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Inspection Report

Services at Bedford Hills Correctional Facility

by the Correctional Association of New York’s Wormnen in Prison Project Visiting Committee

Editor’s Note: In the Uniled States, the
Correctional Association of New York has
rare statutory authorization for a private
organizalion to conduct regular inspections
of stale prrisons. The particular inspection
described in this article was conducted on
January 9, 2007, in conjunction with the
organization’s Women in Prison Project.
The article itself details some of the group’s
observations regarding the Bedford Hills, NY,
Sacility’s mental health programs and ser-
vices based on information gathered from both
wnmates and staff. The full report, which covers
additional tofrcs and includes footnotes and
recommendations for various stale agencies,
is available at www.Correctional Asso-
ciation.org/WIPP/prison_monitoring/
Bedford Mental Health_2007.pdf.

Mental Health Overview

Bedford Hills is designated as a mental
health level one facility, which means that
it has the capability to provide women
with the most intensive mental health
services available in the state prison
system. The facility has a 16-bed Inter
mediate Care Program (ICP), a 15-bed
Residential Crisis Treatment Program
(RCTP) with nine dormitory beds and
s5ix observation cells (operated by the
Department of Correctional Services
with the Office of Mental Health provid-
ing clinical services), a 16-bed Therapeu-
tic Behavioral Unit {TBU), a 50-person
Mentally Il Chemically Addicted (MICA)
program, and a 60-person Network
program, Bedford’s MICA and Net-
work programs, ICP, and TBU, are the
only programs of their kind for women
inmates in Department of Correctional
Services (DOCS) custody.

Caseload Increase. As of January 2007,
more than 50% of Bedford’s total popu-
lation (421 women) was on the Office
of Mental Health (OMH) caseload.
This figure represents an increase in the
percentage of inmates on the caseload in
July 2005 (42%). Of the women on the
mental health caseload, 30% had been
diagnosed with a major mood disorder
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“(which includes dep-ression, psychotic

depression, and bipolar disorder) and
15% had been diagnosed with a psychotic
disorder (which includes schizophrenia).
A total of 449 of women on the caseload
had an AxisI diagnosis. Justover 72% were
taking psychotropic medication; nearly
halfwere taking neuroleptic medication.
From January to June 2007, Bedford
had 10 admissions to Central New York
Psychiatric Center, an OMH-run secure
psychiatric hospital located in Marcy,
NY, with 17 beds reserved for state-
sentenced women inmates. Nine of
these admissions were from Bediord’s
general population and one was from
the Special Housing Unit (SHU),
During thatsame time period, Bedford
had 197 admissions to its RCTP, which
provides short-term housing for inmates
in psychiatric crisis and intensive moni-
toring for inmates on suicide watch.
Thirty-five of these admissions were
from SHU, 42 were from TBU, and 120
were from general population.
Extraordinary Challenges. The challeng-
es facing OMI and DOCS in providing
adequate care to the hundreds of women
suffering from mental illness at Bedford
Hills are extraordinary. In recent years,
both agencies have taken constructive steps,
which we strongly support, to expand the
facility’s mental health program. Neverthe-
less, itis dlear that sericus deficienciesin the
facility’s mental health services persist and
that substantial improvements are needed
to ensure that the women in Bedford’s
custody receive appropriate mental health
treatment and support.
The positive aspects of the facility’s
mental health program include the
following:

* 'The opening of the TBU, the diver-
sion of a number of otherwise SHU-
bound inmates to the unit;

* The opening of the MICA program;

* The continued operation of the ICP
and Network program;

® Positive feedback from inmates
about the quality of many mental
health staff members;

* Improved mental health assess-
ments of women in the SHU;,

* Reports from inmates that psycho-
tropic medication is distributed in a
timely fashion and that medication
side effects are explained by mental
health staff;

* The maintenance of a solid medica-
tion contraindication/reconcilia-
tion system; and

* Aggressive recruitment of new staff
to fill vacancies.

Our main concerns include the fol-
lowing:
¢ Insufficient mental health services
for women in Bedford’s general
population;
¢ The confinement of women with
serious mental illness in SHU and
inadequate mental health services
for SHU-confined inmates;

* Flaws in the TBU model, including
requiring inmales to remain in SHU,
ticketdree for at least a month before
being transferred to the TBU unit
and having return to SHU as a poten-
tial consequence for misbehavior;

¢ The underutilization of the TBU
and ICP;

* The absence of a mental health
component in MICA and the lack
of adequate mental health staff for
the program;

¢ Mistreatment of inmates by certain
correction staff assigned to the
TBU and to the MICA and Network
progratms;

¢ Inadequate staffing for the Network
program; and

* The lack of a genderspecific, cultur-
ally sensitive, and trauma-informed
approach to Bedford’s mental
health-related programming and
services.

Gender-Specific, Culturally
Sensitive, and Trauvma-Informed
Mental Health Services

Bedford Hills has a long history of
offering inmates abuse counseling ser-
vices through its Family Violence Pro-
gram, a 12-week program for survivors

See BEDFORD HILLS, next page
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of domestic violence. Unfortunacely,
there has been a dramatic drop- off
in participation in this important
program. According to a 1994 DOCS
report, there were 137 women in the
Family Violence Program in December
199%; at the time of our visit, there

Facilities offer effeciive abuse counseling
programs and gender-specific, cultur-
ally sensitive, and trauma-informed
services. Such services would not only
allowwomen inmates to more effecively
access assistance and support, they could
also help to reduce recidivism rates and
improve facility safety and efficient over-
all operations.

This task force represents an opportumty for the
Department to initiate an effort to ensure that all
women’s facilities offer effective abuse counseling

programs and genderspecific, culturally sensitive,
and trauma-informed services.

were only 13 women participating. The
program had a capacity of 32 and was
staffed by three social workers. These
numbers call for an examination of
the reasons for the decrease and the
creation of a plan to revitalize the
program.

A critical need exists not only for
courses like the Family Viclence Pro-
gram, butalso for mental health services
that are developed and implemented
with an understanding of the conse-
quences of traiima, the particular men-
tal health issues facing wornen inmates,
the varied experiences of women from
different racial and ethnic backgrounds,
and the linguistic and cultural barriers
individuals may face in accessing treat-
ment and support. An estimated 82%
of women at Bedford Hills suffered
severe physical or sexual assault dur-
ing childhood and an estimated 90%
have experienced violence in their
lifetimes. Being incarcerated, surviving
in the prison environment, and being
separated from children and other
loved ones are often highly stressful,
regardless of an individual’s personal
history. In addition, we also urge that
any staffing needs assessment include
an evaluation of whether the facility
has sufficient Spanish-speaking mental
health staff.

The DOCS has recently taken the
positive step of creating an executive
level task force on issues facing women
inmates. This task force represents an
opportunity for the Department to initi-
ate an effort to ensure that all women's

Mental Health Services in
Special Housing Unit

At the time of ourvisit, 22 of Bedford’s
94 SHU cells were filled. OMH stafl esti-
mated that 14 of the 22 women (63%)
in SHU were on the OMH caseload. Six
of the 14 had applications pending for
the TBU. OMH staff informed us that
all inmates admitted to the SHU are
assessed by mental health staff within 24
hours and that OMH conducts rounds
in SHU seven days per week.

The women in SHU we spake with
confirmed the frequency of rounds and
that they had been seen by OMH within
a day after being transferred. OMH
also reported that SHU inmates on the
mental health caseload meet with coun-
selors about twice per month and with
a psychiatrist once per month, though
the frequency varies on.a case-by-case
basis. These meetings are held in one of
two private rooms in the SHU building.
There are no group sessions for inmates
with mental illness in SHU.

Mental Health Conditions Worsen.
Most women in SHU had positive
remarks about the quality of men-
tal health staff members they met
with. Fven with these counseling ser-
vices, however, many women told us
that their mental health condition
had worsened since being placed in
SHU. Two situations warrant particu-
lar attention: One woman who had
been diagnosed with depression and
post-traumatic stress disorder reported
having tried repeatedly to harm herself
while in SHU; she had an application

pending for the TBU, but had not yet
been approved for transfer. Another
woman, diagnosed with manic depres-
sion, reported that she had recently
been transferred back from the facili-
ty's observation cells after trying to kill
herself. This woman reported having
met with mental health staff only a few
times per month before the incident.
In general, she seemed disoriented
and was unsure it anyone had spoken
to her about the TBU.

Restrictive Setting Aggravates Con-
ditions. There is widespread recogni-
tion by mental health experts that
inmates suffering from serious mental
iliness should not be placed in SHU.
The unit’s restrictive setting aggra-
vates most mental health conditions
and can cause inmates to decompen-
sate, even if they are able to meet with
counseling stall on a regular basis. In
the beginning of 2007, one woman
at Bedford who had been diagnosed
with mental illness committed suicide
while she was in disciplinary confine-
ment. In 2006, Bedford reported two
Unusual Incidents (Uls) concerning
self-injury in SHU. That year, four
women from SHU were admitted to
CNYPC. From January to June 2007,
one woman from SHU was admitted.
During that same time period, there
were 35 admissions to Bedford’s RCTP
from SHU.

Some inmates in SHU communi-
cated that the lights inside their cells
were too bright and disrupted their
ability to sleep. Members of our visit-
ing team observed that many SHU cell
lights were half-covered by sanitary
napkins—an attempt on the part of
some inmates to make the room darker
at night. The superintendent explained
that the lights allowed officers to check
on inmates to make sure they were “still
breathing.” Although these concerns
are understandable, sleep deprivation
can have an acutely adverse effect on
any individual, especially one already
suffering from mental illness.

‘Wormen in SHU and in general popu-
lation also reported thatalthough some
correction officers maintained a profes-
sional attitude, others verbally harassed
inmates in SHU with mental illness.
Reports of harassment included officers
using degrading and derogatory terms

See BEDFORD HILLS, next page
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and taunting or provoking inmates with
mental illness to misbehave.

Therapeutic Behavioral Unit

Created in June 2005, Bedford's TBU
is a 16-bed unit jointly run by DOCS
and OMH for mentally ill inmates who
have chronic disciplinary problems and
who would otherwise remain in disci-
plinary confinement. The unit’s target
population are inmates who have:

* An Axis I and/or Axis II diagnosis;

* A demonstrated pattern of Axis II
behavioral traits;

* A “disciplinary pattern of dis-
turbed, disruptive behavior with
self-control deficits and violent
or disruptive impulses” and/or a
pattern of “instrumental assaults
on staff/inmates” and “custodial
management challenges”; and

* A profile that matches the “thera-
peutic mix of currently admitted
inmate-patients for a balance of
patients modeling appropriate
behaviors with those needing more
intensive treatment.”

Case-by-Case Evaluations. When we
inquired about which SHU inmates
would be considered ideal candidates
for TBU placement, staff explained
that they look for inmates who need
intensive mental health services and
who have the potential to succeed in
the program.

After conducting an initial assess-
ment, the psychologist assigned to
SHU can recommend that an inmate
be evaluated for TBU placement. The
OMH unit chief and other clinical staff
evaluate the recommended inmate
and, with the superintendent and other

" DOCS staff, make a final decision about

whether to transfer the inmate to the
unit. Evaluations are done on a case-by-
case basis and it seems that no inmates,
even those without formal Axis T or
Axis II diagnoses, are automatically
excluded from consideration for TRU
placement.

Meodel Phases. The TBU model is
comprised of three phases. The first
begins while inmates are still in SHU.
Once an inmate is accepted into the pro-
gram, Phase I consists of informing that
inmate about the TBU and the expecta-
tions of inmates in the program. In order
to move to Phase II—and be transferred

to the TBU—an inmate must have at
least 30 days of “outstanding behavior,”
including remaining ticketfree during
that tirne period. After the 30-day period,
staff estimated that it takes ahout two
weceks to be transferred to the unit.
During Phase 11, inmaltes are trans-
ferred from SHU to the TBU, where
they remain “on probation” for the first
two weeks, meaning that they are al-
lowed to attend certain groups but
are required to remain in their cells

" for most of the day, including meals.

Phase 1I inmates must maintain good
behavior and remain ticketfree dur-
ing the probationary period to earn
“privileges,” including the ability to
participate in additional therapeutic
groups, recreation on a different floor
in the building, and meals with other
inmates on the unit.

Meetings, Groups. TBU inmates
meet at least once per month with a
psychiatrist and more often with psy-
chologists and social workers; deter-
minations about frequency are made
on an individual basis. For inmates
who have successfully completed the
Phase II probationary period, these
one-on-one meetings are held either on
the unit in a private office, on the unit’s
main area outside of the cells, or off
the unitin an OMH office. In addition,
each TBU inmate is evaluated every 30
days by a Case Management Cornmittee
consisting of DOCS correction staff,
DOCS medical staff, and OMH staff.
For inmates transferred to the TBU
from other facilities, weekly telepsy-
chiatry meetings are held with mental
health staff from Bedford Hills and the
transferring facility. Staff explained that
inmates who decompensate in TBU are
transferred first to Bedford’s RCTP and
then to CNYPC if necessary.

In addition to the individual meetings,
Phase Ilinmates participate in therapeu-
tic programming for four hours per day,
five days per week. Two hours per day
are spent in “core groups”—therapeutic
community, relapse prevention, commu-
nication skills, medication education,
anger management, positive changes,
poetry, spirituality, change, and art. The
other two hours are spent in “leisure
groups,” which consist of yoga, current
events, bingo, and art therapy.

Phase 111, Discharge. TBU inmates
must remain ticketfree to earn their
way into Phase III. Inmates in this
phase are allowed additional out-of-

cell time and can continue earning
“privileges,” including the ability to
participate in certain programs with
general population inmates. The Case
Management Committee decides on
an individual basis when Phase II
inmates are ready to move off the unit.
Inmates can be discharged from the
TBU to the ICP, to the MICA program,
to the general population at Bedford
Hills, or to the general population
of the facility from which they were
initially transferred. Inmates can also
be transferred back to SHU for more
serious disciplinary infractions. If
an inmate “maxes out” (finishes her
sentence while in the TBU), she can
be sent from the unit directly back to
the community.

Time spentin the TBU is considered
part of an inmate’s SHU sentence and
inmates can earn time off of their SHU
sentence for good behavior. Tickets
can also be given to inmates in the
TBU. If an inmate receives a ticket,
the circumstances of the ticket are
evaluated by a team consisting of both
mental health and DOGCS staff. OMH
staff reported that decisions about
ticket penalties are made on a case-
by-case basis and that no one entity
or individual “overrides a decision”
about what to do with a TBU inmate
who receives a ticket. IT the offense is
serious, the inmate might accrue addi-
tional SHU time, lose TBU “privileges,”
or be sent back to SHU. Minor offenses
carry penalties that are less severe.
OMH declined to give us specific data
about whether any women in the TBU
had accrued additional SHU time or
earned time cuts, and, if so, how it was
accrued or earned. OMH stated that
this information would be available in
the agency quarterly reports required
by the recent settlement of a lawsuit
on behalf of Disability Advocates, Inc.,
concerning people with mental illness
in DOCS custody.

Program Evaluation

Some women we spoke with had
been in the TBU for a few months; oth-
ers reported being in the unit for over
a year. Women had positive feedback
about the quality of mental health
services in the TBU, described the
OMH staff as caring and accessible, and
reported that, unlike their experiences

See BEDFFORD HILLS, next page
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in SHU and general population, they
met with counselers in the TBU as
often as they needed. Inmates’ main
concern regarding mental health staff-
ing focused on their anxiety about
interacting with and trusting new OMH
staff members. Women also had posi-
tive remarks about the TBU’s group
sessions, especially because the groups
allowed them to leave their cells with-
out restrainis and to interact with other
inmates.

Overall, we hold the view that incar
cerated women, DOCS, OMH, and
society at large would be better served
if women with serious mental illness
were removed from the prison con-
text altogether and placed in secure
cominunity-based facilities designed
specifically to manage and treat their
conditions. Nevertheless, the more
intensive mental health services, ability
to participate in individual and group
therapy, increased access to OMH staff,
and additional out-ofcell time for ther-
apy and recreational actvities clearly
make the TBU a substantially better
place than SHU for women with serious
mental illness.

Our concerns about the program fall
into five main areas:

1. Requirement to remain in SHU;

2. Heavy reliance on the threat and/or
use of disciplinary sanctions to moti-
vate compliance with prison rules;

. Underutilization;

. Staff screening and training; and

Lack of comprehensive discharge

planning services.

W (o

Requirement to Remain in SHU.
The program’s goals are undermined
by requirements that inmates remain
in SHU for more than a month even
after they have been deemed an appro-
priate TBU candidate and that they
maintain “outstanding behavior,”
including remaining ticket-free, dur-
ing the time in which theyare waiting to
be transferred to the TBU unit. These
requirements are highly problematic:
Spending an exiended period of time
in SHU's restrictive environment can
be severely detrimental for inmates
with sericus mental illness. Particular
hehavioral traits associated with certain
mental illnesses are symptomatic, not
willful. Without more intensive treat-
ment and services, certain mentally ill

inmates may not be able to refrain from
engaging in the same type of behavior
that led them to violate prison rules in
the first place or may decompensate
before they meet the requirement for
transfer.

Ultimately, these regulations
decrease the chance that some inmates
in dire need of more intensive treat-
ment will receive that treatment. That
six of the 14 women in SHU on the
menial health caseload had applica-
tions pending at the time of our visit
and that the TBU’s estimated average
census (14) is lower than its operat-
ing capacity (16) may be, in part, a
result of the difficulty inmates have
in overcoming this barrier to transfer.
Additionally, characterizing the month
an inmate spends in SHU preparing
for transfer to the TBU unit as “Phase
I” is a misnomer. As SHU inmates do
not receive the more intensive services
offered to inmates in the TBU, time
spentin SHU should not be considered
part of the TBU program.

Heavy Reliance on Threat,
Disciplinary Sanctions to Motivate
Compliance. The TBU model relies
too heavily on the threat and/or use
of disciplinary sanctions to motivate
compliance with prison rules. Even with
individual assessments, the TBU’s dis-
ciplinary system is likely to be ineffec-
tive and demoralizing for many of the
inmates the unit was developed to aid.
While the possibility of punishment
mighi deter a healthy inmate from
engaging in inappropriate behavior,
certain mentally ill inmates may not
be able to perform the same action/
consequence calculus or stop them-
selves from enpaging in inappropriate
behavior even if the consequences
are well understood. It is telling that
every woman with whom we spoke had
received multiple additional tickets
since being placed in the TBU. Addi-
tionally, the TBU’s disciplinary system,
which retains transfer to SHU as a
potential punishment, is misguided.
From a mental health perspective,
sending an inmate from TBU to SHU
is counterintuitive: A person who is
unable to conform to appropriate
modes of behavior even in an environ-
ment like the TBU is a person in need
of more help, not less. Sending that
person to SHU, where there will be
fewer mental health and other support
services and more time in isolation,

will likely cause her mental health
condition to deteriorate and increase
the chance that she will violate even
more prison regulations.

Underutilization. The TBU is
underutilized. The TBU’s intensive
services and supportive environment
are highly beneficial to the otherwise
SHU-bound inmates who live there.
We question why more women are not
applying for, being accepted into, or
heing put on the waiting list for the
unit. The often-disproportionate rep-
resentation of mentally ill inmates in
disciplinary confinement indicates that
more women should be appropriate
candidates for TBU placement

Staff Screening and Training. Staff
assigned to the TBU are not appro-
priately screened ot trained. On the
positive side, inmates commented that
many officers treat TBU inmates in a
respectful and reasonable manner. On
the other hand, every TBU inmate we
spoke with communicated serious dis-
tress about the treatment from certain
officers assigned to the 7:00 a.m. to 3:00
p-m. shift. They described these officers
as verbally abusive, taunting and provok-
ing inmates to misbehave. Mental health
staff explained to us that all TBU officer
positions are “bid positions,” meaning
that more senior officers have the ability
to pick whether they want to be assigned
to the unit. Even though officers assigned
to the TBU participate in additional
mental health raining, using a bid system
ultimately makes it difficult to ensure that
officers assigned to TBU posis are those
best suited to work in the unit’s difficult
and sensitive environment.

Lack of Comprehensive Discharge
Planning Services. The TBU lacks
comprehensive discharge planning
services, At least five inmates have
been released directly from the unit
to the communiiy. OMH reported that
inmates who “max out” receive basically
the same discharge planning as other
inmates, with additional emphasis on con-
necting them with community-based mental
health services. OMH staff also noted that
they do not collaborate very closely with
Bedford’s transitional services staff. Without
comprehensive discharge planning services,
TBU inmates are more likely to experience
disruptions in the continuity of their care
and to recidivate.

See BEDFORD HILLS, nexi page
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Mentally Il Chemically
Addicted Program

Bedford's MICA program is the only
one of its kind for women in the state
prison system. The MICA program was
staffed by one supervisor, three DOCS
correction counselors, and one senior
corrections counselor. At the time of
our visit, no OMH staff were assigned
to the program and DOCS MICA staff
did not have a regular meeting sched-
ule with OMH personnel. Although
an OMH counselor had been assigned
to MICA for a few hours each week
to conduct 30-minute individual ses-
sions with inmates, this counselor had
left the facility a number of months
prior to our visit and her position had
not yet been filled. MICA counselors
informed us that if a situation requir-
ing additional mental health assistance
arises, they ask OMH to intervene. A
three-day OMH training course for
DOCS MICA staff does exist, but had
not yet been implemented because of
staff turnover.

No Participation Restriction. To be
accepted into MICA, an inmate must
be on the OMII caseload and have
ASAT completion as a requirement of
her DOCS work and treatment plan.
Inmates who complete the program
are considered to have fulfilled their
ASAT requirement. If an inmate has
already successfully completed ASAT,
she is generally not allowed to par-
ticipate in MICA as well, Women can
fill out a MICA application themselves
or be referred by DOCS or OMH siaff.
There is no participation restriction
for inmates with more serious mental
health diagnoses and inmates are not
required to have a particular diagnosis
to gain entry into the program.

Progamming. MICA has a 39-week
curriculum set by DOCS central office.
The counselors we spoke with explained
that the goal for MICA is to have the
program operate like a therapeutic
community (TC), although the TC
model had not yet been fully incorpo-
rated into the program structure. The
program has two groups, each of which
was comprised of about 20 inmates at
the time of our visit. One group par-
ticipates in MICA programming for
three hours during the AM module; the

other participates during the PM mod-
ule. As of January 2007, programming
consisted of one group session five days
per week and brief individual sessions
on an ad hoc basis. MICA inmates are
allowed to participate in programs with
the general population during their
non-MICA modules.

The group of inmates in MICA at the
tme of our visit was the second group
to participate in the program since it
opened in 2005. Thirtysix cut of 50
women in the first group to be assigned
to MICA caompleted the program’s
full course, Counselors reported that
inmates were most commonly removed
for disciplinary infractions.

Program Evaluation

OMH staff estimated that approxi-
mately 80% of women on the men-
tal health caseload also had a sub-
stance abuse diagnosis. We strongly
endorse the concept of integrated
treatment—a model proven to be
more effective than separate substance
abuse and mental health treatment
{either “sequential” or “parallel”) for
individuals with dual diagnoses. At
the time of our visit, the program had
a number of serious deficiencies and
problems, including an insufficient
mental health component, the lack of
both OMH staff and specially trained
DOCS staff, the absence of a substan-
tial residential component, and poor
treatment from some correction offi-
cers. Overall, the program seemed to
be operating as an ASAT program with
a MICA population.

'The inmates we spoke with gener-
ally praised the quality of the MICA
counselors but expressed considerable
disappointment with all other aspects
of the program. In fact, during our
tour, inmates were frustrated that MICA.
counselors had agreed to spend an
entre meeting discussing the program’s
shortcomings and possible solutions—a
conversation which members of our
visiting team were grateful to have the
opportunity to observe.

Officer Treatment. A primary concern
for inmates was that certain officers
on the unit called inmates derogatory
names, made degrading comments
related to their mental health status,
and seemed loathe to respond when
women requested to see mental health

staff. Many women reported that officer
treatment was worse in MICA than in
general population. Others mentioned
that some women preferred to stay in
their cells as a result of feeling unsafe
around officers. One woman explained
that she had not left her cell for the
entire weekend (when there were no
MICA programs and no civilian staff
assigned to the unit) because she did not
want to interact with one of the officers
on duty.

Women also reported that they
met with OMH only about once every
month (the same meeting schedule
for most general population inmates
on the OMH caseload) and were
unable to discuss mental health issues
in group sessions because of the lack
of trained staff. Many explained that
group sessions lacked structure and
that there were few other activities on
the unit aimed at creating a sense of
community and support among the
inmates living there. That 15 of the 51
women in MICA’s first group did not
finish the program’s full course and
that several women from the second
group had also been removed may be
due, at least in part, to the program’s
inadequate mental health and support
services and problems with officer
treatment.

Restructuring Needed. Both the
superintendent and the OMH unit
chief agreed that more could and
should be done to build MICA’s mental
health component. The superintendent
informed us that Bedford Hills was plan-
ning to hire a full-time DOCS psycholo-
gist who would be assigned to MICA for
at least some of his or her hours. The
unit chief also mentioned that OMH
hoped to reassign a staff person to work
with the program. While we support
these efforts, to provide truly effective
services, Bedford must take additional
steps to restructure the MICA program.
Such steps involve the incorporation of
principles of evidence-based reatment
for individuals with dual diagnoses,
including the “cross-training” of mental
health and substance abuse staff, the
provision of comprehensive mental
health and substance abuse services, and
the implementation of other services
aimed atstrengthening program partici-
pants’ “immediate social environment”
and support networks. u
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