other Washington State 

counties that support “Family Treatment” courts.4 

Thurston County was the first county to found this 

court in 2000. Family Recovery Court is not to be 

confused with the Thurston County Family 

Treatment Court (FTC). Family Treatment Court 

was developed to assist parents in dissolution, 

paternity and non-parental custody actions in 

achieving and maintaining sobriety and reestablishing their relationship with their 

children. These are two separate courts.   

The first family dependency treatment court (FDTC) opened in 1994 in Reno, Nevada.5 

Since then, 282 additional FDTCs have been implemented across 37 states.6 Like mental 

health and veterans’ courts, Family Recovery Court is considered a “model-in-progress”.7 

Research on these programs is still emerging, with the first outcome study completed in 

20078, however they are strongly supported by child welfare advocates.   
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Like the adult drug courts that 

inspired them, the first FDTCs 

took a collaborative approach to 

therapeutic jurisprudence, 

building teams that included 

judges, treatment providers, 

child welfare specialists, 

attorneys (including the 

prosecution as well as those 

representing the protection 

agencies, the parents, and the 

child), and other key service 

providers. 

Bureau of Justice Assistance, 2004 

Parents with substance abuse problems have had 

the lowest probability of reunification with their 

children and research indicates that these children 

remain in system care for longer periods of time 

than children with non-abusing parents.9 This 

population has been difficult to serve and is further 

complicated by the strict federal legislation found in 

the 1997 Adoption and Safe Families Act (ASFA). 

The ASFA commands a one-year time frame for 

permanency hearings. Parents unable to complete 

substance abuse treatment and maintain sobriety 

during this one year period face termination of their 

parental rights. Locating, complying and completing 

treatment is not an easy task; especially under the 

duress of separation. Research has also shown that 

families that participate in FDTC have a higher incidence of prior repeated attempts at 

treatment with poor treatment results.10 The structure and accountability inherent in a 

FDTC may be what allows these families to succeed where previous legal and treatment 

interventions have failed.  

The 2007 four-site outcome study completed by Green & et al. (2007) found that: 

 FDTC clients engaged in treatment sooner and stayed within programs longer. 

 FDTC clients were more likely to complete treatment. 

 FDTC clients were more likely to be reunited with their children.  

 FDTC clients were less likely to have subsequent out-of-home placements.11     

 

What the study did not find was what exactly the catalysts to these positive outcomes are. 

Further research is suggested. Of note is the observation that, while further study is 

needed, it appears that involvement in a FDTC, is a help not a hindrance in assisting 

families in reunification and improving the quality of life for parents and children alike.  

Program Overview  

 Court was placed on hiatus by program staff in late 2011 to address process and 
outcome improvement. This break occurred while no participants were enrolled.  
  

 Participant manual and court policies were revised to reengage all program 
partners and improve fundamental approaches to participant care.    
 

 Reported improved and strengthened team collaboration.  

https://www.ncjrs.gov/pdffiles1/bja/206809.pdf
http://www.childwelfare.gov/systemwide/laws_policies/federal/index.cfm?event=federalLegislation.viewLegis&id=4
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“My son is five and, in the worst 

parts of my addiction, he was 

definitely affected, and has 

abandonment issues from me not 

wanting to be a mom and drugs 

being more important. I am 

interested in finding him help to deal 

with his issues – but where?” 

Therapeutic Court Client, 2012 

 Referrals have increased following program restructuring.  

Concerns/Barriers 

 Engagement, both with team members and participants, has presented a problem 
historically. Team has recently spent several months reworking the program. 
Current enrollment is strong, but it is premature to evaluate success.  
 

 Data collection needs to be expanded and more outcomes tracked for program 
evaluation.  
 

 Recidivism data is currently collected 
based on arrest within six months from 
termination or graduation; however it does 
not include violations or interactions with 
Dependency Court (child welfare/CPS).   
 

 As with the other therapeutic courts, access 
to viable employment, housing and 
transportation are barriers to client 
participation and success.  

 
Program Needs 
 

 Employment and education services, including a life coach (preferably licensed 
social worker). 
 

 Housing. 

 Transportation. 

 Treatment services for youth of addicted parents. All interviewed participants 
indicated that, while they were accessing and engaging in treatment, their children 
were not afforded the same therapeutic opportunity.  
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Notes – FRC 
 
1 Green, B., Furrer, C., Worcel, S., Burrus, S. & Finigan, M. (2007). How effective are family treatment drug 
courts? Outcomes from a four-site national study. Child Maltreatment, 12, 43-59. National graduation rates 
are difficult to calculate given the wide range in court services and sizes.  
2 National recidivism rates are not available as the operational definition of recidivism varies.  
3 Lee, S., Aos, S. & Miller, M. (2008). Evidence-based programs to prevent children from entering and remaining 
in the child welfare system: Benefits and costs for Washington. Olympia: WSIPP. WSIPP is currently revaluating 
family dependency treatment courts. The value indicated in this report is a 2007 dollar value and it should be 
presumed that actual 2012 taxpayer savings are higher.  
4 Washington Courts. (2012). Directory of drug courts and other problem solving courts in Washington State. 
Retrieved from http://www.courts.wa.gov/court_dir/?fa=court_dir.psc 
5 Bureau of Justice Assistance. (2004). Family dependency treatment courts: Addressing child abuse and neglect 
cases using drug court model. Washington, DC. 
6 American University. (2010). Summary of drug court activity by state and county: Juvenile/family drug courts. 
Retrieved from  http://www1.spa.american.edu/justice/documents/2153.pdf 
7 Bureau of Justice Assistance. (2004). Family dependency treatment courts: Addressing child abuse and neglect 
cases using drug court model. Washington, DC. 
8 Green, B., Furrer, C., Worcel, S., Burrus, S. & Finigan, M. (2007). How effective are family treatment drug 
courts? Outcomes from a four-site national study. Child Maltreatment, 12, 43-59. 
9 Brook, J. (2009). Impact of parental substance abuse on the stability of family reunifications from foster 
care. Children & Youth Services Review, 31(2), 93-198. Carison, B., Smith, C., Matto, H., & Eversman, M. (2008). 
Reunification with children in the context of maternal recovery from drug abuse. Families in Society, 89(2), 
253-263. 
10 Green, B., Furrer, C., Worcel, S., Burrus, S. & Finigan, M. (2007). How effective are family treatment drug 
courts? Outcomes from a four-site national study. Child Maltreatment, 12, 43-59. 
11 Ibid 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://www.courts.wa.gov/court_dir/?fa=court_dir.psc
http://www1.spa.american.edu/justice/documents/2153.pdf
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Staffing 

County & Contracted 
Contractor: St. Peter’s Chemical 
Dependency Center 
 
Budget in 2012 
TST       $151,179 
Total   TBD 
 
Participants 
2010                     33 
2011    20 
2012 Target   25 
 
Graduation Rate in 2011 
National           18-57%1 
Thurston County   25% 
 
Recidivism Rate in 2011 
National             43.5%2  
Thurston County – 6 months   0% 
 
Taxpayer Savings  
Per Participant   $3,084  
 
Total 2010  $101,772 
Total 2011  $61,680 
Total 2012  $77,100 (anticipated) 
 

Total           $240,552 

Juvenile Drug Court (JDC)  
 

Juvenile Drug Court (JDC) is a therapeutic court 

program for non-violent substance abusing 

offenders age 13-17. The intent of the program is 

to immediately intervene in the lives of eligible, 

criminal justice-involved youth. Participating 

youth are provided chemical dependency 

treatment and other developmentally appropriate 

support services to address problems that 

contributed to becoming involved in the criminal 

justice system. JDC takes between 9-15 months to 

complete. For suitable youth, JDC is an alternative 

to full criminal prosecution. 

There are currently 12 other Washington 

counties that operate comparable therapeutic 

programs within their Superior Courts.3 

According to the National Criminal Justice 

Reference Service (NCJRS), as of July 2010, there 

were a national total of 457 juvenile drug courts 

with an additional 51 in planning stages.4  

Successful completion (graduation) of a drug 

court program is the variable most consistently 

associated with low post-program recidivism. 

Unfortunately, there is no data on what is 

considered a national graduation rate for 

juveniles. While meta-analyses of program 

evaluations for adult drug courts report a national graduation rate of 47 percent for adult 

drug court participants5, there is decidedly less information for youth. As the juvenile drug 

models differ slightly in approach from their adult counterparts, especially given the 

developmental stages and needs for adolescents, it would be an error to apply the 47 

percent rate to youth. Youth often do not suffer from the same degree of addiction and 

substance abuse that adults do. In addition, some studies have found that juveniles may 

have a somewhat lower completion rate than adults in drug court.6 A review of other JDC 

programs across the nation shows graduation rates ranging from a high of 57 percent to a 

low of 18 percent. It is important to note, however, that to date there has been limited 

research on juvenile drug courts and what research that has been conducted has produced 

mixed results. While efforts are underway to expand the scope and depth of research into 
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Juveniles often do not suffer 

from the level of addiction 

that adults suffer from; their 

brain development is 

progressing at a very rapid 

rate; they generally reside 

with a family that must be 

included in the process; and 

their peers are often the 

center of their attention.  

National Council of Juvenile & 

Family Court Judges, 2010 

juvenile therapeutic courts, the existing information is too disparate and contradictory to 

provide a standard by which to compare the Thurston County JDC.  

Even with a scarcity of research, recent studies have demonstrated some interesting 

findings. Barnes, Miller & Miller (2009) found that juvenile drug courts are capable of 

successfully treating a majority of offenders who participate.7 Results from the same study 

also suggest that access to and success in juvenile drug courts does not appear to be 

affected by the extralegal factor of race, thus relieving any concerns of unequal access to 

treatment opportunities based on racial background. In 

short, the current findings support the use of drug courts as 

a viable alternative to traditional juvenile justice system 

adjudication.  

According to the National Institute for Justice (NIJ), 

recidivism for therapeutic drug courts is defined as any 

arrest for a serious offense resulting in the filing of a 

charge.8 For Thurston County, the current measure is an 

arrest within six months, but not whether a charge is filed 

pursuant to the arrest.  At the time of this report, the 

reported recidivism rate for Thurston County JDC is zero 

percent for 2011 graduates. There are plans in place to 

extend the longitudinal study of JDC participants to 

recidivism at 12 months and 18 months respectively over 

the next fiscal year.  

It is equally important that procedures be put into place to collect qualitative data from all 

participants. Consistent post program interviews need to be utilized and the data therein 

collected. Standardized exit interviews of participants exiting therapeutic courts are 

recommended as a mechanism for documenting challenges and successes in local court 

process.  According to the National Center for Court Innovation, “The reality is that “going 

to scale” with an innovative idea or practice in any field is difficult”.9 The relative newness 

of Thurston County JDC (2006 inception) and the strong team composition lends itself to an 

opportunity for continued improvement, program monitoring, and the development of 

sound quality assurance.   

While graduation rates appear nominal, success is not solely measured in graduation and 

reduced recidivism. All county JDC professionals voiced a strong belief that the 

intervention in itself, regardless of graduation, provides youth with an option for change 

and the support to achieve a healthier lifestyle. Many described program participation as a 

means of providing adolescents with a set of tools that they can use beyond the program. 

Clients terminated in 2011 demonstrated a 36 percent recidivism rate within six months. 

http://www.ncjfcj.org/sites/default/files/managingandsustainingjdc_0.pdf
http://www.ncjfcj.org/sites/default/files/managingandsustainingjdc_0.pdf
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“I understand the meetings 

(AA/NA) are supposed to be 

good but they just don’t 

help”. 

JDC Client, 2012 

This is still notably below the Office of Juvenile Justice & Delinquency Prevention (OJJDP) 

estimated 55 percent re-arrest rate for youth within one year of detention and/or 

institutional release.10 It appears that JDC is making a difference and success is measurable 

through more than one finite description.  

Program Overview  

 Validated tool used - Global Appraisal of Individual Need Short Screen (GAIN-SS). 

 Court Coordinator added to staff team in 2010.  

 Participant manual revised.  

 Shaped upon the national model with the 16 key strategies recommended by the 
Bureau of Justice Assistance (BJA). 
 

 Strong team collaboration which researchers have found to be key to therapeutic 
court success.  
 

 New partnership with Washington Women Lawyers and the Thurston County Bar 
Association formed. Donations from these entities have helped leverage funds for 
the program and are being held by the Thurston County Drug Court Foundation for 
future allocation.  

 

Concerns/Barriers 

 While within the national range, graduation rates are 
comparatively low.  
 

 Enrollment is at capacity; however a more strategic 
and concrete referral process may expand this.  

 
 Program is not well known outside of Juvenile Court.  

Greater marketing and sharing of successes (within  
the boundaries of confidentiality) would likely improve  
referrals and community support.  

 
 Youth report that local AA/NA meetings are not suited to their needs or adolescent –

specific. Research supports this.9 

 

 Again, transportation, employment/education and housing resources are barriers to 
client success. This is further impeded when parental support is minimal or non-
existent.  
 

http://www.gaincc.org/GAINSS
https://www.ncjrs.gov/pdffiles1/bja/197866.pdf
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“There is nothing in the 

community for us to do 

[everything too expensive or too 

far away]…nothing to do but get 

high and watch You Tube”.  

JDC Client, 2012 

Program Needs 

 Employment and education services and 
support.  
 

 Improve referral process and eligibility 
screening.  
 

 Family counseling; especially for youth that do 
not meet Functional Family Therapy (FFT) and 
Multisystemic Therapy (MST) criteria. 
 

 Mental health counseling for youth with additional needs.  
  

 Access to low or no cost activities after school and during weekends.  
 

 Housing (safe and sober housing for youth that reside in homes where adult substance 
abuse remains a concern). This applies to only those youth that are 18 at the time of 
need (some clients remain in JDC through their 18th year).  
  

 Mentoring (peer and/or adult).  
 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.fftinc.com/
http://mstservices.com/index.php/what-is-mst
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Notes – JDC 
 

1 The range of 18-57% was pulled from a multitude of articles. Please see bibliography. There is no set 
national rate.  
2 Mitchell, O., Wilson, D., Eggers, A. & MacKenzie, D. (2012). Drug courts’ effects on criminal offending for 
juveniles and adults. The Campbell Collaboration. 
3 Washington Courts. (2012). Directory of drug courts and other problem solving courts in Washington State. 
Retrieved from http://www.courts.wa.gov/court_dir/?fa=court_dir.psc 
4 American University. (2010). Summary of drug court activity by state and county: Juvenile/family drug courts. 
Retrieved from  http://www1.spa.american.edu/justice/documents/2153.pdf 
5 National Institute of Justice. (2006). Drug courts: The second decade. Retrieved from 
https://www.ncjrs.gov/pdffiles1/nij/211081.pdf 
6 Carter, C. & Barker, D. (2011). Does completion of juvenile drug court deter adult criminality? Journal of 
Social Work Practice in the Addictions, 11, 181-93.  
7 Barnes, J., Miller, V. & Miller, M. (2009). Identifying leading characteristic associated with juvenile drug court 
admission and success: A research note. Youth Violence and Juvenile Justice, 7(4), 350-360.  
8 National Institute of Justice. (2006). Drug courts: The second decade. Retrieved from 
https://www.ncjrs.gov/pdffiles1/nij/211081.pdf 
9 Fox, A. & Wolf, R. (2004). The future of drug courts. Retrieved from 
http://www.courtinnovation.org/sites/default/files/futureofdrugcourts.pdf 
10 Office of Juvenile Justice and Delinquency Prevention. (n.d.). Aftercare. Retrieved from 
http://www.ojjdp.gov/mpg/progTypesAftercare.aspx 
11 National Council of Juvenile and Family Court Judges. (2010). Sober support: Groups in your juvenile court. 
Retrieved from 
http://ncjfcj.webfactional.com/sites/default/files/using%20sober%20support%20groups.pdf 
 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.courts.wa.gov/court_dir/?fa=court_dir.psc
http://www1.spa.american.edu/justice/documents/2153.pdf
https://www.ncjrs.gov/pdffiles1/nij/211081.pdf
https://www.ncjrs.gov/pdffiles1/nij/211081.pdf
http://www.courtinnovation.org/sites/default/files/futureofdrugcourts.pdf
http://ncjfcj.webfactional.com/sites/default/files/using%20sober%20support%20groups.pdf
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Staffing 

County  
 
Budget in 2012 
TST       $215,174 
Total   TBD 
 
Participants 
2010                     226 
2011    284 
2012 Target   225 
 

What is the difference in 

jurisprudence with 

problem solving courts? 

•Completely different use 

for same skills 

•Research based responses 

to criminal justice 

•Better outcomes 

•Public safety 

•Completely different 

experience for DA 

Prosecutors in Problem 

Solving Courts, Colorado, April 

2012 

The Prosecuting Attorney’s Office, the Office of Assigned Council, and Pre-Trial Services all 

work in collaboration with the therapeutic courts.1 TST funds this partnership, however it 

should be noted that these offices serve far more than just the therapeutic courts and 

receive funding from varied sources.  

Prosecuting Attorney’s Office (PAO)  
 
The Prosecuting Attorney’s Office (PAO) 
provides legal prosecution for all criminal cases 
referred to the Thurston County Prosecutor’s 
Office. Services include reviewing all arrest 
reports, determining whether there is adequate 
evidence to file charges, determining the 
appropriate crime to charge and deciding 
whether or not to refer cases to a Thurston 
County therapeutic court.2 When an individual is 
admitted to a therapeutic court, the assigned 
Deputy Prosecutor continues to participate 
through attendance at team meetings and court 
hearings.  
 

System barriers exist between Superior and District Court as felony cases are 
represented only in Superior Court. A significant number of low-risk felons that could 
benefit from Mental Health/Veterans Court are 
excluded unless PAO agrees to a plea downwards to 
a gross misdemeanor and District Court jurisdiction. 
This is a time-consuming process in a system already 
heavily burdened with increasing numbers. A 
growing number of therapeutic courts nationwide 
have expanded to include felons or moved 
jurisdiction to a court that is authorized to manage 
felonies.3  
 
Program Overview 
 
 This is a service, not a program thus it is not 

evaluated by WSIPP. There is no direct taxpayer 
savings amount; however the role of the PAO 
within the therapeutic courts contributes to each 
court’s overall taxpayer saving.  
 

 Clients served DUI/Drug, Mental Health & 
Veterans Court, and Juvenile Drug Court.  
 

http://www.coloradodec.org/goopages/pages_downloadgallery/downloadget.php?filename=20701.pdf&orig_name=prosecutors_in_psc_helen_harberts.pdf
http://www.coloradodec.org/goopages/pages_downloadgallery/downloadget.php?filename=20701.pdf&orig_name=prosecutors_in_psc_helen_harberts.pdf
http://www.coloradodec.org/goopages/pages_downloadgallery/downloadget.php?filename=20701.pdf&orig_name=prosecutors_in_psc_helen_harberts.pdf
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Staffing 

County  
 
Budget in 2012 
TST       $199,847 
Total   TBD 
 
Participants 
2010                     226 
2011    301 
2012 Target   230 
 

 Staff trained in non-adversarial approach as required by therapeutic court models. 
 

 Team collaboration – both internal and external.  
 
Program Needs  
 

 Eventual expansion of staff to support capacity increase for therapeutic courts. 

 Increase municipality access to and partnership with therapeutic courts. 

 Continued training in serving therapeutic courts.4 

 Indirect access to resources such as housing, employment, and education services 
for clients. 
 

 Standardized needs assessment. While Pre-Trial Services provides both risk and 
needs assessments to PAO, the current needs assessment tool, STRONG, is not 
supported equilaterally by program staff.5   
 

Office of Assigned Counsel (OAC)  
 
The Office of Assigned Counsel (OAC) provides 

criminal defense representation for individuals 

appearing in Thurston County Juvenile, District 

and Superior Courts who cannot afford to hire an 

attorney.6 OAC attorneys consult with all potential 

therapeutic court participants. When an individual 

is referred to a therapeutic court, OAC attorneys 

explore all legal options with the individual and if 

they choose to enter the program a contract is 

reviewed, signed and presented to the court.  Once 

the individual is accepted into a county 

therapeutic court, OAC legal representation is provided at meetings and in court.  

Therapeutic courts use a systematic approach of incentives and sanctions to promote 

changes in participant beliefs, attitudes and behaviors that increase acceptance of 

responsibility and reduction of negative outcomes associated with participant behaviors.  

Defense Attorney involvement is essential, through participant representation, for the use 

of this approach, which has been found to be a more effective than traditional sentencing in 

both a) holding individuals accountable and b) promoting positive behavior change. 

http://www.assessments.com/assessments_documentation/A%20Case%20Study%20-%20WA%20DOC%20Implements%20the%20STRONG.pdf
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The tension between the need 

for increased judicial flexibility 

and authority on the one hand 

and the risks inherent in this 

same flexibility and authority on 

the other, requires a defense 

attorney participating in the 

drug court system to strike a 

constant balance between 

acquiescing to informal 

procedures and practices that 

would not be tolerated in the 

traditional criminal court 

system and trying to protect the 

client from the severe 

punishments that remain 

available. 

 National Drug Court Institute, 

2003 

“Defense attorneys can be 

instrumental in the make-up of 

therapeutic courts. They have 

a unique one-on-one role with 

clients. Clients can share 

information and concerns that 

they are afraid to tell their 

providers or the judge…a safe 

vehicle to share needs and 

work towards success”.  

OAC Attorney, 2012 

 

Program Overview  

 Like the PAOs role, this is a service, not a 
program thus it is not evaluated by WSIPP. 

 
 Clients served across all therapeutic courts. 

 Team collaboration – both internal and 
external.  

 
Concerns/Barriers 
 

 Concerns with existing DUI/Drug Court  
sanction grid. Team members have expressed 
the opinion that jail sanctions, as opposed to 
less restrictive sanctions, are used too 
frequently. 
 

 A significant barrier to client participation in 
therapeutic courts is the perception that it 
may be easier and less disruptive to a 
participant’s life (work, school, etc.) to serve a 
direct sentence rather than spend 12-18 
months in a treatment program with tight court supervision. Despite the benefits of 
diversion and potentially improving a criminal record, not all individuals see the 
value in adhering to the accountability and scrutiny of a therapeutic court.  

 
Program Needs  
 

 Eventual expansion of staff to support capacity increase for therapeutic courts. 
 

 Increase municipality access to and  
partnerships with therapeutic courts. 

 
 Continued training opportunities for staff.  

 
 Indirect access to resources such as housing,  

employment, and education services for clients. 
 

 Standardized and validated needs assessment.  
 OAC has expressed concern that the use of an  
 assessment prior to conviction may comprise  
 participants’ due process rights.  
 
 

http://www.wvpds.org/Drug%20Court/Critical%20Issues%20Section%202.pdf
http://www.wvpds.org/Drug%20Court/Critical%20Issues%20Section%202.pdf
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Staffing 

County  
 
Budget in 2012 
TST       $171,571 
Total   TBD 
 
Participants 
2010                     150 
2011    154 
2012 Target   200 
 

 Broaden sanction options and reduce use of jail as a disciplinary action. Use of bed 
days directly impacts jail resources and impacts taxpayers directly.                                                                                                                                                                                      

                                                                                                                                                                                                                           

Pretrial Services (PTS)  
Pretrial Services (PTS) is responsible for 
providing information that allows critical 
determinations to be made about newly arrested 
or convicted adults, including what type of 
services are most appropriate to reduce the 
likelihood of future arrests. Clients are served 
across DUI/Drug, Mental Health, and Veterans 
Court.  
 
These decisions affect when and under what 
conditions individuals are released back into the 
community, how limited jail space is used and 
which defendants are suitable candidates for 
diversion programs (alternatives to 

incarceration), such as therapeutic courts. To enhance the knowledge-base available about 
offenders, PTS employs the STRONG Offender Needs Assessment in conjunction with the 
Static Risk Assessment (i.e. tool used to determine low, moderate or high danger to the 
community).7 
 
These services helps ensure that criminal justice clients have guidance and program 
support through the initial stages of the court system and, in some cases, beyond 
conviction.    
 
In regards to TST, Pretrial Services screens individuals for DUI/Drug and MH/VC court 
eligibility. This information is forwarded to PAO, OAC, court coordinators, and more 
recently to Thurston County Correction Facility staff.   
 
Program Overview  
 
• This program does not have a specific taxpayer savings attached to it. Again, in 
 conjunction with PAO and OAC, this service contributes to the overall  therapeutic  
 court savings.   
 
• Clients served across DUI/Drug, Mental Health, and Veterans Court.  
 
• This is a service for adults only.  

 

 

http://www.assessments.com/assessments_documentation/STRONG%20Fact%20Sheet.pdf
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Pretrial release/detention 

policies and decisions have 

very important implications 

for society’s capacity to 

achieve the ideal of equal 

justice under law. By 

providing judicial officers 

with essential information 

for decision making and by 

helping to supervise 

released defendants, 

pretrial services programs 

help courts reduce 

discrimination based on 

wealth and other factors not 

related to risk of flight or 

danger to the community. 

Fair and effective pretrial 

release policies are an 

essential component of 

equal justice. 

National Institute of Justice, 

2001 

     Concerns/Barriers 
 

 Value of the STRONG Assessment inconsistent  
among stakeholders. Comments include concerns  
about accurate need identification, participant  
protection from self-incrimination prior to  
conviction, and whether or not the tool accurately  
predicts risk of re-offending.  

 
 Limited space undermines client service delivery  

 and confidentiality during interviews and follow-up  
 meetings. 
 

 Staff training opportunities for working with specific  
 individuals, such as those suffering from mental  
 illness, is non-existent. 
 
Program Needs 
 
• Training; e.g. Motivation Interviewing. According to  

the National Center for State Courts “Training [of all  
court staff] is crucial to ensure the appropriate use  
of risk and needs assessments (RNA) information at  
sentencing and to address concerns that various  
stakeholders may have about the proper use of the  
Information”.8 Even if the current STRONG Offender  
Needs Assessment is ultimately replaced with a  
different and validated tool, motivational  
interviewing should be a required training for  

          pretrial staff.9 
 
• Office space that ensures confidentiality of clients and supports staff safety is 

needed. Current location compromises both concerns.  
 

• Indirect access to resources such as housing, employment, and education services 
for clients. Program staff are often asked for assistance in locating these resources, 
however the team reported that resources were scarce and options limited.  

 
 
 
 
 
 
 
 
 

https://www.ncjrs.gov/pdffiles1/nij/181939.pdf
https://www.ncjrs.gov/pdffiles1/nij/181939.pdf
http://www.motivationalinterview.org/
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Notes - PAO/OAC/PTS  
 
1 Pre-Trial Services does not work with FRC or JD.  
2 Not all clients screened and referred to the therapeutic courts by the PAO or OAC go on to participate. 
However, these clients are still considered and calculated within “clients served” for a calendar year.  
3 Bureau of Justice Assistance. (2008). Mental health courts: A primer for policymakers and practitioners. New 
York: The Council of State Governments Justice Center. 
4 Therapeutic courts are a recent phenomenon and a widely supported trend in jurisprudence. However, the 
novelty of these courts also implies that they are constantly evolving and under continued evaluation. Regular 
access and support for training, especially at a national level, are critical for the development and continued 
success of all team members: PAO, OAC, court personnel and providers.   
5 The STRONG Assessment is a static risk and needs assessment adopted by the Washington State 
Department of Corrections. It is now marketed and published through Assessments.com. According to 
Assessments.com, “Once the classification has been made, then the highest risk offenders receive the 
Offenders Needs Assessment. Each of the individuals assessed will have unique risk and protective factors 
that need to be identified and taken into account when staff begins to plan for offender change. It is based 
upon a broad social learning theory of criminal conduct supported by evidence-based practices and 
professional expertise. It includes 55 items which gather information related to offender characteristics, 
circumstances and attitudes”. According to WSIPP (2007), the risk portion of the now-labeled STRONG has 
“moderate predictive accuracy” for felons. It does not however, speak to the validity of needs assessment 
portion. In addition, this tool was initially designed for high-risk offenders, not low risk offenders which make 
up the great majority of therapeutic courts.   
A 2011 study of the pretrial risk assessment (not needs) by Washington State Center for Court Research 
(Backus, 2011) supports the use of the tool and suggests that its use can enhance public safety.  
6 The involvement of OAC in the therapeutic courts does preclude individuals with private attorney 
representation. The therapeutic courts are open to all qualifying individuals regardless of income.  
7 Barnoski, R. & Aos, S. (2007). Washington’s offender accountability act: An analysis of the Department of 
Corrections’ risk assessment. Olympia: WSIPP.  
8 Casey, P., Warren, R. & Elek, J. (2011). Using offender risk and needs assessment information at sentencing: 
Guidance for courts from a national working group. Retrieved from 
http://www.ncsc.org/~/media/Files/PDF/Services%20and%20Experts/Areas%20of%20expertise/Sentenc
ing%20Probation/RNA%20Guide%20Final.ashx  
10 There are a number of tools recommended by the National Center for State Courts. Examples include the 
Correctional Offender Management Profiling for Alternative Sanctions (COMPAS), Inventory of Offender Risk, 
Needs, and Strengths (IORNS), Ohio Risk Assessment System (ORAS), Offender Screening Tool (OST), among 
others. See Casey, P., Warren, R. & Elek, J. (2011). Using offender risk and needs assessment information at 
sentencing: Guidance for courts from a national working group. Retrieved from 
http://www.ncsc.org/~/media/Files/PDF/Services%20and%20Experts/Areas%20of%20expertise/Sentenc
ing%20Probation/RNA%20Guide%20Final.ashx 
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County and city jails have 

been taking the lead in this 

reassessment of corrections 

policy to treatment, because it 

is these local institutions that 

must absorb the cost of re-

arrest, reprocessing, retrial, 

and re-incarceration of the 

same offenders.  

Turley, Thornton, Johnson & 

Azzolino, 2004, p. 721-722.  

 

Thurston County Correctional Facility (TCCF)  
 
Traditional correctional practices in secure facilities 
have done little more than successfully warehouse 
individuals in hopes of improving community safety. 
Criminal justice and social service agencies have 
customarily operated in isolation owing to mutual 
competition for resources and an ingrained mistrust in 
collaboration.1 This segregation has undermined past 
attempts at alleviating the social problems underlying 
criminal behavior; specifically repeated criminal 
behavior. After several decades of research on “what 
works”, a growing number of jails and prisons have 
implemented more balanced treatment programs and 
re-entry services geared towards reducing recidivism 
through improved system collaboration2. The Thurston 
County Correctional Facility is among those committed to approaching criminal behavior in 
a more comprehensive way and through a public and social health lens. TST has helped 
further this systemic partnership.  
 
The following figure is taken from the National Center for State Courts (see Figure 4). This 
chart illustrates the six major risk/need factors associated with reducing recidivism. While 
these risk/need factors are tied to all TST programs, they are specifically important in 
working with incarcerated populations. It is important to note that most individuals are not 
at a high risk to recidivate because they have one risk or need factor. High risk for 
recidivism is typically correlated with multiple risk/need factors.3 For example; 
unemployment on its own is not a strong risk factor. Most people will not resort to criminal 
behavior if unemployed. However, an individual faced with unemployment, homelessness, 
and antisocial friends may be more inclined to engage in criminal behavior than a person 
experiencing just one of these risk/risk factors.  
 
Addressing criminogenic factors is critical to reducing recidivism. Research indicates that 
programs that target and work towards alleviating four to six criminogenic risk factors can 
have a 30 percent or more effect on recidivism.4 This is approach is critical if programs are 
to stop the revolving door of the criminal justice system and ultimately reduce taxpayer 
costs.  
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Figure 4 – Major Risk/Needs Factors 
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Staffing 

County & Contracted Staff 
Contractor: Alternatives 
Professional Counseling, Inc.  
 
Budget in 2012 
TST       $428,642 
Total   TBD 
 
Participants 
2010                     109 
2011    99 
2012 Target   100 
 
Graduation Rate in 2011 
National  Not available 
Thurston County  41% 
 
Recidivism Rate in 2011 
National   Not available 
Thurston County Available 2012 
 
Taxpayer Savings5 
Per Participant                          $3,834 
 
Total 2010 $417,906 
Total 2011 $379,566 
Total 2012 $383,400 
 
Total                                      $1,180,872 

Jail Chemical Dependency Program (CDP)  
 

The Inmate Chemical Dependency Program is a 
structured and monitored program using Moral 
Reconation Therapy (MRT). It is designed to assist 
chemically dependent inmates in developing the 
cognitive skills, attitudes, and behavior essential 
for long-term recovery from alcoholism and/or 
chemical dependency. Program participants are 
screened for treatment placement using the 
following methods: court order, re-entry review 
and/or self-referral. The three phase program is 
designed to allow reintegration from general 
population to community by transitioning to less 
restrictive incarceration, utilizing Correctional 
Options (Work Release and Electronic 
Monitoring). Participants come to the program 
voluntarily or are court ordered.  
 
The CDP operates on a modified therapeutic 
community model. Participants are typically 
housed together when possible, however the 
current structural limitation of the jail and 
population limit this. Unfortunately, the vast 
majority of research on chemical dependency 
treatment in secure settings is within prison 
settings. Jails typically house inmates with 
sentences less than a year in length. Given the 
length of the CDP, this limits eligibility for certain 
offenders with sentences shorter than program 
length and undermines evaluation.    
 
 

Program Overview 
 
• Creation of Transitions Program (2010) gives CDP access to mental health clients. 
 
• Implementation of GAIN-SS to assess clients. According to Assessments.com, “It 

serves as a short screen for general populations to quickly and accurately identify 
clients who have one or more behavioral health disorders (e.g., internalizing or 
externalizing psychiatric disorders, substance use disorders, or crime/violence 
problems), and would benefit from further assessment or referral for these issues. It 
also rules out those who would not be identified as having behavioral health 
disorders”.6 

 

http://www.moral-reconation-therapy.com/
http://www.moral-reconation-therapy.com/
http://www.gaincc.org/GAINSS
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Traumatic experiences can be 

dehumanizing, shocking or 

terrifying, singular or multiple 

compounding events over 

time, and often include 

betrayal of a trusted person or 

institution and a loss of safety. 

 Substance Abuse & Mental 

Health Services Administration 

(SAMHSA), 2012,  

 

• Program employs Motivational Interviewing (MI). According to the Motivation  
 Interviewing website, “Motivational Interviewing focuses on exploring and 
 resolving ambivalence and centers on motivational processes within the individual 
 that facilitate change. The method differs from more coercive or externally-driven 
 methods for motivating change as it does not impose change (that may be 
 inconsistent with the person's own values, beliefs or wishes); but rather supports 
 change in a manner congruent with the person's own values and concerns”.7  
  

Correctional staff have been partially trained in MI. Fidelity measures are not in 
place.   

 
• Clinical staff employ Moral Reconation Therapy (MRT). MRT is recognized as an  
 evidenced-based practice by SAMHSA's NREPP National Register of Evidence-Based  

Programs. According to SAMHSA, “Moral Reconation Therapy (MRT) is a systematic 
treatment strategy that seeks to decrease recidivism among juvenile and adult 
criminal offenders by increasing moral reasoning. Its cognitive-behavioral approach 
combines elements from a variety of psychological traditions to progressively 
address ego, social, moral, and positive behavioral growth”.8 

 

Concerns/Barriers 
 

 Resources for clients that are not deemed eligible for CDP or Transitions but whom 
still have mental health and chemical dependency needs.  
 

 Certain correctional staff have received some training in Motivational Interviewing, 
however it is not complete and fidelity tools are not in place.  
 

 Quality assurance to the fidelity of MRT is not being monitored or measured for 
TST.9 
 

 Recidivism data on CDP graduates and terminations has not been monitored for 
TST.10 2012 reports will contain this data.  
 

 Possible lead and floor staff rotation (union 
sanctioned) undermines program stability as loss 
of skill and knowledge occurs.  
 

Program Needs 
 
• Employment and education services for clients 

eligible for transition to work release or electronic 
home monitoring.  

 
• Housing and transportation (similar to   
 therapeutic court participants). 

http://www.samhsa.gov/nctic/
http://www.samhsa.gov/nctic/
http://www.samhsa.gov/nctic/
http://www.motivationalinterview.org/
http://www.moral-reconation-therapy.com/
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Findings suggest that few jails 

are operationalizing best-

practice screening processes 

for intellectual and 

developmental disabilities. 

Scheyett, Vaughn, Taylor & 

Parish, 2009, p. 13 

  
• Trauma-informed counseling.  Trauma-informed treatment increasingly is 

recognized as an important component of service delivery for substance abusers.11 
 
• Screening and treatment services for traumatic 

brain injury (TBI) and developmentally disabled 
(DD) clients.  

 

 
 
 

 
 

 

 

 

 
 
 
 
 
 
 

 
 

 
 
 
 

 

 

 

 

http://www.samhsa.gov/nctic/
http://www.ninds.nih.gov/disorders/tbi/tbi.htm
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Staffing 

County & Contracted Staff 
Contractor: Healthcare Delivery 
Services  
 
Budget in 2012 
TST       $219,194 
Total   TBD 
 
Participants 
2010                     113 
2011    108 
2012 Target   100 
 
Performance Measures 2011 
Referrals to: 
MH services   31 
CDP    108 
Domestic violence services 12 
Anger management  31 
Educational/GED  21 
Employment   134 
 

Jail Offender Re-Entry Services (ORP)  
 

These services support transition planning for 
chemically dependent and/or mentally ill inmates 
at TCCF who are returning to the community. 
Case management offer appropriate services 
based on the GAINS Re-Entry Checklist assisting 
inmates in community-based services needed 
post-release. This also includes domestic violence, 
anger management and the Turning Point 
program for female offenders dealing with sexual 
or domestic violence issues. 
 
Re-entry services, also known as prerelease 
programs, are evaluated as having a direct impact 
on recidivism.12 While almost all the research on 
re-entry is focused on prison populations, it 
appears that this same results may be applied to 
jails that provide comparable programs. Research 
indicates a positive result for employment and/or 
work release programs, substance abuse 
treatment, education programs, and for halfway 
house programs (subsidized sober housing).13 
 
 

Program Overview  
 
• Focuses on major life domains such as housing, food, medical, transportation and  

medication.  
  

• Program provides critical linkage to services that are key to reducing recidivism.14 
 
Concerns/Barriers 
 

 Capacity – not all CD/MH inmates are identified or referred. This is in part based on  
the reluctance of some offenders to disclose existing or previous diagnoses or 
medication needs to staff at pretrial or once within the jail.  
 

 Female enrollment is increasing, but housing resources are limited. This has caused 
a waitlist for the program that is sometimes undermined by the shorter sentence 
lengths and clients are released prior to services. Individuals are released prior to 
gaining access to services.  
 

http://gains.prainc.com/topical_resources/reentry.asp
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 Increasing number of clients are declining medication assistance. This has a direct 
impact on rule violations and termination when offenders start to decompensate or 
act out owing to a lack of appropriate medications.  
 

Program Needs 
 

• Resources to expand capacity. Additional case management staff would increase the 
size of the program.  

 
• Housing, transportation, and employment resources. While the intent of the 

program is to address these needs, community resources for these needs are 
limited.  
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“We need to get a job and be 

busy so we can feel good 

about ourselves.  If we learn 

that we are able to do 

something and learn how to 

get a job or keep a job - it 

will help us to be better”.  

Jail CDP Client, 2012 

Staffing 

Contracted Staff 
Contractor: Pac Mountain 
WorkSource 
 
Budget in 2012 
TST       $105,000 
Total   TBD 
 
Participants 
2010                     4 
2011    91 
2012 Target   75 
 
Performance Measures 2011 
(Final 2011 accruals not provided 
by contractor) 
Completion of Job Readiness 
Assessment    
Completion of PREP class  
Number of job applications 
Completion of Portfolio 
Number of jobs obtained  
   

Jail Re-Entry Employment Preparation 
 

 
These contracted services provide employment 
readiness services to incarcerated individuals 
with chemical dependency or mental health 
issues. To qualify inmates must have been 
diagnosed with chemical dependency or mental 
health issues and are participating in treatment 
services. Programs that assist offenders in 
obtaining employment or provide job placement 
assistance, such as referring to employers, 
teaching interview skills, etc., have been found to 
successfully reduce reoffending while 
strengthening offender’s pro-social ties to the 
community.15  
 
There was contractual break during 2012 which 
suspended services for approximately four 
months. Performance measures for this program 
have been revised for 2012.  
 
Program Overview  
 

• 91 served in 2011 at a cost of $1,312 per  
 inmate (only four served in 2010 due to  
 contractual issues). 
 

• 80 of the 91 completed services; 54 individuals or 67 percent found employment 
(although length of employment was not measured). 
 

• TCCF inmates that received both groups and 
intensive community-based services were 12 
percent more likely to be gainfully employed than 
those that only received partial services. 
 

• WSIPP estimates a taxpayer savings of $1,311 per 
participant in re-entry employment programs.16 

However, this is based on evaluations of prison 
programs and not jail programs. An overall 
taxpayer savings for Thurston County is omitted in 
this report owing to this.  
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“Employers hear the 

word ‘felon’ and think 

you are the worst 

monster in the world - we 

are not. How are we 

supposed to get a job 

with that belief?”  

Jail CDP Client, 2012 

Concerns/Barriers 
 

 This program area of the jail has experienced some contractual difficulties, which  
        resulted in a breach in services.  

 
 Lack of significant employer outreach and collaboration  remains an area of concern. 

While job readiness and preparation is good, being unable to link individuals to 
actual employers undermines the success of the program.  
 

Program Needs 
 
 Data collection needs to be improved to include 

length of employment post-incarceration, number of 
job referrals, etc. 2012 performance measures 
include these updates.  
 

 Consistent and permanently scheduled contractor 
presence in jail should be a priority. Dedicated class 
space would also help support the program 
outcomes.  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

BOCC: TST Needs Assessment & Gap Analysis             Page 60 of 144 J. La Salle  
 

Staffing 

Contracted Staff 
Contractor: South Puget Sound 
Community College 
 
Budget in 2012 
TST       $10,000 
Total   TBD 
 
Participants 
2010                     26 
2011    165 
2012 Target   140 
 
Performance Measures 2011 
(Final 2011 accruals not provided 
by contractor) 
Number obtaining a GED 
Number that pass Adult Basic 
Education     

Jail Adult Basic Education & GED Preparation 
 

These services provide academic education 
services to incarcerated individuals that address 
lower levels of literacy or lack of high school 
diploma. To qualify inmates must have been 
diagnosed with chemical dependency or mental 
health issues and are participating in treatment 
services. 
 
WSIPP estimates a taxpayer savings of $5,238 per 
participant in educational programs.17 However, 
like employment programs, this is based on 
evaluations of prison programs and not jail 
programs. An overall taxpayer savings for 
Thurston County is omitted in this report owing to 
this. 
 
Concerns/Barriers 
 

 Contractual breaks have undermined  
 program delivery.  
 

 Data on participants experiencing an arrest while in-program has not been collected 
to date. It is included in 2012 performance measures.  

 
Needs 
 
 Stable and permanently assigned space to conduct class.  

 
 Technology and supplies to support program.  
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Notes – TCCF 
 
1 Bond, B. & Gittell, J. (2010). Cross-agency coordination of offender reentry: Testing collaboration outcomes. 
Journal of Criminal Justice, 38, 18-129. 
2 Wormith, J.S., Althouse, R., Simpson, M., Reitzel, L., Fagan, T. & Morgan, R. (2007). The rehabilitation and 
reintegration of offenders: The current landscape and some future directions for correctional psychology. 
Criminal Justice and Behavior, 34, 879-892. 
3 Latessa, E. & Lowenkamp, C. (2005). What are criminogenic needs and why are they important? For The 
Record, 4, 15-16.  
4 Ibid 
5 WSIPP (2012) provides data regarding return on investment for drug treatment in prison, but clearly 
reports that this is not to be interpreted for drug treatment in jails. Jails data is still under evaluation. This 
sum is only included here as a possible correlation to the TCCF CDP.  
6Assessment.com. (n.d.). Brief introduction to the GAIN-SS and Assesssments.com. Retrieved from 
http://www.assessments.com/assessments_documentation/gain_ss/GAIN%20SS%20Fact%20Sheet.pdf 
7 Motivational Interviewing. (2011). An overview of motivational interviewing. Retrieved from 
http://www.motivationalinterview.org/Documents/1%20A%20MI%20Definition%20Principles%20&%20A
pproach%20V4%20012911.pdf  
8 SAMHSA’s National registry of Evidence-Based Programs & Practices. (2012). Moral reconation therapy. 
Retrieved from http://www.nrepp.samhsa.gov/SearchResultsNew.aspx?s=b&q=MRT 
9 This does not imply that measurements are not in place external to TST – only that the data is not being 
collected for TST at this time.  
10 Ibid 
11 Capezza, N. & Najavits, L. (2012). Rates of trauma-informed counseling at substance abuse treatment 
facilities: Reports from over 10,000 programs. Psychiatric Services, 63(4), 390-394. 
12 Case, B., Steadman, H., Dupuis, S. & Morris, L. (2009). Who succeeds in jail diversion programs for persons 
with mental illness? A multi-site study. Behavioral Sciences and the Law, 27, 661-674. Colgan, B. (2006). 
Teaching a prisoner to fish: Getting tough on crime by preparing prisoners to reenter society. Seattle Journal 
for Social Justice, 293, 1-56. 
13 Seiter, R. & Kadela, K. (2003). Prisoner reentry: What works, what does not, and what is promising. Crime & 
Delinquency, 49(3), 360-388. 
14 Case, B., Steadman, H., Dupuis, S. & Morris, L. (2009). Who succeeds in jail diversion programs for persons 
with mental illness? A multi-site study. Behavioral Sciences and the Law, 27, 661-674. Colgan, B. (2006). 
Teaching a prisoner to fish: Getting tough on crime by preparing prisoners to reenter society. Seattle Journal 
for Social Justice, 293, 1-56. 
15 Ibid 
16 Lee, S., Aos, S. Drake, E. Pennucci, A., Miller, M. & Anderson, L. (2012). Return on investment: Evidence-based 
options to improve statewide outcomes. Olympia, WA: WSIPP. 
17 Ibid 
 
 

 
 
 
 
 
 
 
 
 
 
 

http://www.assessments.com/assessments_documentation/gain_ss/GAIN%20SS%20Fact%20Sheet.pdf


 

BOCC: TST Needs Assessment & Gap Analysis             Page 62 of 144 J. La Salle  
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Public Health & Social Services (PHSS)  
 

The historic role of public health and social services has been in addressing community 

concern in assuring conditions in which people can be healthy; a collaboration of entities 

that work towards the health and well-being of the population. This system is often seen 

through a public lens as parallel but separate from the principles of criminal justice, yet 

both seek a similar mission of maintaining community welfare and safety. In fact, the two 

systems are securely interwoven and share many of the same clients.  

Thurston County Public Health & Social Services (PHSS) has long recognized this symbiotic 

relationship and has worked where possible in addressing both prevention and 

intervention throughout the continuum of public health services. In the face of increasing 

state and federal cuts since 2008, PHSS has faced daunting program cuts and potential 

eliminations. TST funding was able to supplant lost funding in a few cases and expand 

other services in recognition of the interdependent relationship between chemical 

dependent and/or mental health clients, both adult and juvenile, and the criminal justice 

system. Like the Thurston County Correctional Facility, PHSS values the intrinsic worth of 

partnering systems with a comprehensive approach that targets a mutual goal.  
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Staffing 

County & Contracted Staff 
Contractor: Behavioral Health 
Resources (BHR) 
 
Budget in 2012 
TST       $393,061 
Total   $667,896 
 
Participants 
2010                     82 
2011    76 
2012 Target   75* 
 
* Contract terminated on 5/31/12. 
Pending a new provider, 2012 targets 
are on hold.  
 
Graduation Rate in 2011 
National    TBD 
Thurston County  60% 
 
Recidivism Rate in 2011 
State    30%1 
Thurston County  28.3% 
 
Taxpayer Savings 
Per Participant   $7,138 
 
Total 2010 $585,316 
Total 2011 $542,488 
Total 2012 TBD 
 
Total                                       $1,127,804 

Multisystemic Therapy (MST) 
 

Multisystemic Therapy (MST) is a program used 
with severely behaviorally challenged and 
substance-abusing juvenile offenders and at-risk 
youth age 11-17. Therapy focuses on promoting 
positive social behavior while decreasing 
antisocial behavior and can occur in a home, 
school or other community setting. MST is family-
oriented, based on the philosophy that the most 
effective and ethical route to help youth includes 
helping their families. 
 
MST is one of TSTs principal evidence-based 
practices. Quality assurance and fidelity to the 
model are monitored very closely by PHSS and the 

Division of Public Behavioral Health and Justice 
Policy (PBHJP).2  
 
Program Overview  

 TST was able to sustain the program after  
       the initial Washington State Department of  
       Social  & Health Services (DSHS) Children’s   
       Mental Health EBP pilot grant ended in  
       2009. 
 

 Contract with BHR was terminated on May  
31, 2012 owing to  model drift and 
declining adherence scores.  

 
• PHSS and the Division of Behavioral Health  
 and Recovery (DBHR) are currently  
 exploring the feasibility of amending the  
 Children’s Mental Health EBP Pilot  
 contract, which will allow adequate time  

 (and funding) to re-engage community stakeholders and to select a new MST  
provider.3 

 
Concerns/Barriers 

 There was some 2011 model drift which ultimately ended the contractual 
agreement between BHR and PHSS. It should be noted that extensive efforts were 
put in place to correct drift prior to making a decision to end the contract.  
 

http://mstservices.com/index.php/what-is-mst/evidenced-treatment
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 County does not currently have an identified provider. The lack of services impacts 
early intervention outcomes.   
 

Program Needs 

• Primary need is to find a new contractor.  

 Ability to refer clients that do not meet the MST eligibility criteria to other family 
counseling options such as Functional Family Therapy (FFT).  
 

 Respite care for families in crisis. Respite care is typically provided to families with 
children with developmental problems and chronic illness.4 Families with children 
experiencing emotional and behavioral problems report the need for respite care as 
a top priority.5  
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Staffing 

County & Contracted Staff 
Contractors: Catholic Community 
Services, University of Washington 
 
Budget in 2012 
TST       $273,684 
Total   $530,532 
 
Participants 
2010                      126 
2011    50 
2012 Target   50 
 
Completion Rate in 2011 
Thurston County  TBD7 
 
Performance Measures 20118 
School attendance         Pre 77% 
           Post 82% 
Arrests           Pre 41% 
           Post 59% 
Substance abuse         Pre 18% 
           Post 18% 
Emotional &  
Behaviors functioning          Pre 82% 
           Post 77% 
Suicidal ideation                    Pre 75%  
           Post 44%  
Suicide attempts         Pre 36% 
           Post 13% 
Overall Fidelity                 80% 

Thurston County Wraparound Initiative (TWI)  
 
The Thurston High-Fidelity Wraparound Initiative 
(TWI) provides services to support families with 
children who are at high risk for criminal justice 
involvement due to complex problem behaviors 
and/or mental illness. School age children who 
are affected by mental illness and/or substance 
abuse and who have been juvenile justice 
involved or are at risk for justice system 
involvement are eligible for the service. TWI 
services are typically provided to families for a 
maximum duration of 12-18 months. 
 
Wraparound is a philosophy and a planning 
process – not a therapeutic program. Cowlitz, 
Grays Harbor and Skagit counties have similar 
pilot programs.  
 
Wraparound is considered a promising practice 
and is currently being reviewed by the Substance 
Abuse and Mental Health Services Administration 
(SAMHSA) for inclusion in the National Registry of 
Evidence-based Programs and Practices (NREPP).  
 
Program Overview  
 
• Evaluation on-going with University of  
 Washington. Current model fidelity is 80  
 percent which exceeds the national mean of  
 77 percent. Current performance measures  
 are comparable to published outcomes  
 research on Wraparound.9  
 

• Increased capacity in 2011 with assistance 
of Thurston Mason Regional Support Network (TMRSN) by increasing adding 
Medicaid funded slots. Capacity was expended from 30 to 42 families.  

 
• Strong community partnerships with juvenile justice and child welfare systems, as 

well as non-profit organizations.  
 

• Local completion rates will be available in the near future. Wraparound supports 
typically last 12-18 months, the majority of youth/families who are fully engaged 
and most likely to meet their wraparound/referral goals have not yet completed 
services.   

http://www.nwi.pdx.edu/
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Concerns/Barriers 
 
     The temporary closure of the MST program may shift referrals to TWI.  

 
     The small sample size (N=17) used to calculate performance measures limits findings  

    and results should be considered preliminary.   
 

Program Needs 
 
• Like MST, parents and guardians have reported a need for respite care.  
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Consistent NFP program 
effects:  
 

• Improved prenatal 
health 

• Fewer childhood 
injuries 

• Fewer subsequent 
pregnancies 

• Increased intervals 
between births 

• Increased maternal 
employment 

• Improved school 
readiness 

 
NFP, 2012 

Staffing 

County  
 
Budget in 2012 
TST       $245,012 
Total   $740,874 
 
Participants 
2010                      113 
2011    127 
2012 Target   100 
 
Completion Rate in 2011 
National   45%10 
Thurston County  38% 
 
Taxpayer Savings  
Per Participant   $6,219 
 
Total 2010 $702,747 
Total 2011 $789,813 
Total 2012 $621,900 (anticipated) 
 
Total                                       $2,114,460 

Nurse Family Partnership (NFP)  
 
Nurse Family Partnership (NFP) is a voluntary 

evidence-based home visitation program that 

serves young, low income, first time mothers. NFP 

has been shown to produce favorable outcomes 

including fewer substantiated reports of child 

abuse and neglect; fewer maternal behavior 

problems due to alcohol and drug use; fewer 

maternal arrests; children who grow up to have 

fewer arrests and substance abuse problems as 

teenagers; and less family dependence on public 

assistance programs.11 Home visits are conducted 

by specially trained registered nurses. NFP 

participants enter the program during pregnancy 

and typically complete the program when their 

child turns two years old.  A range of activities 

occur during each home visit including teaching 

parents skills that promote safe forms of child 

discipline; providing educational materials about 

child development; referrals to other services 

including substance abuse treatment or mental 

health services; and building parental skills that 

promote nurturing and attachment.  

Program Overview  

 EBP program with strong national data based on 
three longitudinal studies.12 
 

 Considered a prevention program with positive 
outcomes in secondary participants (mothers) 
such as crime reduction, education completion, 
improved earnings and stronger overall economic 
standing.13  
 

 Good community collaboration. 

 Average age of participant is 18 – younger than 
national average (implies positive trends towards 
earlier involvement).   
 

http://www.nursefamilypartnership.org/proven-results
http://www.nursefamilypartnership.org/
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TST NFP performance 

measures include: 

• Referrals to MH 

services 

• Referrals to CD services 

• Increase in nurturing 

behaviors 

• Reduction in 

postpartum depression 

• Healthy stress 

management 

• Child Protective Service 

referrals 

• Reduction in substance 

abuse 

Concerns/Barriers 

 Community need is high, however referrals 

are inconsistent. There are periods when 

there is a waitlist and others periods when 

there is room for new participants. 

 

 Outreach and marketing to obstetricians and 

other similar resources may improve 

referrals.  

Program Needs 

• Mental health services; clients have difficulty 

reaching out for help (stigma) and when they 

do receive referrals to mental health services, 

wait times and service availability often 

dissuades them from seeking support.   

• Case management support through a designated social worker. This position was  

vacated in 2011 at PHSS and has not been filled.  

• Contingency funds for necessities. National standards suggest that NFP provide 

assistance with basic necessities such as diapers and other infant needs, however 

funding at the local level for such items is sporadic and unpredictable.  
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Staffing 

County & Contracted 
Contractor: Educational School 
District (ESD) 113 
 
Budget in 2012 
TST       $157,895 
Total   $349,555 
 
Participants 
2010                      4514 
2011    256 
2012 Target   200 
 
Completion Rate in 2011 
National   47%15 
Thurston County  60% 
 
Performance Measures 2011 
Referral sources           8 
Referral source by school district     7 
Prior Arrest      45% 
Completion rate     60% 
Reduced substance abuse (post):  

Alcohol   27.7% 
Binge drinking      18% 
Marijuana   38.2% 

School attendance                Pre 34.9% 
        Post 36.7% 

Youth Outpatient Chemical Dependency Treatment (YOT)  
 
Youth Outpatient Chemical Dependency 
Treatment (YOT) provides services to substance 
abusing youth who voluntarily agree to engage in 
treatment. Treatment is provided using evidence-
based practices, on-site at participating local 
Thurston County schools.  An assessment and 
individualized treatment plan is completed for 
each participating youth. Depending on the 
treatment plan, intensive outpatient treatment 
(more than once per week), individual family 
sessions and regular urinalysis (UA) testing may 
occur.  YOT staff utilizes Motivational 
Interviewing techniques to build participant 
confidence that they can make behavior changes, 
in addition to maintaining individual engagement 
in treatment. Families of youth served by YOT are 
provided with education through family nights 
where topics including behavior management and 
options for other supportive services are 
discussed.  
 
Program Overview  
 

• Early intervention program with  
              community-based treatment.  
 

• Youth have typically had some contact with  
 juvenile justice system. If not with the  
 juvenile justice system, then school 

behavior with a nexus to chemical dependency was identified.  
 

• Staff retention and client engagement has  improved with 2011 management 
changes. This has a direct impact on program consistency and client retention.  
 

Concerns/Barriers 
 
 Access and services to all school districts in the county. Not all school districts  

take advantage of this program and some have their own programs; e.g. Olympia School 
District.  

 
 It is unclear how ESD 113 measures fidelity to Motivational Interviewing. This data is 

not collected by TST.  
 

http://www.motivationalinterview.org/Documents/1%20A%20MI%20Definition%20Principles%20&%20Approach%20V4%20012911.pdf
http://www.motivationalinterview.org/Documents/1%20A%20MI%20Definition%20Principles%20&%20Approach%20V4%20012911.pdf
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 Similar to concerns with JDC, NA/AA groups are not well-liked by participants. 
Research indicates that these adult groups are not appropriate for youth.16 

 
Program Needs 
 
• Access and transportation to low cost and/or free safe and sober activities. 
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Staffing 

County & Contracted 
Contractor: St. Peter’s Hospital 
 
Budget in 2012 
TST       $147,368 
Total   $310,368 
 
Participants 
2010                      2517 
2011    70 
2012 Target   60 
 
Completion Rate in 2011 
Thurston County  86% 
 
Performance Measures 2011 
Referral numbers  70 
Referral sources:    
• Emergency room   26 
• ICM    35 
• Involuntary TX Specialist  9 

Days to admission  1-2 
 

Chemical Dependency Detoxification Services (Detox)  
 

Chemical dependency detoxification services 
(detox) are provided on a voluntary basis to 
individuals who are experiencing a medical crisis 
that necessitates inpatient monitoring of alcohol 
and/or drug withdrawal symptoms. Substance 
use disorders affect the brain and body, therefore 
symptoms of withdrawal can manifest as safety 
concerns and be potentially life-threatening (e.g. 
seizures, increased heart rate, depression, panic, 
suicide, aggression). Detox services are short-
term, occurring over a few days, and provide: 1) 
screening and assessment - to address what 
substances are present and what other 
medical/mental health conditions are present, 2) 
stabilization - the individual having a physically 
drug-free body, and 3) preparation for treatment 
- which can include providing information about 
how treatment works, fostering willingness to 
enter treatment through science-based 
motivational techniques, and referrals to 
community resources that aid in access to 
treatment services. 
 
This program facilitates bed access at St. Peter’s 

Hospital and allows for initial referral services. Clients are identified by the Co-Occurring 
Disorders Intensive Case Manager (ICM), law enforcement, emergency room medical staff, 
and the Involuntary Commitment Specialist for Thurston County.   
 
Program Overview  
 

• This is a medically-monitored program and provides more extensive services than 
social detoxification centers. 
 

• This program has not been evaluated for return on investment.  

• Wait time for bed access has decreased since the inception of this program.  

• ER visits and reductions in ER services now being monitored as additional 
performance measures 
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Concerns/Barriers 
 
 Detox remains in high demand despite reduced wait periods. 

 Only one detox option for the county. 

Program Needs 
 
• Indirect access to resources such as housing, employment, and education services 

for referral purposes. Program staff report that the lack of adequate housing 
resources and/or shelter facilities and a lack of residential facility in-patient beds 
for referral upon completion of detox are continual challenges. These obstacles also 
undermine an individual’s commitment to sobriety.   
 

• Increased access to detox beds (capacity).  
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Staffing 

County & Contracted 
Contractor: Behavioral Health 
Resources (BHR) 
 
Budget in 2012 
TST       $105,804 
Total   $105,804 
 
Participants 
2010                      4818 
2011    115 
2012 Target   60 
 
Completion Rate in 2010 
Thurston County  63% 
 
Performance Measures 2011 
# of case management clients   106 
# of brief therapy clients 115 
# of groups clients  130 
# of client placed in treatment:  

• Inpatient   10  
• Outpatient   16 

# of clients placed in mental health 
treatment: 

• Inpatient   7 
• Outpatient   9  

New arrest (in program) 2.6%  
 

 

Co-Occurring Disorders Case Management & Brief Treatment 

(COD)  
Co-Occurring Disorders Case Management and 
Brief Treatment (COD) provides services to 
individuals with a mental health and chemical 
dependency diagnoses who are experiencing a 
health crisis requiring inpatient care. A COD 
treatment specialist provides support to 
individuals being released from inpatient mental 
health care while they await access to chemical 
dependency and/or mental health treatment. COD 
participants are screened for co-occurring 
disorders, assessed to develop treatment 
recommendations, referred for the level of care 
needed, linked with support services and 
provided with individual and/or group brief 
treatment as appropriate. COD staff utilizes 
Motivational interviewing techniques to build 
participant confidence that they can make 
behavior changes, in addition to, maintaining 
individual engagement while awaiting access to 
treatment.  
 
COD participant typically are multi-system users 
who come to the attention of law enforcement 
and local hospital emergency departments due to 
behaviors and health issues connected to their 
mental illness or substance use. Services provided 
to COD participants most often occur among 
those with severe symptoms/disorders that 
seriously impair them in social, occupational 
and/or school functioning. COD participants often 

face challenges to engaging in treatment ranging from lack of health insurance coverage to 
waiting lists for residential treatment beds. 
 
Program Overview  
 

• Completion rate was not a contracted deliverable. 2010 rate is provided.  

• This program has not been evaluated for return on investment (ROI). 

 

• Motivational Interviewing is used by contracted staff. Fidelity to the principles of 
Motivational Interviewing is measured using the Motivational Interviewing 
Treatment Integrity 3.0 (MITI 3.0) tool, administered at least semi-annually by the 

http://www.motivationalinterview.org/Documents/1%20A%20MI%20Definition%20Principles%20&%20Approach%20V4%20012911.pdf
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COD Case Management & Brief Treatment Specialist supervisor, and involves either 
a taped client session with the COD-CMBT therapist, or a direct observation of the 
client/therapist session. In 2011, the MITI 3.0 was administered four times and 
should average or above average competency in MI interventions.  
 

• Recent creation of brief treatment group (a single 60 minute psycho-educational 
group where participants are educated on specific topics related to chemical 
dependency and co-occurring disorders) at Evaluation & Treatment Center which is 
showing promising results in increased self-reporting of mental illness and/or 
substance abuse.  
 

• Strong and expanding collaboration between partners.  

Concerns/Barriers 
 
 On July 31, 2011, the adult co-occurring disorders program at BHR closed due to low 

Medicaid reimbursement. This BHR program was the only integrated adult 
outpatient co-occurring disorders program in Thurston County serving primarily 
low-income and Medicaid clients. As 100% of COD clients meet clinical criteria for a 
co-occurring disorder, this limits placement options for outpatient treatment 
services. Clients must now be placed out of county.  

 
Program Needs 

 
• Funding for treatment for those that do not qualify for Medicaid. 

• Housing and/or shelter care for graduates. Homelessness is a barrier to continued 
sobriety and is one risk factor, that when combined with others, may contribute to 
recidivism.  
 

• Transportation. Many COD participants do not have the means to travel to and from 
treatment or safe and sober locations. This is particularly true for rural individuals.   
 

• Contingency funds to assist with basic necessities and housing application fees. 
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Staffing 

County & Contracted 
Contractor: Northwest Resources 
 
Budget in 2012 
TST       $83,128 
Total   $83,128 
 
Participants 
2010                      4519 
2011    114 
2012 Target   120 
 
Completion Rate in 2010 
Thurston County  91% 
 
Performance Measures 2011 
Referral sources  13 
# of client placed in treatment:  

• Inpatient   70  
• Outpatient   37 

# of clients placed in mental health 
treatment: 

• Inpatient   0 
• Outpatient  2  

Emergency Room  visit 
• Pre-Service   48% 
• Post-Service  26% 

New arrest (in program) 2.6%  
 

 

Co-Occurring Disorders Intensive Case Management (ICM)  
 

Co-Occurring Disorders Intensive Case 

Management (ICM) provides services to support 

stabilization and recovery of individuals with a 

mental health and chemical dependency 

diagnoses. Those served typically are multi-

system users who may come to the attention of 

law enforcement due to behaviors connected to 

their mental illness or substance use. Case 

management services increase participant access 

to services that improve their level of functioning 

which can prevent or reduce future psychiatric 

hospitalizations, emergency room visits and level 

of criminal justice system involvement.  

This program is distinct from Co-Occurring 

Disorders Case Management & Brief Treatment 

(COD-CMBT), although the ICM case manager 

frequently refers clients to COD and Detox.  

The case manager provides a single point of 

contact for participants and utilizes the nationally 

recognized 4-Quadrant Model to classify severity 

of disorder and level of care coordination 

needed.20 The case manager also conducts 

outreach to identify eligible individuals, identifies 

needed treatment services, utilizes Motivational 

Interviewing techniques to maintain participant engagement while awaiting access to 

treatment, and acts as liaison with other providers to link participants with needed support 

services. ICM serves individuals in crisis and focuses on providing access to treatment in 

the least restrictive setting possible. 

ICM success requires strong partnerships with collateral providers such as Department of 
Social & Health Services (DSHS), Sea Mar, Behavioral Health Resources, Thurston County 
Syringe Exchange Program, etc.  
 
 
 
 
 

http://www.thenationalcouncil.org/galleries/resources-services%20files/5.%20Four%20Quadrant%20Diagram.pdf
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“Reaching out to ICM…It’s the 

best thing I ever done for 

myself”.  

 ICM Client 2011 

 
 
Program Overview  
 
• Return on investment is not evaluated.  

 
• Recently awarded recognition from TST Executive 

Team for program excellence (2012). 
 

• Strong partnerships and collaboration with state and local organizations. 

Concerns/Barriers 
 
 Motivational Interviewing is used by the ICM case manager, however fidelity is not  
            currently measured.  
 
       Continued concern about possible future reductions in  

Alcohol and Drug Abuse Treatment & Support Act (ADATSA) funding that would 
directly impact inpatient and outpatient treatment options. 
 

Program Needs 
 

• Similar to most programs that provide services to individuals with mental illness 
and/or substance abuse, the lack of housing, employment and transportation 
resources undermines program success. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://www.dshs.wa.gov/onlinecso/ADATSA.shtml
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Staffing 

Contracted 
Contractor: Healthcare Delivery 
Systems 
 
Budget in 2012 
TST       $102,884 
Total   $451,284 
 
Participants 
2010   Adults 1288 
  Youth 156     
2011  Adults 1306 
  Youth 162   
2012 Target Adults 1500 
  Youth 120    
 
Performance Measures 2011 
Adults enrolled in outpatient     234 
Youth enrolled in outpatient       76 
Adults w/Medicaid Application  
Completed in jail                       93 

 

 

Mentally Ill Offender Services (MIO/JMIO)  
 

The Mentally Ill Offender Program (MIO) provides 
mental health and crisis services to incarcerated 
adults in the Thurston County jail. Individuals who 
meet the criteria of a “priority population”, due to 
acute or chronic mental illness as defined by WAC 
388-865-0215, are eligible for program services.  
MIO services include:  1) identification of 
incarcerated adults who are mentally ill and in 
need of mental health services; 2) on-site crisis 
services; 3) referrals to other key services such as 
outpatient mental health treatment; 4) enrollment 
in publicly funded benefits (e.g. Medicaid or SSI) 
which may help participants access needed 
services when released from jail; and 5) when 
appropriate, diversion alternatives to 
incarceration including Thurston County Mental 
Health Court. 
 
Similar to the adult MIO program, the Mentally Ill 
Juvenile Offender Program (MIJOP) provides on‐
site services to youth in Thurston County Juvenile 
Detention. Services include identification, 
diversion, referral, and family support to help 

youth re‐engage successfully in the community. 
 
Concerns/Barriers 
 

 There is a lack of program information and data that explains and/or supports a 
clear relationship to TST. While it is clear that this program provides services to the 
mental health population, it unclear what the performance measures and outcomes 
should be to correlate with TST goals.   
 

 Owing to a lack of data, it is not possible to relate this program to state or national 
comparatives.  

 
Needs 
 

• None reported by program staff.  
 
 
 

http://apps.leg.wa.gov/wac/default.aspx?cite=388-865-0215
http://apps.leg.wa.gov/wac/default.aspx?cite=388-865-0215
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Staffing 

Contracted 
Contractor: Healthcare Delivery 
Systems 
 
Budget in 2012 
TST       $191,850 
Total   TBD 
 
Participants 
2010                      406 
2011    233 
2012 Target   100 
  
 
Performance Measures 2011 
Completed Re-Entry Checklists    133 
Completed Release Plan      101 
Referrals to MH Court         71  
Completed Pre-Trial Diversion Plan 
           46  

 
 

Jail Mental Health Services (Weekend Crisis)  
 

These contracted services are for any inmate 
incarcerated that has been diagnosed with co-
occurring mental illness and chemical 
dependency, or only mental illness. Some inmates 
may be referred to the therapeutic courts and 
others are offered case management services if 
they leave incarceration. Services include 
assessment, medication management, and case 
management and transition services to re-entry 
programs. This program is directly linked to the 
Mentally Ill Offender Services (MIO) that is 
operated through Public Health & Social Services 
within the jail (please see Page 78).  
 
Program Overview  
 
• This is both a direct service and referral  
 service. WSIPP has not evaluated this  
 particular service.  
 
• While this program does not involve specific  
 evidence-based practices, it does provide  
 critical support and stability to individuals 

referred to other TST supported programs.21 

 

Concerns/Barriers 
 

 Many inmates possess limited marketable work experience, low levels of education  
 or vocational skills, and many health-related issues.  Many of these problems co-occur 
and are exacerbated by the simultaneous presence of other problems.22   

 
 Lack of housing for inmates re-integrating into society and access to affordable 

prescription medication continues to be two issues that present significant 
challenges.  Despite the availability of cheaper housing, prices are still more than 
what most inmates can afford.23   

 
 Along with housing, medication costs are another hurdle that inmates have difficulty 

clearing.  Prescribed medications are often essential in assisting inmates with their 
reintegration back into society and many are unable to afford necessary 
prescriptions upon initial release.24 
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Notes – PHSS 
 
1 Mayfield, J. (2011). Multisystemic Therapy outcomes in an evidence-based practice pilot. Olympia: WSIPP.  
2Public Behavioral Health and Justice Policy. (2008). Projects and grants. Retrieved from 
http://depts.washington.edu/pbhjp/projects/mst.php 
3 Freedman, M. (personal communication, May 15, 2012).  
4 Bruns, E. & Burchard, J. (2000). Impact of respite care services for families with children experiencing 
emotional and behavioral problems. Children’s Services: Social Policy, Research, and Practices, 3(1), 39-61. 
5 Ibid  
6 TWI was only partially funded in 2010.  
7 Local completion rates are pending the results of the first cohorts. This should be available in 2012.  
8 The outcome data that is currently available comes from a small sample (N=17) and spans the “upstart” of 
wraparound in Thurston County. Most results are not statistically significant. Results should be considered 
preliminary.  
9 Bruns, E. & Suter, J. (2010). Summary of the Wraparound evidence base: April 2010 update. Retrieved from 
http://www.nwi.pdx.edu/NWI-book/Chapters/Bruns-3.5-%28evidence-base%29.pdf 
10 Thaller, G. (personal communication. May 14, 2012). Ms. Thaller indicated that this rate was provided by 
the Washington NFP liaison.  
11 Eckenrode, J., Campa, M., Luckey, D., Henderson, C., Cole, R. et al. (2010). Long-term effects of prenatal and 
infancy nurse home visitation on the life course of youths: 19-year follow-up of a randomized trial. Archives 
of Pediatrics & Adolescent Medicine, 164(1), 9-15. 
12 Nurse Family Partnership. (2012). Trial outcomes. Retrieved 
fromhttp://www.nursefamilypartnership.org/proven-results/published-research  
13 Ibid 
14 YOT was only partially funded in 2010. 
15 SAMHSA. (2011). Treatment discharges: Latest data. Retrieved from 
http://www.samhsa.gov/samhsanewsletter/Volume_17_Number_4/TreatmentDischarges.aspx 
16 National Council of Juvenile and Family Court Judges. (2010). Sober support: Groups in your juvenile court. 
Retrieved from 
http://ncjfcj.webfactional.com/sites/default/files/using%20sober%20support%20groups.pdf 
17 Detox program was only partially funded in 2010. 
18 COD was only partially funded in 2010.  
19 ICM was only partially funded in 2010.  
20 National Council for Community Behavioral Healthcare. (2012). Models of integrated care. Retrieved from 
http://www.thenationalcouncil.org/cs/best_practices_programs 
21 Bureau of Justice Assistance. (2010). Improving responses to people with mental illnesses. New York: The 
Council of State Governments Justice Center. 
22 Stewart, B. (2012). Mentally Ill Offender Program: 3rd Trimester and year-end 2011 progress and 
performance measures report. Olympia, WA: TCCF.  
23 Ibid 
24 Ibid 

 
 

 

 

 

 

http://depts.washington.edu/pbhjp/projects/mst.php
http://www.nwi.pdx.edu/NWI-book/Chapters/Bruns-3.5-%28evidence-base%29.pdf
http://www.samhsa.gov/samhsanewsletter/Volume_17_Number_4/TreatmentDischarges.aspx
http://ncjfcj.webfactional.com/sites/default/files/using%20sober%20support%20groups.pdf
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Needs Assessment  
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Data Collection 
Information was collected for the 2012 Needs Assessment Report from various sources 

including focus groups, key informant interviews, client interviews, and community 

stakeholder interviews. This data collection was supplemented with comprehensive site 

visits, an extensive literature review, and secondary data analysis.  

Key Informant Interviews (County & Contracted Providers), N=39 

 Alternatives Professional Counseling 
 Behavioral Health Resources 
 District Court 
 DUI/Drug Court 
 ESD 113 – True North 
 Family Recovery Court 
 HealthCare Delivery Systems 
 Intensive Case Management – Northwest Resources 
 Juvenile Court 
 Juvenile Drug Court 
 Mental Health Court 
 Pierce County Alliance 
 Pre-Trial Services (Superior Court) 
 Prosecuting Attorney’s Office 
 Public Health & Social Services 
 Office of Assigned Council 
 Saint Peter’s Chemical Dependency Center 
 Sheriff’s Office 
 Superior Court 
 Veterans’ Court  

 
Focus Groups, N=39  

 Chemical Dependency Program (in-custody, CDP) 
 Drug/DUI Court (DDC) 
 Family Recovery Court (FRC)  
 Juvenile Drug Court (JDC) 
 Mental Health & Veterans’ Court (MHC/VC combined) 
 True North ESD 113 

 
Individual Client Interviews, N=12 
 

 Family Recovery Court 
 Intensive Case Management 
 Juvenile Drug Court 
 Mental Health Court 
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 Nurse Family Partnership 
 Veterans’ Court 

 
Community Stakeholder Interviews, N=8 
 

 Capital Clubhouse 
 Catholic Community Services1 
 Celebrate Recovery 
 Community Ministries 
 Community Youth Services 
 TOGETHER 
 Union Gospel Mission 
 Within Reach 

 

Analysis 
Following the completion of all interviews and focus groups, the data was reviewed using 

an informal grounded theory research method that allows for conceptualization of hidden 

structure social patterns through the process of constant comparison.1 The goal is to 

produce emergent and salient themes that accurately demonstrate current programmatic 

and service needs within the county.  

It should be noted that the nonrandom nature of the interview sample does not permit a 

statistically valid analysis of all community mental health and chemical dependency needs. 

The information gathered is inferential, rather than scientific, and may be deemed useful in 

identifying internal and external needs.  

The response rate for county and county contracted key informant interviews was 100 

percent of those invited to participate. Participants were selected based on their position 

within the programs. The group includes elected officials, administrators, program 

managers, and service delivery staff.  

Focus groups were organized to permit a snapshot of client experience throughout the 

continuum of programming and include both youth and adults.  

Some barriers were encountered when reaching out to clients. Despite many 

improvements to the quality and effectiveness of mental health and chemical dependency 

services over the last sixty years, a perception of stigma remains. Clients were not asked 

about their individual histories, but rather their system experience and perceived 

community needs.  
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69 % of key informant 

interviewees expressed a 

need for expanded treatment 

services. 

64 % of interviewees reported 

that all therapeutic courts are in 

need of education and 

employment support for 

participants. 

Key Informants – County & County Contracted2  
 

 69 percent expressed a need for treatment 

services. This includes broadening access to 

treatment resources, adding in-house 

providers, and expanding therapeutic solutions 

to include family counseling, trauma-informed 

care, and services for traumatic brain injury 

(TBI) and developmentally disabled (DD) clients.  

 

 64 percent expressed a need for education and employment services. This includes 

basic skills, education (GED and system navigation), employment skills and 

employment services.  

 

 59 percent expressed a need for housing resources. This includes housing vouchers, 

expansion of housing resources, and broadening housing options to include 

specialized housing support for the mentally ill.  

 

 44 percent felt there was a need to expand their programs to accommodate waitlists 

and serve a larger portion of clients in need. Three of the 17 felt that there was a 

need to expand service base, but not necessarily capacity.   

 

 41 percent reported that transportation  

    was a significant barrier to eligibility and 

to program success for clients. This is 

particularly prevalent in the rural areas of 

the county.  

 

 26 percent reported that accessible and affordable medical and dental services are 

needed. This includes preventive and reconstructive dental, as well as medications 

and medication management in addition to emergency services.   

 

 23 percent reported the need for a contingency fund for their program that would 

allow for assistance with basic necessities, utility and rent assistance, application 

fees, and other financial needs as they relate to a client’s stability and eventual 

success.  

 

 21 percent expressed a need for a mentoring program.  
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59% of county and 

contracted 

interviewees 

expressed a need for 

housing resources: 

increased access, 

wider 

screening/eligibility, 

and housing for MH 

population.  

 15 percent reported a need for a program case manager an d related case 

management services. System navigation and access to existing resources present 

significant barriers to clients and is perceived to have a direct impact on program 

completion and post-program success.  

 

 10 percent indicated that they would like to access training 

activities directly related to service delivery to adults and 

children with mental health and/or substance abuse 

problems, as well as training specific to therapeutic courts.  

 

 10 percent reported the need for a data analyst/grant 

writer.   

 

Additional comments include centralizing drug testing services 

and expanding testing hours, crisis respite care, expanding programs for youth, reducing 

the burden of legal financial obligations (LFOs), centralizing resources for all therapeutic 

courts, and consolidating oversight of the therapeutic courts into a singular administrative 

organization.  

Figure 5 - County & Contracted Needs 
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100% of all TST 

clients reported that 

substance abuse 

and/or mental health 

issues are a 

significant, if not a 

main, factor behind 

societal problems in 

the county. 

50% reported that the 

programmatic support 

of the therapeutic courts 

is and/or was critical to 

their success. 

“You have to almost have a 

degree to know how to 

access help”.  

Therapeutic Court Client, 2012 

 

Individual Client Interviews3 
 

 100 percent of therapeutic court clients reported that 

substance abuse and/or mental health issues are a 

significant, if not a main, factor behind societal 

problems in the county.  

 

 67 percent of clients feel that the economy is major 

community concern. This includes unemployment, 

increasing poverty, and homelessness. 

 

 50 percent of clients felt that the greatest hardship facing children in the county is 

exposure to and victimization by domestic violence.  

 

 50 percent reported that the programmatic support of  

              the therapeutic courts is and/or was critical to their  

              success.  

 

 42 percent of clients reported that substance abuse is  

              not only an adult problem, but a serious adolescent  

              problem.  

 

 42 percent participated in previous substance abuse 

interventions before enrolling in a therapeutic court.  

 

 33 percent reported that their arrest and subsequent participation in the courts was 

their first true intervention.  

 

 25 percent reported specifically that the individual case management provided is or 

was an integral part of their success.  

 

 25 percent reported strong reliance on communities 

of faith prior to criminal justice involvement.  

 

 25 percent of clients reported that poverty is also a 

considerable concern in child welfare.  
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 17 percent of clients reported that a lack of clean and sober low cost or free 

activities is damaging and may be contributing to what is perceived by participants 

to be a growing county substance abuse problem.  

 

Overall participant rating of programs is by individual clients is 4.1 on a 1-5 Likert Scale 

with one being “Poor” and five being “Excellent”. 

In regard to the specific question of reducing or preventing criminal justice system 

involvement, the clients supported the following approaches: 

 Greater access to mental health services – 58 percent 
 Employment and basic education services – 33 percent 
 Safe and sober low cost or no cost activities throughout the county – 17 percent 

 

Other comments include concern over violence in media, falling educational services, 

adults perpetuating a culture of fear of system involvement in their children, and confusion 

over what constitutes “mental illness”.  
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100% of focus group 

participants felt that 

substance abuse and/or 

mental health issues are 

prevalent in the county. 

They also felt there was a 

direct nexus between the 

problem and criminal 

activity. 

63% of group 

participants reported 

that a lack of low cost 

and no cost safe and 

sober activities is a 

significant county 

problem that affects 

both adult and 

children, especially in 

prevention and 

aftercare. 

Focus Groups4 

 

 100 percent of focus group participants felt that 

substance abuse and/or mental health issues are 

prevalent in the county. They also felt there was a 

direct nexus between the problem and criminal 

activity.  

 

 100 percent of the participants indicated that the 

economy, in a broad sense, is a major concern. This 

includes unemployment, dwindling resources, and 

homelessness. Several groups expressed dismay at 

the “cost of living” in the urban areas. They 

reported that locating affordable housing has pushed them and their families to 

rural areas that are largely underserved and difficult to get transportation to and 

from.  

 

 75 percent of the participants indicated that pride was a significant barrier to 

seeking pre-conviction help. Societal stigma is a “real” concern.  

 

 67 percent of the participants reported that the program staff and non-adversarial 

team approach is or was critical to their success.  

 

 63 percent of group participants reported that a lack of low cost and no cost safe 

and sober activities is a significant county problem that affects both adult and 

children, especially in prevention and aftercare.  

 

 50 percent of interviewees indicated that parental  

addiction is a serious problem with long-term  

negative effects on children.  

 

 50 percent turned to Department of Social & Health  

 Services (DSHS), local non-profits such as Community  

 Youth Services (CYS), Community Action Council  

 (CAC), and churches for assistance prior to their  

 program involvement. All considered this outreach to  

 be attempts at intervention.  

 

 



 

BOCC: TST Needs Assessment & Gap Analysis             Page 89 of 144 J. La Salle  
 

38% reported that their 

arrest was the first 

intervention in their 

addictive behavior.  

 50 percent of the participants indicated that affordable medical and dental care is an 

immediate and growing need.  

 

 50 percent reported that program accountability and the one-on-one counseling 

provided to them is or was central to their engagement and participation.  

 

 38 percent reported that their arrest was the first intervention in their addictive 

behavior.  

 

 38 percent felt that familial violence, poor parenting skills, declining educational 

standards, and poor or non-existing prevention programs are all underlying 

concerns in child welfare in this county.  

 

 38 percent of participants reported that familial violence is a significant problem in 

the county.  

 

 38 percent of participants also reported that 

there is a true culture of fear around system 

involvement and that children are being taught to 

avoid system involvement; even at the cost of 

their own safety.  

 

 38 percent of participants reported that access to transportation is a significant 

barrier to program participation, program completion, and recovery. Several youth 

suggested that Intercity Transit should provide free rides to youth 18 and under.  

 

 33 percent indicated that they were concerned about the rigidity of their program 

rules. They also reported observing discrepancies in case management; unequal 

management of violations.  

 

 25 percent of the participants reported that there is a perceived discrepancy 

between services offered to women and men. They indicated that mental health 

services and support for men is disappearing and equal access is not available. 

 

Overall participant rating of programs by focus groups is 4.47 on a 1-5 Likert Scale with 

one being “Poor” and five being “Excellent”. 

In regard to the specific question of reducing or preventing criminal justice system 

involvement, the clients supported the following approaches: 
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In regards to accessing 

community resources and 

assistance, one client 

reported “It feels like you 

are dealing with two 

parents that keep saying 

to go check with your 

mother or father, but 

never getting an answer”.  

CDP Inmate, 2012 

 Prevention programs for youth – 88 percent 
 Access to treatment programs and resources, including greater and more immediate 

access to social and medical detox beds -  63 percent 
 Consolidating mental health and substance abuse services into a “one-stop shop” –  

50 percent 
 

Other suggestions in regard to preventing or reducing system involvement include 
expanding youth outreach, intensifying and increasing School Resource Officer presence, 
broadening diversion opportunities (including not considering jail as an in-patient option), 
and additional validation of providing low cost or no cost safe and sober activities, 
especially for youth. Several individuals reported that the skate parks are not viable 

options as there is considerable drug trafficking in those areas.  
 
Closing comments included concern over welfare fraud, 
declining education standards, and concerns about staff 
changes (disrupts stability). Several individuals also 
commented that a better marketing of actual community 
resources is needed. They also indicated that not all agencies 
communicate well and that they have lost time being sent to 
places to access resources only to be told that the service is not 
available. Per one man, “It feels like you are dealing with two 
parents that keep saying to go check with your mother or 
father, but never getting an answer”.  
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50 percent of community 

stakeholders interviewed 

are using Evidence-Based 

Programs (EBPs) or best 

practices with their 

clientele or refer clients to 

them. These include such 

programs as Communities 

That Care (CTC), Project 

Alert (PA), Projects for 

Assistance in Transition 

from Homelessness 

(PATH), Project Northland 

(PN), Parents-As-Teachers 

(PAT), Strengthening 

Families Program (SFP), 

Wrap-Around, Youth in 

Action (YIA), and certified 

Peer Mentoring. 

Community Stakeholders 
 

All community stakeholders interviewed are not currently receiving TST funds.5 They have 

expressed considerable interest in tapping into TST funds ear-marked for community 

programs. At the time of this report, criteria and process for applying for these funds is not 

yet determined.  

 100 percent of community stakeholders (non-profit 

organizations) indicated that their programs have 

waitlists and capacity expansion needs.  

 

 100 percent of the organizations reported serving 

clients with mental health and chemical dependency 

needs. Services include basic necessities such as 

food and shelter, transitional housing support, 

youth prevention programs, emergency medical and 

dental, case management, and clean and safe respite 

during working hours.  

 

 88 percent report that expansion is limited owing to 

funding.  

 

 50 percent are using Evidence-Based Programs 

(EBPs) or best practices with their clientele or refer 

clients to them. These include such programs as 

Communities That Care (CTC), Project Alert (PA), 

Projects for Assistance in Transition from Homelessness (PATH), Project Northland 

(PN), Parents-As-Teachers (PAT), Strengthening Families Program (SFP), Wrap-

Around, Youth in Action (YIA), and certified Peer Mentoring. It should be noted that 

some of these programs are on temporary hiatus owing to funding cuts.  

 

Faith-based organizations are not facing immediate budget cuts; however the non-profit 

programs are looking at potential federal and state cuts that could reduce their remaining 

programs.  Communities of faith reported, while they may be financially stable, cuts to 

government programs have an immediate trickle-down effect with women and children 

receiving services first and felons or criminal justice system involved individuals receiving 

help last. This puts an immediate burden on their services and programs.  

 

http://www.sdrg.org/ctcresource/
http://www.projectalert.com/
http://pathprogram.samhsa.gov/
http://www.nrepp.samhsa.gov/ViewIntervention.aspx?id=25
http://www.parentsasteachers.org/
http://www.strengtheningfamiliesprogram.org/
http://www.youthinactionri.org/
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Notes – Needs Assessment 
 
1 A more detailed definition forwarded by Strauss and Corbin (1990) is as follows: 
A grounded theory is one that is inductively derived from the study of the phenomenon it represents. That is, 
it is discovered, developed and provisionally verified through systematic data collection and analysis of data 
pertaining to that phenomenon. Therefore, data collection, analysis and theory stand in reciprocal 
relationship to one another (p. 23).  
Strauss, A., & Corbin, J. (1990). Basics of qualitative research: Grounded theory procedures and techniques. 
Newbury Park, CA: Sage. 
2 It should be noted that a reported percentage, such as “64% expressed a need for education and 
employment services”, does not postulate that the remaining percentage, in this case 36%, found that the 
need was not present. It is simply a report of those respondents that mentioned a given need, issue, or 
concern.   
3 Ibid 
4 Ibid 
5 Catholic Community Services, a contracted TST provider, was inadvertently questioned using the 
Community Stakeholder questionnaire. Their responses are included here where appropriate.  
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Recommendations  
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Figure 6 – Gap Analysis 
Strategic objective Current standing Deficiency Action plan 

Improve the quality of life 
for Thurston County 
residents with mental 
illness and/or chemical 
dependency by reducing 
their involvement with the 
criminal justice system. 

Fifteen of the 21 TST funded 
programs specifically 
address clients with 
criminal justice system 
involvement. The other six 
serve a broader client base, 
but all of whom have 
chemical dependency or 
mental health issues.   

“Quality of Life” is an 
ambiguous measurement.   
Data collection on recidivism 
is erratic and operational 
definitions incongruent.  
 

Agree to formal and 
constant performance 
measures that quantify 
impact on recidivism. 
Expand quantitative data 
collection. Define “quality of 
life” as a global and 
explicable benchmark.  

Reduce the number of 
people who have a high 
recidivism rate and/or who 
have lengthy jail stays as a 
result of their mental 
illness, chemical 
dependency and/or 
homelessness. 

Recidivism is collected and 
analyzed for five programs 
(therapeutic courts). All 
program outcomes are 
comparable to national 
rates (where available).  

Data collection and analysis 
is uneven across programs. 
A base recidivism rate for 
criminal behavior for the 
county is not collected; 
therefore there is little or 
nothing to gauge progress. 
The capacity of most 
therapeutic courts is 
insufficient to address need. 

Streamline operational 
definition of recidivism and 
extend longitudinal data 
collection beyond six 
months. Broaden referral 
process to target more 
clients.  
 

Increase the ability to divert 
mentally ill and/or chemical 
dependent adults and youth, 
using evidence-based 
practices (EBPs), from jail 
services either through pre-
booking or post-booking 
diversion to appropriate 
levels of care and housing. 

Five therapeutic courts 
based on national best-
practices, Motivational 
Interviewing (MI), Moral 
Reconation Therapy (MRT), 
Multisystemic Therapy 
(MST), Seeking Safety (SS), 
and Eye Movement 
Desensitization & 
Reprocessing (EMDR).  

System is front-loaded with 
EBPs with aftercare and post 
program services receiving 
little support.  
Measurement to fidelity of 
EBPs is unequal.  County 
lacks a central area for data 
collection, analysis, research, 
etc.  
 

Expand TST programs or 
redistribute funding to allow 
for a balanced approach that 
considers all components of 
the continuum of care.  
Consider adding one or 
more FTEs to address data 
analysis across systems or at 
the very least the criminal 
justice system (PHSS has 
internal epidemiologist).  

Increase levels of 
interagency collaboration, 
cross-system coordination 
and planning between 
corrections, courts, mental 
health, chemical 
dependency, and housing 
services.  

TST Executive Management 
Team meets monthly. A new 
“Service Delivery Team” 
composed of providers and 
program managers have 
recently been convened. All 
21 programs are equally 
represented.  

Community stakeholder 
participation has been 
intermittent.  

Improve community 
partnerships and non-profit 
relationships by releasing 
community funds and 
implementing a regular 
collaborative meeting.  

Create a system of 
prevention services and 
strategies for youth and 
adults based on EBPs. 

TST funds one prevention 
program, Nurse Family 
Partnership.  

Six percent of the TST 
budget is directed at 
prevention. This is a 
disproportionate formula.  

Convene a work group to 
look at prevention programs 
and reconsider TST funding. 
Prioritize existing programs 
based on performance 
measures.  

Increase education and 
training of law enforcement, 
corrections and courts 
personnel related to 
prevention, diversion and 
intervention services.  

National and state training 
has been provided to a 
number of therapeutic court 
personnel, community 
programs, and law 
enforcement; from 
therapeutic court best 
practices to EBP fidelity.  

Training is not provided to 
all TST programs. 

Allow for budget 
amendments, where 
feasible, to improve 
program delivery and 
broaden staff skills. Ensure 
equitable training 
opportunities.  

Increase public safety by 
using risk and needs 
assessments for all adult 
and youth offenders to 
determine appropriate 
services designation for 
mental health, chemical 
dependency and/or jail 
services.  

STRONG Assessment is 
employed by Pre-Trial 
services. The recent 
addition of the CRAFFT 
Screening Interview has 
been launched for the 
juvenile system. Other 
assessments include the 
LSI-R:SV and the GAINS-SS.  

STRONG is not valued by all 
therapeutic courts. The 
CRAFFT is a new and not 
validated for local use to 
date. Inconsistent referrals 
suggest that all programs 
could benefit from improved 
risk and needs assessments 
over a broader client pool. 
Pre and post interviews are 
not administered 
consistently for all 
programs.  

Eliminate use of STRONG 
Assessment by Pre-Trial 
Services. Refocus funding on 
validated tools and place 
task on program specific 
staff.   
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Recommendations  
The following 12 recommendations are made based on observed gaps and system and 

client needs, as detailed in both Figure 6, the literature review, and through the needs 

assessment process. This list is prioritized by the author; however it should be noted that 

the TST Executive Team has not yet ranked TST program priorities.  

In some instances, efforts are already underway to address the issue at hand. For example, 

Thurston County Juvenile Court has recently collaborated with PHSS and Saint Peter’s 

Chemical Dependency Center to implement the CRAFFT Screening Interview to flag youth 

with chemical dependency issues at detention. Therapeutic Court Coordinators are also 

working in collaboration with contracted providers to centralize certain service such as 

urine analysis testing.     

1. Data collection and analysis is inconsistent over the 21 TST programs. While it is 

recognized that TST is still relatively new and that the development of performance 

measures and outcomes are on-going, the nature and amount of the collection is 

different and difficult to create for system-level analysis and recommendations. This 

lack of consistency makes it difficult to create a legitimate gap analysis that can 

concretely demonstrate what is needed to ensure that by 2016 all TST goals are met 

and./or exceeded.  

Hire a data analyst to complement the .3 FTE TST epidemiologist at 

PHSS. Centralize the position where that individual can serve all 

programs within a neutral context. Target improvements to 

conceptualize a factual gap analysis by June 2013. The first data that 

needs to be established is baseline recidivism rates for non-TST 

individuals. Other suggestions include reasons for termination and opt-

outs.  

 

2. Evidence-based programs and practices are present in some TST programs, but not 

all. Where they are present, adherence to models is measured inconsistently. If TST 

is to continue to champion the use of EBPs, it must first implement stricter 

adherence measures, require documentation of them, and provide support to 

address model drift.  

 

Review TST goals and priorities. Consider loosening language around 

EBPs to include promising practices. Promising practices support new 

ideas or refinements of existing ideas and are continuously being 

http://www.ceasar-boston.org/CRAFFT/index.php
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implemented by State and local programs. Promising practices may 

evolve into EBPs and as such should not be overlooked.  

 

Currently TST funds TWI which is a strong promising practice, but not yet listed by 

in the National Registry of Evidence-based Programs and Practices (NREPP). This is 

in direct disparity to what community stakeholders have been told. To date, they 

have been requested to propose funding for only EBPs. This needs to be addressed 

immediately and prior to community fund distribution.  

 

3. Focus should be on funds for the elimination of barriers to “success”: housing, 

employment, education, and transportation.  

 

Housing is critical to re-entry and a key component to reducing recidivism. If 

it is to remain a TST goal, efforts and funds need to be applied to fulfilling the 

objective. Housing is listed in the TST goals, however no funds are allotted to 

this. This may include expansion of housing vouchers, affordable housing trust 

(capital), and housing coordinator/case manager. The Corporation for 

Supportive Housing’s (CHS) Returning Home Initiative has demonstrated 

replicable promise. 

 

Hire one county FTE to start employment and education services to all the 

therapeutic courts (including District Court). This position should focus on 

employer outreach, employment/education support, and provide clear 

performance measures. This position would complement the current 

employment and education contracts with the jail. 

 

Improve transportation services for both youth and adults, especially in the 

rural areas.  Ideas include providing Intercity Transit free of cost to youth 18 

and under. 

 

4. Re-evaluate the distribution of funds between intervention and prevention.  

Pursue this formula beyond this report and with community stakeholder 

feedback. Recommendations should be presented to the BoCC for 

consideration of future TST priorities. 

 

 

 

http://www.csh.org/csh-initiatives/returning-home-initiative
http://www.csh.org/csh-initiatives/returning-home-initiative
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5. Program staff  have remarked that treatment resources are limited, especially for 

those that do not qualify for Medicaid.  

 

Examine what the exact needs are. While many stakeholders mentioned the 

necessity for additional treatment resources and it rated highest in needs, the 

treatment needs were not consistent. This needs to be clarified before an 

action plan can be created. 

 

6. Convene a work group to research and identify a validated needs assessment(s) that 

works effectively for all therapeutic courts. 

There is disagreement about the validity of the STRONG. In order for Pretrial 

Services to continue to be funded in part with TST monies, a validated and 

agreed upon needs assessment should be identified. 

7. Improve screening measures across adult and juvenile courts to screen for chemical 

dependency and/or mental health at an earlier junction such as intake and/or 

arrest.  

 

Timely and valid screening is a core component of therapeutic court success. 

All courts need to have clear screening processes in place.  

8. Improve cultural sensitivity of programs.  

 

TST does not currently measure for cultural sensitivity with the exception of 

gender. While this may be measured by the individual programs on a different 

level, it should be a requisite in TST reports.   

9. Improve partnerships with community organizations and non-profits that 

complement TST goals. Faith-based communities provide a number of invaluable 

services where government and contracted providers leave off. Strengthening 

collaboration will reduce barriers to services and support.    

 

Start by identifying a request for funds process immediately and open access 

to community programs.  

10. Improve marketing and education of existing county resources. Ensure that access 

to programs is equitable across the county. 

TST, with its comprehensive umbrella of programs, is an ideal place to start 

creating and publishing a centralized site for information, success stories, and 

community links.  
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11. Implement and/or improve low cost or no cost activities for youth and families.  
 
Work in collaboration with community entities to leverage access to low/no 
cost programs. Ensure that the subsequent resources are widely shared.  
 

12. Evaluate and consider other programs being funded in the other 17 counties that 

have passed this tax. Commendable examples include (see Exhibit E for County 

Comparisons):  

 

 Specialized services to children affected by parental substance abuse: 

COACHES (Clark) and Jumping Mouse (Jefferson). 

 Older adult outreach for mental health and substance abuse services 

(Island, King, and Snohomish).  

 School-based mental health and chemical dependency centers/services 

(Clark, Island, Jefferson, King, San Juan, Skagit, and Whatcom). 

 Expansion of therapeutic courts to include domestic violence calendar 

and/or services given the nexus between domestic violence and mental 

health and/or chemical dependency issues (for both victims and 

perpetrators). 
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Summary 
 

The bottom line is simply how and where does the county need to focus TST funds, three 

plus years into its adoption and in anticipation of the 2013 budget, to reach the eight core 

goals of the Treatment Sales Tax Program. Current practices indicate that most existing 

programs are meeting respective service targets and in many cases exceeding them. 

However, there remains a considerable gap between the total number served and the 

actual number of clients in need. Unfortunately, it is not possible to formulate a clear and 

precise picture of exactly what needs to be done to ensure that TST has met its intended 

mission by 2016; incomplete and inconsistent data collection precludes this at the present. 

Better measures are needed.   

TST was not implemented with the intention to fund all programs that address chemically 

dependent and/or mental health clients. It is a complementary funding source to both 

sustain and expand programs to provide county constituents with reliable resources and 

expanded options. Its goals are designed to adhere to authorizing source RCW 82.14.460 

and are as delineated in Thurston County Ordinance No. 14138. Attempting to serve all the 

estimated combined total of 47,012 youth and adults that suffer from mental illness and 

the 25,748 from substance abuse issues would require far more than the TST account can 

afford.  

The distinctive authorizing language of both the RCW and the Ordinance No. 14138 do 

allows for TST to be used in a deliberate manner that requires definitive outputs, outcomes 

and performance measures. This allows for direct accountability to the constituents of the 

County and a means to ensure that monies spent are spent on programs with concrete 

deliverables. However, this is also one of TSTs most significant weaknesses. This is not 

owing to a lack of effort, but rather is complicated by the relative newness of the program 

and strained personnel resources.  

Currently, programming is heavily weighted towards intervention with only six percent 

targeted at prevention. If long term changes are advocated, then this formula must be 

recalculated. Evidence-based programs are in place, but model adherence and fidelity is 

irregular and monitored by different sources. Outcomes, such as recidivism, are measured 

inequitably and within too short of a time frame for a realistic picture. While serious efforts 

are now in place to address these areas, continued efforts are needed to improve 

accountability, reduce criminal justice involvement, and improve the overall quality of life 

of county constituents.          

                                                                                                                                         

http://apps.leg.wa.gov/RCW/default.aspx?Cite=82.14.460
http://www.co.thurston.wa.us/wl-boccpublic8/DocView.aspx?id=94165&page=1&dbid=0
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Exhibit A - Thurston County Ordinance 14138
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Exhibit B – TST Executive Team Membership (alphabetical order) 
 
Chair 
Burgener, Barbara 
TST Program Manager 
360.867.2092 
burgenb@co.thurston.wa.us 

 
Braniff, Tim 
Thurston County Undersheriff 
360.786.5501 
branift@co.thurston.wa.us 
 
Campbell, Robin  
Thurston County Budget & Fiscal Manager 
360.709.3063 
campber@co.thurston.wa.us 
 
Ewing, Theresa 
Thurston County District Court Administrator 
360.786.5225 
ewingt@co.thurston.wa.us  
 
Fenton. Mike 
Thurston County Juvenile Court Administrator  
360.709.3141 
fentonm@co.thurston.wa.us 
 
Freedman, Mark 
Divisional Director – Social Services 
Thurston County Public Health & Social Services 
360.867.2558 
freedmm@co.thurston.wa.us 
 
Harrison, Sally 
Thurston County Director – Office of Assigned Council 
360.786.5880 
harriss@co.thurston.wa.us 
 
Hirsch, Anne 
Thurston County Superior Court 
Family Recovery Court Judge 
360.709.3223 
hirscha@co.thurston.wa.us 
 

mailto:branift@co.thurston.wa.us
mailto:campber@co.thurston.wa.us
mailto:ewingt@co.thurston.wa.us
mailto:fentonm@co.thurston.wa.us
mailto:freedmm@co.thurston.wa.us
mailto:harriss@co.thurston.wa.us
mailto:hirscha@co.thurston.wa.us
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Maxwell, Marti 
Thurston County Superior Court Administrator 
360.786.5559 
maxwellm@co.thurston.wa.us 
 
Murphy, Carol 
Thurston County Superior Court Judge 
Drug/DUI Court 
360.754.4405 
murphyc@co.thurston.wa.us 
 
O’Garro, Mary Ann 
Epidemiologist - Thurston County Public Health & Social Services 
360.867.2525 
Ogarrom@co.thurston.wa.us   
 
Peters, Christy 
Administrative Chief 
Thurston County Prosecutor’s Office 
360.786.5540 
petersc@co.thurston.wa.us 
 
Sloma, Don 
Director – Thurston County Public Health & Social Services 
360.867.2502 
slomad@co.thurston.wa.us 
 
Thoma, Todd 
Thurston County Chief Deputy Corrections 
360.786.5505 
thomat@co.thurston.wa.us 
 
Thompson, Debbie 
Thurston County Corrections Captain 
360.754.2964 
thompsd@co.thurston.wa,us  
 
Tunheim Jon 
Thurston County Prosecuting Attorney 
360.754.4110 
tunheij@co.thurston.wa.us 
 
Vessey, Kristie 
Thurston County Senior Management Analyst 
360.754.3355 ext. 6219 
vesseyk@co.thurston.wa.us 

mailto:maxwellm@co.thurston.wa.us
mailto:murphyc@co.thurston.wa.us
mailto:Ogarrom@co.thurston.wa.us
mailto:petersc@co.thurston.wa.us
mailto:slomad@co.thurston.wa.us
mailto:thomat@co.thurston.wa.us
mailto:thompsd@co.thurston.wa,us
mailto:tunheij@co.thurston.wa.us
mailto:vesseyk@co.thurston.wa.us
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Exhibit C – Unduplicated Counts for TST Services: 2010-2011 
 

 
 
Source: O’Garro, M. (2012). PHSS 

 
 

 

 

 

 

 

 

 



 

BOCC: TST Needs Assessment & Gap Analysis             Page 139 of 144 J. La Salle  
 

Exhibit D – TST Funding 
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Exhibit E – County Comparisons
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